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Objective. We examined trends in delivery of mental health and substance
abuse services at the nation’s community health centers.

Methods. Analyses used data from the Health Resources and Services Ad-
ministration (HRSA), Bureau of Primary Care’s (BPHC) 1998 and 2003 Uniform
Data System, merged with county-level data.

Results. Between 1998 and 2003, the number of patients diagnosed with a
mental health/substance abuse disorder in community health centers increased
from 210000 to 800000. There was an increase in the number of patients per
specialty mental health/substance abuse treatment provider and a decline in the
mean number of patient visits, from 7.3 visits per patient to 3.5 by 2003. Although
most community health centers had some on-site mental health/substance abuse
services, centers without on-site services were more likely to be located in coun-
ties with fewer mental health/substance abuse clinicians, psychiatric emergency
rooms, and inpatient hospitals.

Conclusions. Community health centers are playing an increasingly central
role in providing mental health/substance abuse treatment services in the United
States. It is critical both to ensure that these centers have adequate resources
for providing mental health/substance abuse care and that they develop effective
linkages with mental health/substance abuse clinicians in the communities they
serve. (Am J Public Health. 2006;96:1779–1784. doi:10.2105/AJPH.2005.076943)
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and over time. We examined the rates of and
trends for persons receiving mental health and
addiction services at these centers, staffing and
visit patterns, and the prevalence and corre-
lates of on-site mental health and addiction
services. We hope these results will shed light
on this relatively hidden portion of the US be-
havioral health safety net.

METHODS

Data Sources
The primary source of data for the study

was the Uniform Data System of the Health
Resources and Services Administration
(HRSA), Bureau of Primary Health Care
(BPHC). The Uniform Data System is an an-
nual report completed by community health
center directors that reports center-level infor-
mation on clients served, services used, and
levels of staffing. Detailed reporting instruc-
tions help ensure uniformity and accuracy in
reporting. Because this annual survey is a re-
quired part of the annual HRSA/BPHC grant

process, there is a 100% response rate. Direc-
tors use internal billing and claims data to
prepare the Uniform Data System data. In the
current study, we used the Uniform Data Sys-
tem from the earliest and latest years for
which complete data were available for the
current study: 1998 and 2003.12,13

The second data source was the Area Re-
source File, which provides a range of county-
level demographic, health, and workforce in-
dicators.14 We used the Area Resource File to
provide data on the population characteristics
and mental health/substance abuse facilities
and workforce in the county for each com-
munity health center.

Measures
We used 3 mental health/substance

abuse indicators: presence of on-site ser-
vices, number of mental health/substance
abuse treatment providers, and number of
patients/services use.

On-site services. The Uniform Data System
indicates whether mental health treatment/

For 40 years, community health centers have
provided primary care and preventive services
to some of the nation’s most vulnerable popu-
lations. As of 2003, community health centers
provided health care to more than 12 million
individuals, a majority of whom were persons
of color, were poor, and either were uninsured
or on Medicaid.1–4 The 2002 Federal Health
Center Growth Initiative, which has set a 60%
expansion in the population served by commu-
nity health centers by 2006 as its target, is
likely to contribute to the role of community
health centers in the nation’s safety net.5,6

Recent reports from both primary care and
mental health leaders have highlighted the
potential importance of community health
centers in caring for mental health and
substance abuse disorders.7,8 However, little
information is available in the literature on
mental health substance abuse services pro-
vided in these settings or how they may have
evolved. A study of patients at 2 northeastern
US community health centers found high
rates of depressive, drug abuse, and alcohol
disorders.9 In a survey of directors of 20
community health centers, half reported that
patients frequently required behavioral health
services that are not provided on site, and
cost was the major barrier to providing this
needed care.10 Finally, in a survey of medical
directors of 89 community health centers in
the southeastern United States, Rust et al.
found that every respondent reported an
inability to obtain at least 1 form of mental
health/substance abuse service for their un-
insured clients.11 Taken together, these arti-
cles suggest both a great need for mental
health/substance abuse care and a potential
gap between that need and services available
at community health centers.

We sought to use existing data sources to
provide a broad overview of mental health and
addiction service delivery in the nation’s com-
munity health centers, both cross-sectionally
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counseling, substance abuse treatment/
counseling, and 24-hour crisis intervention
services are provided on site (i.e., “provided by
grantee”) or via referral. Analyses examined
(1) the proportion of each of these 3 types of
services provided on site during each year and
(2) an aggregate measure of any on-site men-
tal health/substance abuse services encom-
passing any of these behavioral services.

Mental health and substance abuse treatment
providers. The Uniform Data System reports
level of staffing for mental health/substance
abuse services, including the number of full-
time equivalent psychiatrists and other certi-
fied and licensed mental health/substance
abuse treatment specialists (psychologists, ad-
diction treatment specialists, clinical social
workers, psychiatric nurse specialists, profes-
sional counselors, and marriage and family
counselors). Analyses compared (1) the total
number of full-time specialty clinicians each
year and (2) the ratio of mental health/
substance abuse clinicians to primary care cli-
nicians (physicians, nurse practitioners, and
certified nurse midwives).

Patients and services use. We examined data
on the number of visits to a community
health center by individuals with a primary
mental health/substance abuse diagnosis and
the number of patients with 1 or more pri-
mary visits for a mental health/substance
abuse diagnosis. Analyses examined (1) the
number of persons diagnosed with a mental
health/substance abuse disorder, (2) the pro-
portion of persons diagnosed with a mental
health/substance abuse disorder compared
with all community health center patients,
(3) the proportion of visits for mental health/
substance abuse service compared with all
community health center visits, (4) the pro-
portion of community health center patients
diagnosed with a mental health/substance
abuse disorder per mental health/substance
abuse treatment provider, and (5) the number
of visits per person diagnosed with a mental
health/substance abuse disorder (an indicator
of service intensity).

Other Covariates
The Uniform Data System includes data on

the number of clients, stratified by age group,
gender, race/ethnicity, poverty status, rural/
urban status, and insurance status. From the

area resource file, we obtained the number of
mental health/substance abuse clinicians per
capita in each county, presence or absence of
mental health/substance abuse emergency
services and an inpatient psychiatry unit, and
presence of 1 or more community mental
health centers in the county.

Analytic Strategy
First, we calculated the mean values for

all demographic variables for each commu-
nity health center for 1998 and 2003, and
we used bivariate analyses to examine dif-
ferences between the 2 years for each of the
variables. Next, we conducted multivariate
analyses to compare values for on-site ser-
vices, workforce, visits, and patients be-
tween 1998 and 2003 and adjusted for de-
mographic characteristics (age, gender, race,
poverty, urban/rural location, and geo-
graphic region). We used generalized linear
models for analyses of continuous variables
and logistic regression models for analyses
of dichotomous variables. Finally, we used a
set of logistic regression models, which ad-
justed for demographic variables, to exam-
ine correlates of any on-site mental health/
substance abuse treatment services during
2003. For ease of interpretation, continuous
dependent variables were dichotomized at
the median. SAS version 9.1 (SAS Institute
Inc, Cary, NC), was used for all analyses.

RESULTS

Demographic Characteristics
of Community Health Centers 
in 1998 and 2003

Between 1998 and 2003, the total num-
ber of community health centers grew 22%,
from 694 to 890. Of the 890 community
health centers in 2003, 655 were also in the
1998 sample, with an additional 235 new
community health centers incorporated be-
tween 1998 and 2003. There were a num-
ber of small but statistically significant
changes in the patient population between
the 2 years, including an increase in number
of persons served by each community health
center (P=.02), a population shift toward
middle aged and older populations (P<.001),
and an increase in the proportion of clients
covered by Medicaid (P<.001) (Table 1).

On-Site Mental Health and Substance
Abuse Services

Between 1998 and 2003, the proportion of
community health centers providing any on-
site mental health/substance abuse treatment
rose from 60.4% to 73.5% (P<.001 in multi-
variate model). This change reflected a signifi-
cant increase in on-site mental health treat-
ment (52.7% to 70.0%, P<.001), 24-hour
mental health crisis services (16.8% to 20.2%,
P=.005), and a nonsignificant trend toward an
increase in on-site substance abuse treatment
(43.2% to 50.3%, P=.07) (Table 2). Among
community health centers in 2003, there were
no significant differences in provision of men-
tal health, substance abuse, and crisis services
between newly incorporated community
health centers and those in existence in 1998
(all P values >.2; data not shown).

Specialty Mental Health/Substance
Abuse Clinicians

The mean number of behavioral health
full-time equivalent employees (1.7 vs 1.8,
P=.56) per community health center re-
mained unchanged. The ratio of mental
health/substance abuse clinicians to primary
care clinicians decreased (16.4% vs 11.5%,
P=.001) because of a rising number of pri-
mary care clinicians per community health
center (Table 2).

Service Use
There was an increase in the total number

of mental health/substance abuse-related vis-
its (2190 vs 3153, P=.007) and a nonsignifi-
cant trend toward an increase in those visits
as a proportion of total community health
center visits (4.5% to 5.3%, P=.07). The
mean number of patients diagnosed with a
primary mental health/substance abuse disor-
der per community health center nearly
tripled during the study period, from 302 to
899 (P<.001). This number as a proportion
of all community health center patients simi-
larly increased, from 2.7% to 7.5% (P<.001)
(Table 2). During the study period, mental
health/substance abuse–related visits sur-
passed hypertension to become the most
commonly reported reason for clinical en-
counters in community health centers.

There was an increase in the number of
community health centers and in the mean
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TABLE 1—Demographic Characteristics (Mean Percentages) of US Community Health
Centers Overall: Uniform Data System, 1998 and 2003

Bivariate Comparisons of 1998 vs 2003

1998 (n = 694) 2003 (n = 890) t Test df P

No. persons served 12 477 13 938 –2.25 1578 .02

Age, y

0–19 37.9 35.3 3.8 1560 <.001

20–64 54.6 57.4 –4.22 1540 <.001

≥ 65 6.8 7.6 –3.04 1570 <.001

Female 57.4 57.4 0.05 1579 .96

Race/ethnicity

African American 26.0 23.9 1.46 1548 .14

Hispanic 24.5 25.7 –0.79 1558 .43

White 40.9 41.6 –0.44 1565 .66

Other 8.3 10.9 –2.98 1554 .003

Clients below poverty line 64.7 67.0 –1.87 1335 .06

Rural location 52.6 51.5 0.63 1582 .63

Insurance status

Uninsured 43.4 41.1 2.1 1575 .03

Medicaid 28.5 32.0 –4.04 1579 <.001

Medicare 7.7 8.1 –1.45 1403 .15

Other public 3.6 2.2 3.73 1103 <.001

Private 16.0 17.2 –1.68 1551 .09

Region

Northeast 29.5 28.1 0.63 1582 .53

South 21.2 19.0 1.42 1582 .16

Midwest 32.6 32.0 0.23 1486 .82

West 16.1 19.9 –1.94 1539 .06

number of persons treated for mental
health/substance abuse disorders by each
community health center during the study
period. Because of this increase, there was
a large increase in the total number of pa-
tients treated by these centers nationwide.
Between 1998 and 2003, the number of
persons diagnosed with a mental health/
substance abuse disorder who were treated
at community health centers more than
tripled, from 210 000 to 800 000.

Staff-to-Patient Ratio and Service Intensity
The number of patients diagnosed with

mental health/substance abuse disorders in-
creased more rapidly than either the number
of mental health/substance abuse clinicians
or visits. Therefore, there was a sharp in-
crease in the number of patients per clinician,
from 178 clients per clinician in 1998 to
nearly 499 clients per mental health/
substance abuse clinician in 2003 (P=.01).

There was also a decline in the intensity of
treatment, from 7.3 visits per patient in 1998
to only 3.5 in 2003 (P=.009). The rate of
decline in intensity was similar for substance
abuse treatment, for which the visit rates de-
clined from 13.3 to 7.2 per patient (P=.01),
and mental health care, for which visit rates
declined from 6.0 to 3.0 visits per patient
(P=.006) (Table 2).

Correlates of Lack of On-Site Services in
2003

At the national level, 26.5% of health 
centers did not offer on-site mental health/
substance abuse treatment services in 2003.
Compared with community health centers
with on-site mental health/substance abuse
treatment services, centers without on-site
services were likely to have smaller patient
populations (P<.001), to have higher propor-
tions of uninsured clients (P=.03), and to be
in rural settings (P<.001).

At the county level, community health cen-
ters with on-site behavioral services were
more likely than those without on-site ser-
vices to be located in counties with higher
numbers of mental health/substance abuse
clinicians per capita (P=.02). Similarly, com-
munity health centers with on-site behavioral
services were more likely than those without
such services to be situated in counties with
psychiatric emergency rooms (P=.03) or an
inpatient psychiatric facility (P=.02). A total
of 39% of community health centers were lo-
cated in a county that also had a community
mental health center. Those with on-site ser-
vices were no more or less likely to have
community mental health centers in the
county (P=.53) (Table 3).

DISCUSSION

The results of our study suggest that com-
munity health centers are playing a rapidly
increasing role as providers of mental
health/substance abuse treatment services
in the United States; the number of persons
receiving those services more than tripled
between 1998 and 2003. This growth was
accompanied by an increase in the number
of patients and a decrease in the number of
patient visits per mental health/substance
abuse clinician. Although most community
health centers had on-site behavioral ser-
vices, sites without on-site care were often
in the most vulnerable communities; had
higher rates of uninsured clients; and had
fewer mental health/substance abuse clini-
cians, emergency, and inpatient services in
the counties.

Number of Persons Treated for Mental
Health and Addictive Disorders

The sharp increase in mental health/
substance abuse treatment in community
health centers parallels a rise in rates of these
treatments, particularly in primary care, over
the past 15 years. Between 1990–2003, the
proportion of the population receiving mental
health services rose by nearly two thirds,
from 12.2% to 20.1%.15 These national
trends are likely to reflect the development
of psychotropic medications such as selective
serotonin reuptake inhibitors, most of which
are prescribed by primary care physicians,16
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TABLE 2—Mental Health and Substance Abuse Services at Community Health Centers: Uniform Data System, 1998 and 2003

Comparisons of 1998 vs 2003

1998 (n = 694) 2003 (n = 890) Statistical test df P

On-site mental health/substance abuse services

On-site mental health treatment, % 52.7 70.0 χ2 = 16.5 1 <.001

On-site 24-hour mental health crisis services, % 16.8 20.2 χ2 = 8.0 1 .005

On-site substance abuse treatment, % 43.2 50.3 χ2 = 3.2 1 .07

Any on-site mental health or substance abuse treatment, % 60.4 73.5 χ2 = 6.6 1 .01

On-site mental health/substance abuse clinicians

Mean no. mental health/substance abuse clinicians per community health center 1.7 1.8 F = 0.3 1, 1524 .56

Proportion of mental health/substance abuse clinicians to primary care clinicians, % 16.4 11.5 F = 10.8 1 .001

Mental health/substance abuse visits

Mean no. mental health/substance abuse visits per community health center 2 190 3 153 F = 7.4 1, 1524 .007

Mental health/substance abuse visits as a proportion of all community health center visits 4.5 5.3 F = 3.3 1, 1524 .07

Mental health/substance abuse patients

Mean no. mental health/substance abuse patients treated per community health center 302 899 F = 40.6 1, 1524 <.001

Mental health/substance abuse patients as a proportion of all community health center patients 2.7 7.5 F = 34.0 1, 1524 <.001

No. patients per mental health/substance abuse clinician 178 499 F = 6.43 1, 1087 .01

No. visits per mental health/substance abuse patient 7.2 3.5 F = 6.77 1, 1087 .009

Mental health 6.0 3.0 F = 7.74 1, 1135 .006

Substance abuse (alcohol and illegal drugs) 13.3 7.2 F = 6.26 1, 1047 .01

Note. Data are mean values per community health center for each year. Chi-square tests for dichotomous variables are from logistic regression models adjusted for demographic variables from
Table 1 (age, gender, race, poverty status, urban/rural character, and geographic region). F tests for continuous variables are from generalized linear models adjusted for the same demographic
variables.

TABLE 3—Correlates of On-site Mental Health and Substance Abuse Services: Uniform
Data System and Area Resource File, 2003 (n=890)

On-Site Mental No On-Site 
Health/ Mental Health/

Substance Substance
Community Health Center or Abuse Services Abuse Services Adjusted Adjusted Adjusted 

County-Level Factor (n = 654), % (n = 236), % χ2 df P

Community health center–level factors

Incorporated after 1998 25.9 26.8 20.12 1 .72

< 9 700 patients 47.4 57.2 14.0 1 <.001

≥ 40% uninsured patients 42.3 50.4 4.43 1 .03

Rural population 47.7 50.1 8.1 1 <.001

County-level factors

> 200 mental health/substance abuse 52.9 42.8 5.1 1 .02

treatment providers

Psychiatric emergency services 53.1 46.0 4.5 1 .03

Psychiatric inpatient hospital 28.9 21.2 5.2 1 .02

Community mental health center 38.3 40.6 0.39 1 .53

Note. Adjusted χ2, df, and P values are from a logistic regression model adjusted for demographic variables (age, gender,
race, poverty status, urban/rural character, and geographic region). Continuous variables were dichotomized around the
median for ease of interpretation. Cells are percentages for each variable among those community health centers with or
without on-site mental health services.

as well as a reduction in stigma among pa-
tients and providers.17

However, the rate of speed and magnitude
of the increase in patients receiving behavioral

treatment in community health centers—
300% in only 5 years—is substantially greater
than those seen in general primary care set-
tings. This increase may partly represent a
shift in the characteristics of clients served by
the community health centers. Anecdotal re-
ports have suggested a rise in the number of
newly uninsured patients with serious mental
and general medical conditions who seek
treatment at community health centers.18 Al-
ternatively, this increase may represent an in-
crease in awareness, diagnosis, and treatment
of these conditions by community health cen-
ter clinicians.

Changing Patterns of Service Delivery
Proportionally, the increasing number of

patients was not accompanied by a commen-
surate rise in the number of mental health/
substance abuse clinicians. This finding may
indicate that primary care providers are
providing most of the new mental health/
substance abuse treatment services in com-
munity health centers. Because primary care
physicians generally provide fewer visits per
episode than do mental health/substance
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abuse clinicians,19 this shift may partly explain
the reduction in intensity of services during
the study period. Alternatively, these patterns
may be a sign that demand for mental
health/substance abuse care is beginning to
outstrip community health center capacity.

These trends highlight the need to closely
monitor mental health/substance abuse care
in community health centers to ensure that
the rapid increase of clients treated does not
come at the expense of quality. They also
emphasize the importance of efforts to en-
hance the skills of community health center
primary care providers in managing common
mental and addictive disorders and ensure
that they have appropriate specialty support
in addressing more complex cases.

Two recent initiatives—HRSA/BPHC Men-
tal Health and Substance Abuse Service Ex-
pansion Grants and the Depression Health
Disparities Collaborative—seek to expand the
capacity of community health centers to pro-
vide high-quality mental health/substance
abuse care. Expansion grants fund the estab-
lishment of new or the expansion of existing
mental health/substance abuse treatment ser-
vices in community health centers.20 The De-
pression Collaborative enhances the skills of
primary care clinicians in recognizing and
managing depression.21

Expansion grants may help provide sites
with adequate staffing to treat the rising num-
bers of persons with mental health/substance
abuse disorders, and the depression collabora-
tives have shown success in improving quality
of depression care.22,23 However, both of
these programs are relatively new and to date
have been implemented in only a relatively
small number of community health centers.
By 2003, 5% of centers had participated in
the depression collaborative, and 26% of
community health centers had received a
mental health/substance abuse service expan-
sion grant. It will be important to continue to
monitor the implementation of these initiatives
and their impact on the quality of behavioral
care delivered in community health centers.

On-Site Care and Community Resources
By 2003, more than two-thirds of commu-

nity health centers offered on-site mental
health services, and more than half provided
substance abuse treatment. On-site availability

of behavioral services can provide a number
of benefits, including improved coordination
and communication between behavioral and
medical providers and reduced stigma for pa-
tients receiving treatment. However, even sites
that provide on-site care will typically require
referrals for specialized services, inpatient
treatment, or emergency care. Sites without
on-site services will be particularly dependent
on community mental health providers.

It is notable that the same factors associated
with lack of on-site mental health/substance
abuse services—rural location, small size, and
high rates of uninsurance—are also likely to be
associated with difficulties in obtaining refer-
rals to local behavioral health providers. The
fact that community health centers without
mental health/substance abuse services are
commonly located in counties with relatively
low concentrations of specialty mental health/
substance abuse clinicians, inpatient psychiat-
ric hospital beds, and psychiatric emergency
rooms suggests that they may be doubly chal-
lenged in obtaining behavioral services for
their clients. These sites will likely require par-
ticular attention in national efforts to improve
the quality of behavioral health services for
persons served by community health centers.

Clinics may have difficulties finding com-
munity practitioners who are able or willing
to provide mental health/substance abuse
care to persons who are uninsured.11,24 Like
community health centers, community mental
health centers are required to treat all per-
sons in a particular geographic region, re-
gardless of insurance status or ability to pay.
However, there have historically been poor
linkages between these 2 types of safety net
providers. A 2000 Institute of Medicine re-
port concluded that “the single greatest flaw
of the mental health safety net is its nearly
total disconnection from the core [general
medical] safety net.”25 (p189)

The current study found that a substantial
portion of community health centers also
have community mental health centers in the
same county, which suggests that improving
these linkages could provide an important
source for referrals and specialty expertise.
These linkages also may be important in ef-
forts to improve primary medical care for
persons treated in community mental health
centers.26

Limitations
Our study’s results should be interpreted

in light of several limitations. First, the Uni-
form Data System reports only community
health center–level rather than patient-level
information and includes few data relating to
quality and outcomes of behavioral health
care. Thus, the analyses are primarily useful
in providing an overview of services provided
and populations treated rather than assessing
the content or appropriateness of mental
health or substance abuse care. Second, the
data are aggregated from individual commu-
nity health centers and are thus potentially
subject to reporting error by those centers.
Finally, because only primary diagnoses are
reported for any given encounter, comorbid
behavioral conditions treated in the context
of other medical problems will not be cap-
tured in the database. This method of report-
ing, coupled with the common underdiagno-
sis of behavioral disorders in primary care,
makes it likely that these data underestimate
the number of patients affected by and seen
for these conditions.

Implications
These limitations notwithstanding, our

study’s findings have 2 major implications for
community health centers and the communi-
ties they serve. First, community health cen-
ters are delivering a large and growing num-
ber of mental health and addiction treatment
services in the United States. It is essential to
continue to enhance the diagnostic and treat-
ment skills of community health center pri-
mary care clinicians, as well as clinicians’
ability to effectively use on-site specialty
mental health/substance abuse services. Sec-
ond, it is important for community health
centers to develop and strengthen partner-
ships with community mental health and
substance abuse treatment providers. To-
gether, these efforts can help ensure access
to high quality behavioral care in the nation’s
public safety net.
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