" ABSTRACT

Background. Studies using
varying definitions of mental health
visits result in widely divergent esti-
mates. This analysis examines the
stability of a predictive model using
three varying definitions based on
provider type, diagnosis, psycho-
therapy, and psychotropic medica-
tion use.

Methods. Interview and ques-
tionnaire data and claims records
from the RAND Health Insurance
Experiment are used to test these
models among 3138 enrollees.

Results. Estimates of visits, and
factors associated with them, are
highly sensitive to definitions. De-
pression was the only symptomy/life
situation variable, and education the
only sociodemographic measure,
predictive across all three models.
Risk indicators such as suicide
thoughts and drinking problems were
only significant for the traditional
{mental health specialty) model.
While patients within the traditional
model definition were significantly
younger than other enrollees, those
within the model using the most ex-
pansive definition were significantly
older. Varying the definition also led
to different results in respect to ex-
perimental manipulations, geo-
graphic sites, and some specific types
of comorbidity.

Conclusions. A reasonable def-
inition, consistent with medical stan-
dards, requires, at least, a mental
health diagnostic judgment and some
form of psychotherapeutic or drug
treatment. Studies of the content of
mental health care are needed. (AmJ
Public Health. 1992;82:74-78)
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Introduction

Many studies report a high preva-
lence of psychiatric disorder, particularly
depression and anxiety, among patients
treated in the general medical care sec-
tor.1:2 One goal is to understand help-
seeking patterns among persons with
psychiatric need, to understand how phy-
sicians recognize psychiatric morbidity in
their patients, and to determine how to
better educate clinicians to appropriately
identify and treat psychiatric disorder.3-4
A large proportion of patients with depres-
sion in general medical care are undetec-
ted, probably more than half.> Depressive
disorders, and even symptoms of depres-
sion short of the disorder threshold de-
fined by the Diagnostic and Statistical
Manual of Mental Disorders (DSM-III),
are associated with considerable disabil-
ity, comparable to or surpassing the dis-
ability associated with many serious med-
ical conditions.®

In practice, data on the prevalence of
psychiatric disorder in the general medical
sector come from either small clinical
studies of selected practice settings or
large national data sets that are broadly
representative but lack detail. The large
data sets are a common source of esti-
mates of psychiatric morbidity in medical
contexts and of analyses of correlates of
mental health use.

In major surveys such as the Epide-
miological Catchment Area (ECA) study,’
respondents having various psychiatric
symptoms are asked whether they sought
care for these symptoms and from whom.
Information typically is not available on
care actually provided or its intensity. For
example, in the ECA study respondents
were asked whether they talked about any
problems they had with emotions or
nerves that might have been connected to

or in addition to the reason for their gen-
eral medical care visit. This general re-
sponse was then used as a basis for ana-
lyzing mental health use.

Analyses from the ECA study indi-
cate that most people with a DSM-III di-
agnosis as assessed by the Diagnostic In-
terview Schedule have not sought care for
their mental health problem in the prior 6
months, and among those who have, al-
most half received such care exclusively
from the general medical care sector.’:®
Persons with a mental health visit in the
prior 6 months, relative to all respondents,
were more likely to be young, White, fe-
male, and unmarried and to have had
some college education. Such patients
were also more, likely to use clinics, to
have a regular source of medical care, and
to be receptive to professionals.!® An al-
ternative source of data comes from log
diaries completed by doctors, as in the
National Ambulatory Medical Care Sur-
vey. In this survey the doctor is asked to
record the patient’s complaints, symp-
toms, or other reasons for the visit in the
patient’s own words, principal and other
significant diagnoses, new or continued
medications ordered or provided, non-
medication therapies such as psychother-
apy and ““other counseling,”” and the du-
ration of the visit. Such data on instances
of treatment are more detailed than those
obtained in the ECA study but do not per-
mit aggregation of visits by person.
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Jencks,!! using data from the 1980
National Ambulatory Medical Care Sur-
vey weighted to reflect the US experience,
found that ““3.3% of visits [in primary]
care were assigned a mental reason for
visit, 5.6% received a mental diagnosis,
6.8% received a psychotropic drug, and
3.2% received psychotherapy/therapeutic
listening™ (p. 1904). Aggregating all of
these indicators, excluding duplication,
results in an estimate of 11.6% of visits
during the year in which there is some
evidence of mental health content. The
concordance of these indicators, how-
ever, is much less common. Only one half
of 1% were affirmative on all four criteria
and 1.79% included a mental health rea-
son, a mental diagnosis, and either the no-
tation of drugs or psychotherapy. Thus
using the inclusive rule of meeting any cri-
terion yields a mental health visit rate 6.5
times greater than a definition based on
the presence of a mental health reason, a
diagnosis, and mental health treatment.

The conservative criterion is too lim-
ited since it is well established that pa-
tients with psychosocial distress may dis-
guise the reason for their visit, presenting
instead various physical complaints to jus-
tify the consultation. 2 Including visits that
lead to both a diagnosis and some type of
treatment essentially doubles the propor-
tion of mental health visits from 1.79% to
3.49%, accounting for 29% of the mental
health visits under the most lenient defi-
nition. Estimates of mental health visits
are extremely sensitive to the classifica-
tion assumptions used.

Conceptually, a mental health visit
might be said to occur when a patient con-
sults a clinician for emotional or psycho-
physiological symptoms. The clinician as-
sesses the problem and provides care in
direct response to the patient’s com-
plaints. Some patients, however, are con-
fused about the sources of their distress,
or may deny emotional symptoms. Thus,
mental health visits also may include in-
stances where a physician recognizes a
psychiatric/femotional problem and pro-
vides treatment in response to this assess-
ment, irrespective of the patient’s defini-
tion, presentation, or understanding of the
problem. It would ordinarily be expected
that the doctor would make some diag-
nostic judgment before treatment, but the
data indicate that some doctors treat with-
out recording a diagnosis. Several credible
alternative definitions are possible. The
purpose of this analysis is to examine the
extent to which there is stability in pre-
dictive models of use of mental health vis-
its when definitions vary.
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TABLE 1—Most Common Patterns of Mental Health Care for Total Sample 18 Years
and Older in the RAND Health Insurance Experiment
Mental Health Mental Health Psychotropic
n Specialty Provider Diagnosis Psychotherapy Drugs
288 No No No Yes
267 Yes Yes Yes No
219 No Yes No Yes
216 No Yes No No
172 Yes Yes Yes Yes
45 Yes Yes No No
36 Yes No No No
25 No Yes Yes No
21 Yes Yes No Yes
Note. The total number of adults was 1324 (including pafterns not shown).

Methods

Procedure

Our data source is the RAND Health
Insurance Experiment (HIE), a large ex-
perimental study with random assignment
carried out between 1974 and 1982. The
HIE studied the impact of varying sched-
ules of coinsurance on medical care use
and other outcome variables.13:14 Subjects
were followed for 3 to 5 years, depending
on experimental assignment, and six geo-
graphic sites were included in the study.
Independent measures were collected at
baseline from interviews and self-admin-
istered questionnaires and were linked
with subsequent claims forms recording
types of practitioners seen, the primary
problem or diagnosis as well as other
problems/diagnoses for which physicians
supplied treatment, procedures used, and
drugs prescribed. Measures of morbidity,
based on International Classification of
Discases codes, were derived from the
claims information. The classification of
psychoactive drugs is based on work by
the RAND researchers,!> who classified
antipsychotics, antidepressants, and mi-
nor tranquilizers, using the National Drug
Code Directory, excluding prescriptions
when the record showed it was in re-
sponse to a physical problem. Psychiatric
procedures were classified following the
California Relative Value Codes. Since
the vast majority of procedures consti-
tuted psychotherapy, we refer to them as
psychotherapy here. Comorbidity mea-
sures from the claims forms, and variables
characterizing the experimental groups
and geographic sites used in the study, are
included as controls. We test a model in-
cluding risk indicators (suicide thoughts,
legal problems, deviant sexual behavior,
and drinking problems), measures of
health status and life situation (depres-

sion, a general health index, and life
events), comorbidity measures, and so-
ciodemographic variables. The theoretical
relevance of the model and the specific
measures used are described elsewhere.16
Our purpose here is to examine the sta-
bility of prediction under varying defini-
tions, and, thus, we do not dwell on spe-
cific substantive findings. Since some
respondents participated in the experi-
ment for 3 years, and others S years, a
variable (TERM) is included to correct for
different periods of exposure.

The RAND researchers did exten-
sive developmental work to ensure the re-
liability and validity of key questionnaire
items, particularly those involving health
perceptions.!” Summaries of major results
and significant publications from the HIE
are available.18:19

Descriptive data are based on 4403
persons aged 18 to 61 at enroliment. In the
multivariate analyses, data from Dayton,
Ohio, are excluded because this site was
used to pretest the instrument and many of
the items in the survey are not comparable
between Dayton and other sites. This re-
duced the sample to 3739, of which 3138
had complete information on all variables.
The multivariate analysis is based on these
3138 respondents.

Descriptive Data and Study
Definitions

Tables 1 and 2 show the most com-
mon patterns of mental health care for
adults and children during the experiment.
These data allow differentiating care pro-
vided by mental health professionals such
as psychiatrists, psychologists, social
workers, psychiatric nurses, or other
mental health practitioners as compared
with general medical personnel. Using any
of four criteria for a mental health visit
(seeing a mental health provider, receiving
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TABLE 2—Most Common Patterns of Mental Health Care for Total Sample 5-17 Years
of Age in the RAND Health Insurance Experiment
Mental Health Mental Health Psychotropic

n Specialty Provider Diagnosis Psychotherapy Drugs

82 Yes Yes Yes No

57 No Yes No No

53 No No No Yes

24 Yes No No No

18 No Yes No Yes

16 Yes Yes Yes Yes

14 No Yes Yes No

13 Yes Yes No No

Note. The total number of children was 287 (including patierns not shown).

a mental health diagnosis, receiving psy-
chotherapy, and receiving a psychotropic
drug for conditions other than those jus-
tified by physical symptoms [e.g., back
pain]), 1324 adults had a mental health
visit over the period of the experiment
(30.1% of the eligible sample). Only 42%
of these adults had visits in the specialty
mental health sector over the life of the
experiment. Nine patterns of care account
for 97% of all instances of care. Most com-
mon were Visits to a non-mental health
specialist who prescribed drugs either
with or without a mental health diagnosis
and visits to a mental health specialist who
made a mental health diagnosis and pro-
vided psychotherapy but no drugs.

One hundred thirty-eight children,
aged 5 to 17, received care in the specialty
mental health sector, 48% of the 287 chil-
dren who used mental health services.
Eight patterns accounted for 97% of all
mental health care. Most common pat-
terns were visits to mental health special-
ists who made a diagnosis and provided
psychotherapy, visits to generalists who
made mental health diagnoses but pro-
vided no specific care, and visits to gen-
eralists who did not make a diagnosis but
prescribed drugs. All but one of the chil-
dren without a diagnosis but treated with
drugs were seen exclusively by general
physicians.

The first two tables illustrate that
there are numerous ways of classifying
and aggregating mental health visits, and
the conventions in the literature vary de-
pending on the opportunities allowable
with existing data sources. Most would
concede that the numbers of visits will
vary widely depending on the definition
used, but it is generally assumed that an-
alytic work examining factors associated
with such visits will not be affected sub-
stantially by definitional conventions or
variabilities. Yet we know that the factors
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affecting help seeking in general are dif-
ferent from those that predict particular
sources of care.2:2! In the analysis that
follows, we examine how varying defini-
tions of a mental health visit affect con-
clusions about the correlates of care.
Using four criteria (provider type, di-
agnosis, psychotherapy, and psychotro-
pic medications), three alternative defini-
tions were derived from the claims files.
The first definition includes all visits to
mental health specialty providers that in-
volve a mental health diagnosis and treat-
ment with either drugs or psychotherapy,
the traditional definition of a mental health
visit. Four hundred sixty enrollees met
these criteria over the course of the ex-
periment (10% of the adult sample of
4403). A second definition includes enroll-
ees who received a mental health diagno-
sis and who received either drugs or psy-
chotherapy. This definition conceptually
fits the characterization of the de facto
mental health system. Seven hundred six-
teen enrollees (16.3% of the total sample)
met these criteria. The third definition—
the most inclusive—includes the 1027 re-
spondents who received either psycho-
therapy or a psychotropic drug regardless
of the provider or an explicit mental health
diagnosis (27.5% of the total sample).
Generalists often treat psychologically
distressed patients without making a diag-
nosis, and these criteria constitute a more
robust definition of the de facto system.

Results

Table 3 presents three logistic regres-
sions that compare individuals who made
mental health visits as defined by our
varying criteria (traditional, de facto, and
robust de facto) with those who did not
have a visit based on these criteria. The
results vary greatly depending on the way
amental health visit is defined. In the com-

parison involving those who met the tra-
ditional criteria (Model 1), mental health
visits are associated with depression, sui-
cide thoughts, and drinking problems.
Persons making such visits also have more
education, are younger, and are less likely
to be Black. None of the other sociode-
mographic variables are statistically sig-
nificant. Mental health visits as defined in
Model 1 occur significantly more fre-
quently in some plans and geographic sites
than others. Patients with comorbidity in-
volving infections, nervous system disor-
ders, digestive and respiratory problems,
and accidents are significantly more likely
to have such visits.

Model 2 presents results for those
who had a mental health diagnosis and
received a psychotropic drug or psycho-
therapy. Only depression is significant
among the risk and health status/life situ-
ation variables. Most of the insurance
plans and two of the sites are also statis-
tically significant. Education is the only
significant sociodemographic variable,
and several comorbidity measures are sig-
nificant, as well as the control for length of
participation in the experiment (TERM).

Model 3, based on the most inclusive
definition of mental health visits, includes
all respondents in either sector who re-
ceived either psychotherapy or a psycho-
tropic drug. In this model a mental health
diagnosis is not needed to meet criteria for
a mental health visit. Depression is asso-
ciated with a greater probability of having
a visit, whereas the measure of favorable
perceptions of general health status is as-
sociated with a lower probability. Older
enrollees and those with more education
are significantly more likely to have such
visits. Persons making mental health visits
by this definition are significantly more
likely to have most comorbid conditions
than those without such a visit.

Discussion

Definitions of mental health visits
vary in the literature. Our analysis shows
clearly that estimates of the number of
mental health visits, and the factors asso-
ciated with them, are highly sensitive to
these definitions. Depression was the only
symptom/life situation variable and edu-
cation the only sociodemographic mea-
sure predictive in all three models. Several
measures of comorbidity were consistent
predictors, reinforcing the general aware-
ness that comorbidity is common in men-
tal health care. Several of the experimen-
tal variables were also significant across
the three models.
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More pertinent were the many im-
portant variables that had varying effects
depending on definition. Risk indicators
such as suicide thoughts and drinking
problems were related only to the tradi-
tional specialty model, and this was the
only model that had significantly fewer
Black patients. Model 1 had significantly
more younger patients, while Model 3 had
significantly fewer younger patients. En-
rollees with a lower perception of their
general health status were significantly
more common in Model 3, but not in the
other models. The models also gave sig-
nificantly different results in respect to
some of the experimental manipulations,
geographic sites, and some specific types
of comorbidity.

The RAND HIE did not include all of
the important measures found in other use
studies, but there is substantial overlap.
The discrepancy in results among models,
and with other findings in the literature,
argues for great care in defining precisely
what we mean by mental health use. One
important conclusion that emerges from
this analysis is the critical importance of
an appropriate definition of mental health
use consistent with planning needs.

In a related paper, Mechanic?? sug-
gested that very broad definitions of men-
tal health visits inadvertently encourage a
perception that seriously overestimates
the responsiveness of the medical care
system to persons with mental health
needs. These definitions, and the data that
support them, take on a life of their own.
The traditional definition, as defined in this
paper, is probably too narrow in that it
neglects the valuable services provided by
generalists, but the robust de facto model
is probably too lenient for a realistic as-
sessment of service provision. Model 2 is,
at least, a beginning consistent with med-
ical standards. It is reasonable to expect
that a physician will make a diagnostic
judgment before initiating mental health
treatment, and such an assessment is re-
quired under Model 2. Continued use of
such data sets should be supplemented by
qualitative studies that examine in detail
the content and appropriateness of mental
health care. O
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Booklets Help Hospitalized Patients Quit Smoking

Quitting smoking may be the last thing on patients’ minds
when they enter the hospital. Yet as more and more medical
institutions go smoke-free, patients must stop smoking when
they enter the hospital.

Two booklets designed by the Hopkins Hospital Smoking
Cessation Service help patients quit smoking, both during the
hospital stay and afterward. The booklets are now available to
health care providers elsewhere and can be personalized with
a particular hospital’s name on the cover.

As the titles suggest, Quit Smoking for Good . . . While
You're in the Hospital, and Stay Quit for Good . . . After You
Leave the Hospital offer patients tips on kicking the habit in

both settings. Each booklet uses simple language, humor, and
cartoon illustrations in a sympathetic approach to guiding pa-
tients through the quitting process. The booklets can be used
as tools for nurses, hospital admissions officers, and addiction
specialists.

A third booklet, Help Someone You Care About Stay
Quit for Good, intended for family and friends of patients who
help support the patient’s smoke-free lifestyle will be available
in January 1992.

The cost is $2.05 per booklet (discount available for large
orders). To order call 301/955-4155.
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