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Consumer-directed care, a pay-
ment system designed to make
patients aware of the costs of
care, requires treatment seekers
to be active participants in their
health care. Core components of
consumer-directed care, such as
higher deductibles and increased
decision-making responsibilities,
might preclude its easy transla-
tion from medical to behavioral
health care. Aspects of behav-
ioral disorders will force
providers, insurers, and patients
to compensate for unique barri-
ers to increasing self-care, such
as stigma, neuropsychological
complications, and poor self-effi-
cacy. This column describes im-
portant components of con-
sumer-directed care and the
unique barriers that behavioral
health care creates for those
components. Possible best prac-
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tices are suggested for surmount-
ing those barriers. (Psychiatric
Services 38:300-302, 2007)

Health care in the United States
seems to be heading toward
change, as scholars, policy makers,
and members of the health care in-
dustry propose to implement con-
sumer-directed care, a payment sys-
tem designed to make patients aware
of the costs of care. Because this
transformation likely will include be-
havioral health care, it is important
for proponents of consumer-directed
care to consider the unique charac-
teristics of behavioral health care that
may act as barriers to the implemen-
tation of consumer-directed care.
These barriers also need to be taken
into account in developing, within
consumer-directed care, best prac-
tices related to behavioral health
care.

Consumer-directed care is de-
signed to contain health care costs
through high deductibles to constrain
the use of services; consumer choice
of providers, along with treatments
based on effectiveness and cost; and
the increased use of self-care (1). [A
bibliography is available in an online
supplement to this column at ps.psy
chiatryonline.org] In this column we
describe how these three principal
components of consumer-directed
care—high deductibles, consumer
choice, and self-care—could generate
unintended negative consequences
for consumers’ health and the cost of

care. We suggest strategies to adapt
consumer-directed care to the com-
plicating factors of behavioral health
care.

High deductibles
In managed care, consumers make
small copayments that do not vary
with the actual cost of different treat-
ments. Proponents of consumer-di-
rected care argue that this payment
system causes unrestrained use of
health care services because it insu-
lates consumers from the true cost of
treatment and provides no disincen-
tive for seeking unnecessary, poten-
tially expensive care. To minimize
“overuse” of health care, proponents
of consumer-directed care recom-
mend implementing a high de-
ductible (the amount of out-of-pock-
et money that plan members must
spend for care) (2). The rationale is
that paying out of pocket should raise
consumers’ awareness of health care
costs, which will prompt them to pur-
chase cost-effective treatment and
avoid seeking unnecessary care.
However, high deductibles may
lead to reduced treatment seeking
and increased health problems. Un-
restrained use of health care is not
characteristic of behavioral health
care. There is a gap between the
number of people who need treat-
ment for behavioral health and the
number of people who receive such
treatment (3). The origins of this gap
include the pervasive stigma toward
people with behavioral illness (such
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as believing that they should be able
to deal with their problems without
professional treatment), denial that
one is mentally ill or that one’s symp-
toms satisfy such a diagnosis, avoiding
seeking treatment because of the
symptoms or characteristics of the
disorders themselves (such as motiva-
tional and cognitive effects), and for-
getting or not understanding physi-
cians’ instructions regarding behav-
ioral health treatment because of dis-
order-related impaired cognition.

The primary concern about imple-
menting high deductibles for behav-
ioral health care is that the gap be-
tween treatment need and treatment
seeking might consequently expand
even further. Indeed, evidence sug-
gests that when costs for behavioral
health care are raised, people tend to
avoid seeking treatment. Simon and
colleagues (4) found that after a
health maintenance organization in-
troduced a copayment for behavioral
health care services, significantly few-
er enrollees utilized behavioral health
care. The cost increase affected indi-
viduals across the spectrum of disor-
der severity.

If the behavioral health care treat-
ment gap were to expand because of
higher deductibles, both behavioral
health and physical health would po-
tentially decline because of the com-
mon co-occurrence of behavioral and
somatic diseases (5). Evidence sug-
gests that when patients do not re-
ceive adequate care for behavioral
disorders, their use of general health
care increases. Conversely, appropri-
ate treatment for behavioral disorders
leads to a reduced need for general
health care. Therefore, raising con-
sumers’ out-of-pocket costs for be-
havioral health care might not de-
crease health care costs overall be-
cause behavioral health care savings
would be offset by increased utiliza-
tion and costs of general health care.

Choosing providers and treatments
by effectiveness and cost

Central to consumer-directed care is
consumer choice. Proponents of con-
sumer-directed care state that if con-
sumers choose their own physicians
and treatments on the basis of cost,
quality, and effectiveness, then pro-
viders will compete with each other

for consumers” business (6). In theo-
ry, health care quality would conse-
quently improve, and costs would de-
cline. Proponents of consumer-di-
rected care recognize that behavioral
health care consumers need to partic-
ipate in their own health care deci-
sions because many of them have
unique preferences and values re-
garding treatment effects, side ef-
fects, and risks. Physicians who argue
that involved patients are more likely
to adhere to a treatment plan bolster
this sentiment.

However, lack of high-quality infor-
mation and consumers’ decision-
making abilities may create barriers.
Consumers need to have sufficient
relevant and accurate information to
make behavioral health care deci-
sions. However, information on the
effectiveness of behavioral health
care providers and treatments re-
mains rare, and evidence-based prac-
tices, though expanding, are not
widely available. Although these and
other issues concerning information
are beyond the scope of this column,
they need to be addressed in order to
implement consumer-directed care.

Even when information is avail-
able, the impairments that are char-
acteristic of many behavioral disor-
ders can undermine sound decision
making. For example, research has
consistently found that people with
schizophrenia (even when the illness
is not in an active, symptomatic state)
show deficits in various cognitive abil-
ities, including the understanding, in-
sight, and reasoning abilities required
for decision making (7). These cogni-
tive deficits and others have also been
found among patients with bipolar
disorder even when the patient is be-
tween affective episodes (7), major
depression, and substance use disor-
ders. Moreover, even when behav-
ioral health care patients with intact
decision-making capacities can access
and understand information about
treatment alternatives, they might
lack the motivation to finalize difficult
decisions that have potentially far-
reaching consequences.

Increased self-care

Consumer-directed care also empha-
sizes self-care, or patients” promotion
of their own health through everyday
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behavior. Self-care includes imple-
menting healthy lifestyle choices—
such as adopting a healthy diet, exer-
cising, and avoiding smoking—and
managing specific chronic illnesses,
such as diabetes or bipolar disorder.
Proponents of consumer-directed
care anticipate that self-care will ex-
pand because increased out-of-pock-
et costs will motivate consumers to
take more responsibility for their own
health care. They also anticipate that
this shift in the burden of care will re-
duce reliance on professional health
services.

However, some behavioral health
characteristics may impede self-care.
The same barriers that adversely af-
fect treatment seeking and the utiliza-
tion of behavioral health care servic-
es, including cultural variables and
functional impairments, also under-
mine self-care. People with behav-
ioral disorders often blame them-
selves for their problems and feel
ashamed because of the public’s neg-
ative attitudes toward mental illness.
Many then internalize these attitudes.
Shame and self-blame can reduce
self-efficacy—or the confidence to
carry out actions to achieve desired
results—which in turn can under-
mine patients” ability to self-manage
their disorders (8).

Patients’ lack of understanding
about the nature of behavioral disor-
ders and their treatment also has the
potential to sabotage patients” capaci-
ty to self-manage their illness. A dra-
matic example is the disturbingly low
rate at which patients with depression
adhere to prescribed medication reg-
imens (9). Finally, many of the neu-
ropsychological manifestations of be-
havioral disorders that impair treat-
ment seeking and treatment-related
decision making can also act as barri-
ers to self-management. For example,
persons with behavioral disorders of-
ten experience low motivation and a
sense of hopelessness. These factors,
in addition to memory and decision-
making impairments, compound the
stigma-related obstacles to effective
self-care.

Discussion

Our examination revealed that we
cannot assume that consumer-direct-
ed care reforms that target somatic
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care will translate easily to behavioral
health care. Patients who utilize be-
havioral health care treatment face
unique barriers that complicate the
implementation of the core features
of consumer-directed care. Neverthe-
less, some aspects of consumer-di-
rected care are compelling, such as
promoting self-care and providing in-
formation about treatment options
for people who are willing and able to
use it, as well as providing quality im-
provement information related to
treatments and providers. Practition-
ers, health researchers, insurers, and
consumer advocacy groups should
work together to determine the best
way to minimize the impact of barri-
ers and thereby achieve the benefits
of patient-centered care. Failure to
consider these barriers could exacer-
bate existing problems and perhaps
create new ones for the entire health
care delivery system. These barriers
also need to be taken into account in
formulating best practices for con-
sumer-directed care.

Although an extensive discussion of
how to address these barriers is be-
yond the scope of this column, we
mention a few possibilities. One
would be to lower financial barriers to
initiating or continuing behavioral
health care. Another would be to in-
crease the utilization of evidence-
based practices. Research is desper-
ately needed on the effectiveness of
less costly behavioral health treat-
ment solutions, such as Internet-
based self-help tools and teletherapy.

If the effort to promote self-care is
comprehensive enough to take into
account the needs of patients with
motivational and cognitive impair-
ments, the self-care component of
consumer-directed care could be
used to benefit behavioral health care
consumers. For example, health in-
surance companies or provider organ-
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izations might generate both more
and more easily accessible self-care
training programs that encompass all
aspects of self-management, includ-
ing teaching patients how to monitor
their symptoms, reduce stress, use
community resources, cope with their
symptoms, and communicate with
their doctors (8).

In this context, the chronic care
model (see www.improvingchronic
care.org) provides useful insights for
developing within behavioral health
care a more collaborative, informa-
tion-driven relationship between pa-
tients and physicians. In much the
same spirit, Deegan and Drake (10)
have argued in the pages of this jour-
nal that pharmacotherapy is a “dy-
namic journey” that demands the
partnership of the client and the prac-
titioner in shared decision making.

It is also worth considering whether
the care coordinator role in the pri-
mary care model could be adapted for
use in behavioral health care. Finally,
new ways of facilitating behavioral
health care, such as public outreach,
consumer education campaigns,
proactive screening for early identifi-
cation, and the utilization of parapro-
fessionals such as “health coaches” for
lifestyle modification (11), hold
promise for changing the negative at-
titudes regarding behavioral health.

The lessons learned from the man-
aged care “backlash” of the 1990s—
concerning service access, quality,
and member satisfaction—are equal-
ly relevant to consumer-directed care.
Collectively, the long-term success or
failure of consumer-directed care will
depend on its impact on health care
costs and on the outcomes for all con-
sumers of health care services.

Acknowledgments and disclosures

This project has been supported by Value-
Options. The authors extend special thanks to

Chrissy Thurmond, B.A., Ronald Dozoretz,
M.D., Peter Emerson, M.PA., Sarah Nelson,
Ph.D., and Ziming Xuan, M.P.H., for their im-
portant contributions to this project.

The authors report no competing interests.

References

1. Buntin MB, Damberg C, Haviland A, et al:
Consumer-Directed Health Plans: Implica-
tions for Health Care Quality and Cost.
Oakland, Calif, California Healthcare
Foundation, 2005

2. Hall M, Havighurst C: Reviving managed
care with health savings accounts. Health
Affairs 24(6):1490-1500, 2005

3. Wang PS, Lane M, Olfson M, et al: Twelve-
month use of mental health services in the
United States: results from the National
Comorbidity Survey Replication. Archives
of General Psychiatry 62: 629-640, 2005

4. Simon G, Grothaus L, Durham M, et al:
Tmpact of visit copayments on outpatient
mental health utilization by members of a
health maintenance organization. Ameri-
can Journal of Psychiatry 153:331-338,
1996

5. Anderson R], Freedland KE, Clouse RE, et
al: The prevalence of comorbid depression
in adults with diabetes: a meta-analysis. Di-
abetes Care 24:1069-1078, 2001

[=2)

. Ginsburg PB: Competition in health care:
its evolution over the past decade. Health
Affairs 24(6):1512-1522, 2005

~1

Altshuler L, Ventura W, van Gorp M, et al:
Neurocognitive function in clinically stable
men with bipolar I disorder or schizophre-
nia and normal control subjects. Biological
Psychiatry 56:560-569, 2004

o]

. Lorig K, Holman H: Self-management ed-
ucation: history, definition, outcomes, and
mechanisms. Annals of Behavioral Medi-
cine 26:1-7, 2003

9. Keene M: Confusion and complaints: the
true cost of noncompliance in antidepres-
sant therapy. Medscape Psychiatry and
Mental Health 10(2), 2005. Available at
www.medscape.com

10. Deegan PE, Drake RE: Shared decision
making and medication management in the
recovery process. Psychiatric Services
57:1636-1639, 2006

11. Adelman AM, Graybill M: Integrating a
health coach into primary care: reflections
from the Penn State Ambulatory Research
Network. Annals of Family Medicine
3(suppl 2):$33-S35, 2005

PSCHARCER@ES | ps.psydiatryonline.org ! March 2007 Vol. 58 No. 3



