CHAPTER 11

Public Mental Health
Surveillance and Monitoring

SANDRO GALEA and FraN H. NORRIS

Public health surveillance is “the ongoing, systematic collection,
analysis, interpretation, and dissemination of data about a health-related
event for use in public health action to reduce morbidity and mortality and
to improve health” (Centers for Disease Control and Prevention [CDC],
2001a, p. 1). A public health surveillance system should include the capac-
ity for systematically collecting data, its analysis, and dissemination of re-
sults to persons who can implement effective interventions. Historically,
most surveillance efforts and systems have focused on communicable dis-
ease detection, and it is only recently that the notion of surveillance has
been broadened to includé surveillance for chronic diseases and, poten- .
tially, mental disorders. It is the purpose of this chapter to frame the key
issues surrounding public health surveillance as they might apply to mental
health. To do so, first we will summarize the history of and key concepts
underlying public health surveillance. Second, we will discuss key issues in
the collection and analysis of surveillance data with particular reference to
the relevance of these issues to public mental health surveillance. Third, we
will discuss the central role that public mental health surveillance can play
in mitigating the mental health consequences of disasters. We will conclude

with a discussion of the potential features of a national public mental
health surveillance system. ’
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PUBLIC HEALTH SURVEILLANCE:
HISTORY AND KEY CONCEPTS

Evolution of Public Health Surveillance

The notion of systematically collecting data for public health purposes is
not new, and dates back to Hippocrates (Eylenbosch & Noah, 1998). For-
mal efforts at public health surveillance probably began in the Middle
Ages, when public health officials in Italy systematically assessed persons
- onboard ships, screening for bubonic plague, with the intention of quaran-
tining such persons and preventing them from spreading disease in the general
population (Moro & McCormick, 1988). In the 18th century, governments
in western Europe increasingly assumed responsibility for the health of
their populations and established regulations about the handling of food,
burial, and the pollution of public water. The evolution of public health as
a formal profession followed soon. For example, in France, rapidly chang-
ing demographics and the economic situation in urban areas contributed to
hygiene publique, or public health, becoming formally constituted as a sci-
ence (Coleman; 1982). During the first half of the 19th century, Louis René
Villermé and other hygienistes implemented programs aimed at monitoring
disease conditions in France. Contemporaneously, in London, William Farr,
one of the founders of the modern concept of surveillance, in his capacity
as the superintendent of the statistical department of the Registrar Gen-
eral’s office of England and Wales, developed systems for collecting vital
statistics and disseminating those data to policymakers and to the general
public (Langmuir, 1976).

Systematic collection and reportmg of disease data in the United States
began in 1874 in Massachusetts; in 1878, Congress authorized the collec-
tion of morbidity data for use in quarantiile against infectious diseases such
as yellow fever (Trask, 1915). The poliomyelitis epidemic of 1916 and the
influenza pandemic of 1918-1919 prompted participation in national mor-
bidity reporting by all U.S. states by 1925 (National Office of Vital Statis-
tics, 1953). The use of survey data as a means of surveillance is relatively

new, with the first national health survey in the United States being con-
ducted in 1935 (Thacker, 2000).

Prerequisites to Public Health Surveillance

As the historic examples suggest, there are several key prerequls1tes to the
development and functioning of a public health system in general, and to
surveillance systems in particular. Perhaps most fundamentally, a public
health surveillance system needs to be grounded on a functioning and orga-
nized health care system within a stable government. Although, at this writ-
ing, countries in the Western world have developed such systems, public
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health surveillance remains rudimentary or simply absent in many parts of
the world where national governments function poorly if at all. Second,
- public health surveillance rests on clear classification of illness and disease
(Thacker, 2000). As we shall discuss further on in this chapter, this contin-
ues to be a particular challenge in the context of developing effective and
practicable public mental health surveillance. Third, public health surveil-
lance fundamentally relies on accurate, replicable measurement systems
that incorporate both the collection of data systematically as well as its
timely analysis and consistent interpretation. The development of statistics
and epidemiology as viable disciplines during the past 15 0 years has pro-
vided public health professionals with the tools needed to collect and evalu-
ate surveillance data.

Evolving Concepts of Surveillance

Coincident with the evolution of systematic data collection for the purpose
of public health monitoring, the notion of what constitutes surveillance has
also been evolving, particularly in the past 50 years. There are three con-
cepts worth mentioning in this regard. First is the question of whether sur-
veillance functions include public health intervention. Early concepts of
surveillance incorporated both the monitoring of disease as well as imple-
mentation of public health intervention to address the detected disease, but
now the term surveillance is limited to the collection and dissemination of
data, thus separating public health intervention (i.e., disease control) func-
tions from disease monitoring (Langmuir, 1963; Thacker, 2000).

The historic, and growing, role of infectious disease monitoring at the
heart of surveillance also merits comment. Much of our thinking about sur-
veillance has evolved from public health systems aimed at monitoring com-
municable disease transmission. Therefore, earlier concepts of surveillance
were rooted in infectious disease concepts and paradigms. Although modern
surveillance has expanded substantially beyond these paradigms, in many
respects monitoring infectious diseases remains at the core of surveillance
functions in the United States and in much of the world. In the wake of re-
cent fears about bioterrorism, substantial investment has been made in
infrastructural development for the purposes of enhancing infectious dis-
ease surveillance throughout the country. However, development of surveil-
lance for less traditional diseases, including psychiatric disorders, has not
kept pace. As we will discuss below, there are particular considerations rel-
evant to mental health surveillance that require advancing beyond notions
of surveillance centered on infectious diseases.

A final note is about the relationship between surveillance and re-
search. Public health surveillance has traditionally been a public health
function that is primarily concerned with the description of diseases in the
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population. However, integral to public health surveillance is the intefpre-
tation of patterns and an effort to understand why diseases are occurring in

. a specific manner. Research is typically considered to be original investiga-

tion undertaken to gain knowledge or understanding. Therefore, research
would exclude the routine data collection and analysis that is typical of sur-
veillance systems. However, the line between the two often blurs. Data that
are collected primarily for surveillance purposes can lead, and frequently
have led, to the advancement of knowledge. Also, surveillance systems have
amassed tremendous amounts of data that have contributed to etiological
insights about behaviors and chronic disease. For the purposes of this chap-
ter we consider surveillance to be the collection of data for the express pur-
pose of monitoring population health and disease. We consider surveillance
to be a function of public health practice, not research, but recognize that
data collected for surveillance purposes also can contribute to the advance-
ment of knowledge when it is called upon to serve as a foundation for bio-
medical and behavioral research. '

"Types of Public Health Surveillance Systems

One can classify surveillance systems in several ways. We adopted a func-
tionalist perspective based on mode of data gathering: (1) intensive disease-
specific monitoring, (2) syndromic ‘surveillance, and (3) systematic data

- collection and monitoring.

Disease-Specific Monitoring

The earliest form of surveillance, and probably the dominant and most
common form of surveillance in place today, involves the focused and in-
tensive monitoring of potentially worrisome diseases, typically infectious
diseases. During the Middle Ages, Venetian public health officials who
boarded ships in an attempt to stop passengers with the bubonic plague
from disembarking were practicing a form of disease-based monitoring.
Disease-specific monitoring may be passive or active. Passive systems are
initiated by providers, in which health care practitioners who observe an
unusual disease pattern notify local health authorities, who then investi-
gate. The 1999 outbreak of West Nile virus in New York City was a classic
case of provider-initiated surveillance where a local physician, noting an
unusual disease manifestation, notified the New York Department of
Health and Mental Hygiene, which subsequently conducted an investiga-
tion (Nash et al., 2001). Active surveillance systems are generally initiated
or supervised by public health authorities. Mandatory reporting is in place
for many infectious diseases in the United States, and local and state public
health authorities monitor thése reports for unusually high rates of particu-
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Jar diseases and launch investigations where appropriate. Both active and
passive forms of disease-specific surveillance thus rest on disease case-finding
and the subsequent investigation of detected anomalies.

Syndromic Surveillance Systems

Syndromic surveillance is the monitoring of key health events or symptoms
through specific sites, events, health providers, or laboratories. Syndromic
surveillance systems use data that are not necessarily diagnostic of a dis-
ease, but rather suggest early stages of a disease in the community. A man-
nal form of syndromic surveillance was used to detect additional anthrax
cases in the fall of 2001 in New York City after the recognition of the initial
anthrax case (Tan et al., 2002). The key characteristic of syndromic surveil-
lance is the use of both symptom and indicator data, such as chief com-
plaints in emergency departments, retail drug purchases, and work absen-
teeism. Therefore, syndromic surveillance extends the traditional unit of
analytic interest in surveillance beyond the typical infectious disease outcomes
to. other proxy outcomes using new data types.

~ Systematic Data Collection and Monitoring

Systematic monitoring of health, risk behavior, and disease is a cornerstone
of public health surveillance in the United States. These systems collect data
on a regular basis expressly for the purposes of monitoring health and be-
havior. Several such formal systematic surveillance systems are currently in
place. Key among these are (1) the Behavioral Risk Factor Surveillance Sys-
tem (BRFSS), 2 monthly telephone interview of U.S. adult residents that fo- .
cuses on assessing changes in risk behavior over time; (2) the National
Health and Nutrition Examination Survey (NHANES), which conducts in-
person interviews and collects biometric data from a nationally representa-
tive sample; and (3) the National Health Interview Survey (NHIS), an
annual in-person interview with a representative sample of U.S. residents.
Information from these surveys and systematic collections of biometric
data has been invaluable to monitor disease trends in the United States over
time and to guide national policy and interventions. For example, the
recent concern about the rising prevalence of obesity nationwide arose in
response to BRFSS and NHIS results. Although there is currently no formal
surveillance system dedicated to mental health surveillance, the National
Comorbidity Survey, fielded from the fall of 1990 to the spring of 1992,
was the first nationally representative mental health survey in the United
States to use a fully structured research diagnostic interview to assess the
prevalence and correlates of DSM-III-R disorders (Kessler et al., 1994). The
recent replication of this study, fielded in 2001 and 2002, has allowed us a
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glimpse into the potential of such monitoring, documenting the patterns
and predictors of the course of mental and substance use disorders and
evaluating the effects of primary mental disorders in predicting the onset
and course of secondary substance disorders (Kessler et al, 2005).

KEY ISSUES IN THE SURVEILLANCE
OF MENTAL HEALTH

Mental health has not historically been, nor is it currently, a focus of sur-
veillance in the United States. It probably should be. Mental and behavioral
disorders affect more than 25% of people during their lifetime and are esti-
mated to be present in 10% of the adult population at any given time
(World Health Organization, 2001). The Global Burden of Disease report
for 2000 (Murray & Lopez, 1996) estimated that mental health problems
accounted for 12% of the total Disability Adjusted Life Years (DALYs) lost
worldwide and for 31% of the years of life lived with a disability. Beyond
their impact on the individual, mental health and behavioral problems are
frequently accompanied by social and economic impact on families and so-
ciety. For example, it is estimated that anxiety and depression account for
up to a third of all presentations in primary care settings (Goldberg &
Lecubrier, 1995; Katon, Kleinman, & Rosen, 1982; Marks, 1986).

Of the challenges that will be faced in the implementation of mental
health surveillance, three are particularly noteworthy: (1) establishing case
definitions of “disease” and disorders; (2) linking syndromic data on symp-
toms to morbidity, dysfunction, and needs; and (3) deriving models appro-
priate for analyzing and interpreting mental health surveillance data.

Establishing Case Definitions

Public health surveillance depends upon the extant definitions of what consti-
tutes health and disease and an appreciation of the baseline prevalence of dis-
ease. The definitions of diseases that are commonly subject to surveillance,
particularly infectious diseases, are well established. The definition of dis-
ease, however, is potentially more complicated when considering mental
health outcomes. Although the establishment of the Diagnostic and Statisti-
cal Manual of Mental Disorders (DSM) has systematized psychiatric defini-
tions, and the science of psychiatric nosology is advancing rapidly, the ongo-
. ing revisions of psychiatric definitions through subsequent versions of the
DSM suggest that this challenge will continue to dog public mental health
surveillance efforts for years to come. There is also tremendous interprac-
titionet variability in the diagnosis of psychiatric disorders, suggesting that
passive surveillance of mental health may be particularly challenging.
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There are several promising developments that may help overcome this
challenge. Standardized diagnostic instruments, such as the Composite
International Diagnostic Interview (CIDI; World Health Organization,
1997), that have been used in national and international prevalence esti-
mate surveys (Andrade et al., 2003) provide a common point of reference
that could be used as the building block of active surveillance. Yet, the time
and training required to administer diagnostic interview schedules would
make this a costly approach that may not be practical in many situations.

- Linking Symptoms to Morbidity and Needs

Syndromic surveillance methods hold particular promise for effective moni-
toring of the public’s mental health. Surveillance of self-reported psycho-
logical symptoms (e.g., posttraumatic stress, depression, general distress) or
other indicators (e.g., psychiatric presentations to emergency departments)
may transcend some of the definitional and implementation challenges as-
sociated with a disease-specific approach. However, an issue of particular
importance for syndromic mental health surveillance is the meaning of
distress in the absence of reports of impaired functioning. If surveillance
systems identify symptoms that do not reflect morbidity, the link between
surveillance and attendant action may be tenuous. Thus, it is advisable to
measure both distress and dysfunction in mental health surveillance.

A related concern is the utility of surveillance data for community
needs assessment. Population surveys have long been held to be superior to
most other approaches to needs assessment in terms of the scientific quality -
of the data they provide (Bell, Warheit, & Schwab, 1977). As defined by
MecKillup (1998, p. 261), a need is a value judgment that a particular group
in a particular circumstance has a problem that can be solved by appropri-
ate action. This definition implies that data on the prevalence of disorder,
distress, and dysfunction are most useful if they lead to conclusions about
needs/problems and actions/solutions. For this to be true, information
about the extent to which distress and dysfunction are elevated (presum-
ably meaning that need for services is elevated) must be coupled with infor-
mation on barriers to use of services, especially key elements of availability,
awareness, acceptability, and accessibility. Moreover, it is advisable to bal-
ance assessment of needs or deficits with assessment of resources or
strengths that community members can draw upon to address those needs.

Deriving Anatytic Models

An additional challenge for mental health surveillance is the need for fur-
ther development of appropriate models for analyzing and interpreting the
data. The absence of longitudinal mental health data collected from popu-
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lation-based samples limits our understanding of the natural course of men-

tal disorders. Underlying patterns (e.g., seasonal variations) and systematic
errors (e.g., climate changes that influence reporting of depressive disor-
ders) may complicate the interpretation of cross-sectional data on mental
health (Strup, Brookmeyer, & Kalsbeek, 2004).

In addition, well-established models for infectious disease surveillance
may not be directly applicable to mental health surveillance. For example,
models of spatiotemporal analysis that take into account the spread of in-
fectious disease through interpersonal contact may not be relevant for the
analysis of mental health surveillance where social contagion may have
substantially different implications. Similarly, well-documented ecological
inference problems in the analysis of surveillance data (i.e., drawing conclu-
sions about the individual likelihood of disease from obselved population
rates of disease) may be less of a concern in the context of mental health
surveillance that is intended to guide the implementation of community-
level (ecological) interventions. None of these problems is insurmountable,
and with the growing systematization of public mental health assessments
and the potential implementation of surveillance systems, these problems
will be tackled and solved. However, in the short term, they represent

important considerations in the development and analysis of public mental
health surveillance.

PUBLIC MENTAL HEALTH SURVEILLANCE
IN THE CONTEXT OF DISASTERS

| Estimating Mental Health Burden aftel_: a Disaster

We see three contributions of mental health surveillance in the aftermath of
disasters. First, most importantly, public mental health surveillance can
play a key role in helping to monitor the morbidity associated with
postdisaster distress and disorder. One of the primary challenges faced by
public health planners in the aftermath of a disaster is to accurately docu-
ment the scope of the potential mental health consequences of the event..
Our ability to do this is limited, and recent events have provided ample ex-
amples of the misestimation of the consequences of disasters. Most notably,
after the September 11, 2001, terrorist attacks, predictions of incident
psychopathology in New York City were substantially higher than was sub-
sequently borne out in empirical study. Such questions will continue to be
difficult to answer unless comparable data are collected at regular intervals
across major disasters. Such documentation will, over time, establish a
much clearer understanding of the natural history of psychopathology after
disasters.

Although surveillance of disaster-related morbidity may well begin in
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the immediate aftermath of the event, ideally postdisaster surveillance is
embedded within a system of ongoing mental health surveillance that has
provided normative (predisaster or baseline) data on a local, regional, or
national level. The larger mental health surveillance system could convinc-
ingly establish norms for the population and subpopulations, making the
interpretation of estimates of the mental health burden after a disaster easier.
One of the key limitations of current postdisaster estimates of psychopath-
ology is that public heath practitioners cannot be certain of the extent to
which documented psychosocial problems are higher than they might have
been anyway, regardless of the disaster. For example, Norris and col-
leagues’ (Norris, Murphy, Baker, & Kaniasty, 2005) ability to show that
their sample of displaced Mexican disaster victims had strikingly low social
support was enhanced by the availability of concurrent Mexican norms for
their measures of social support. Unless the surveillance is undertaken on a
very large scale, only rarely can surveillance samples themselves be studied
prospectively in the aftermath of disaster, but it would happen occasionally.
Two sites in the Epidemiologic Catchment Area Survey (St. Louis and
Puerto Rico), for example, experienced major disasters within a year or
two and were reassessed (Bravo, Rubio-Stipec, Canino, Woodbury, &
Ribera, 1990; Robins et al., 1986).

Evaluating Effects of Policies and Interventions
and Facilitating Planning -

Second, an early understanding of the potential mental health consequences
of disasters can guide the implementation of programs that may alleviate
some of the burden of psychopathology. Returning to the earlier point
about the translation of surveillance data to value judgments about com-
munity needs is also important. A question that in our minds remains unan-
swered is whether the symptoms documented in postdisaster studies constitute
psychopathology or whether they are simply normal and transient reac-
tions to mass traumatic events. The two alternatives have different implica-
tions for postdisaster intervention, with the former implying the need for
expanded clinical services, the latter implying the need for psychosocial
programs that provide support, educate that public about expected reac-
tions to trauma, and identify the minority of persons who are at risk for
‘longer-term adverse reactions. |

The evidence base for interventions aimed at improving population
mental health in the aftermath of disasters is nascent (Gibson, Hamlden,
Zvolensky, & Vujanovich, Chapter 13, this volume; Marshall, Amsel,
Neria, & Suh, Chapter 14, this volume). Similarly, very few empirical stud-
ies have successfully demonstrated a link between public health policies and
 mental health in select groups after disaster. What we do know about what
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'may or may not work after a disaster stems from two sources: (1) findingg
of studies aimed at assessing specific interventions that may not be
generalizable to other postdisaster contexts; and (2) studies that have
assessed proxy markers of mental health status, such as emergency depart-
ment or hospital ward presentations. Not surprisingly, results from the lat-
ter type of studies have frequently been inconclusive as investigators are
forced to draw inference from insufficient or suboptimal data.

Unfortunately, until we can determine with some degree of certainty
whether specific interventions are efficacious in reducing the burden of
psychopathology after a disaster, it will remain difficult for public health
practitioners and policymakers to devote resources to novel interventions
aimed at minimizing this psychopathology. Definitive assessments of crisis
counseling programs and other forms of postdisaster intervention are ham-
pered by the absence of baseline data and by our limited understanding of
what the course of psychopathology in the population after these disasters

may have been had these programs not been implemented. Therefore, a
public mental health surveillance system, through establishing baseline
prevalence and natural history of psychopathology, will lend itself to as-
sessing how this excess prevalence may be reduced, or recovery hastened,
by social experimentation. Moreover, such surveillance could tap achieve-
ment of key public health intervention goals, such as the public’s under-
standing of program messages, awareness of services, and reduction of
stigma. This clearly lies at the heart of what a postdisaster mental health
surveillance system could achieve and how it would ultimately improve the
health of the population. Policymakers may be more willing to invest in

" bold public mental health interventions within the context of a surveillance

system that can systematically evaluate the impact of such interventions.

Generating Hypotheées and Stimulating Research

Third, a program of postdisaster surveillance could advance the research
agenda in this field. One of the major criticisms of current research assess-
ing the mental health consequences of disasters is that far too often disaster
research concerns itself with documenting the prevalence of psychopathol-
ogy after a disaster at the expense of tackling more challenging, and in the
long-term more rewarding, etiological research questions (see Benight,
McFarlane, & Norris, Chapter 4, this volume). Although we concur that
this criticism is vahd, absent an appreciation of the scope of the conse-
quences of a given disaster, and given concerns about generalizability of
results stemming from studies that were designed only to assess the conse-
quences of a disaster in a particular context, it is unavoidable that research-
ers and public health practitioners will first and foremost be concerned
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with the magnitude of the mental health consequences of the disaster that
has stricken their community. The presence of an effective public mental
health surveillance system would obviate such research. More important
than rendering these basic prevalence questions unnecessary, 2 public men-
tal health surveillance system can stimulate etiological research that asks
why we may observe specific consequences in cértain groups. Analogously,
very little research today concerns itself with assessing the prevalence of in-
fectious diseases in the United States; much of those estimates are available
through health departments and their surveillance systems. This has both
freed up researchers to pursue questions pertaining to the etiology of infec-
tious diseases and their transmission and has provided data that has guided
inquiry into the full range of potential risk factors from genetic factors, to
individual behaviors, to contextual determinants. :

A STRATEGY FOR NATIONAL PUBLIC MENTAL
HEAI'TH SURVEILLANCE IN THE UNITED STATES

We make no attempt here at specific prescription regarding implementation
of a public mental health surveillance system, recognizing that such pre-
scription is far beyond the scope of a book chapter. We offer instead a brief
discussion of the central tenets of such a system that might overcome the
challenges it could face and maximize its potential. Below, we describe the
purposes, stakeholders, and essential features of the proposed system and
conclude by describing a tiered system under development by a federally
sponsored working group.

Purposes

Any public mental health surveillance system needs to have a clearly defined
purpose that is conservative enough to be achievable but bold enough to
make such a system truly effective. We make three primary recommenda-
tions. First, we recommend a functionally hybrid system to maximize cost-ef-
fectiveness. Because frequent disease-specific surveillance of psychological
disorders (diagnoses) would be prohibitively expensive, we recommend
ongoing syndromic surveillance focusing on key indicators of current depres-
sion, posttraumatic stress, dysfunction, anxieties/fears, and psychosocial
resources, punctuated with occasional disease-specific surveys that provide
reliable estimates of current psychological disorders and more in-depth as-
sessment of risk/protective factors. The periodic combination of the two
types of data (indicators and diagnoses) would facilitate interpretation of the
indicator data, which would be collected more frequently and regularly.
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Second, we recommend that surveillance be implemented on a large
enough scale as to provide hybrid data for specific racial, ethnic, and socio-
economic groups. This information would increase understanding of the
differences in the need for and use of mental health services. In light of the
threat of terrorism, the surveillance system should overrepresent large urban
centers, such as New York City and Los Angeles. _

Third, we recommend that public mental health surveillance aim to
educate major stakeholders, including the general public. The fact that
relatively fewer resources are devoted to mental health as compared to
physical health stems largely from lack of understanding of the nature of
mental health problems, the stigma that remains associated with mental
health problems, and misconceptions about the burden of psychopath-
ology in the general population. The early efforts by public health practi-
tioners such as William Farr to document health status and to use such
documentation to guide public health intervention were instrumental in
educating the public about health measurement and, indirectly, in making
physical disease a subject worthy of governmental attention and interven-
tion. Public mental health surveillance needs to make a similar contribu-
tion today.

Stakeholders

A public mental health surveillance system needs to be responsive to a wide
range of stakeholders without bogging such a system down with competing
demands from disparate groups’ interests. As medical care becomes in-
creasingly sophisticated and complicated, the implementation of public -
mental health surveillance would have important implications for diverse
entities. Clearly, such a system needs to be developed in concert with na-
tional and local public health authorities. Most of the surveillance efforts in
the United States are conducted by the Centers for Disease Control and
Prevention (CDC) or by local health authorities. Federal leadership in
developing such a system would then be natural, with the inclusion of rep-
resentatives from local health authorities being critical both to system im-
plementation and to acceptance of system results. Apart from federal and
Jocal public health authorities, it is likely that SAMHSA, NIMH, the medical~
industrial complex, medical practitioners, mental health professionals, and
patient (client) groups would also be key stakeholders in such a system.
Clearly, multiple stakeholders run the risk of grounding any effort at devel-
oping public mental health surveillance. A clear and committed vision
about the usefulness of the task at hand as a high priority for national pub-
lic health would be essential to transcend the sectarian differences that one
might expect in any such process. ‘
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Essential Features

The exact form that public mental health surveillance could take would de-
pend, of necessity, on a balance between desired system purpose, resources
available, and political compromise. Regardless of the specific mechanisms
of its implementation, four features of any such system would be preemi-
nent: usefulness, acceptability, stability, and flexibility.

First and foremost, public mental health surveillance needs to be use-
ful. Keeping this feature in mind may avoid many of the potential pitfalls in
its development. Surveillance certainly should be good enough to generate
hypotheses and stimulate research, but its primary purpose is to provide
data to inform public mental health efforts. Therefore, public mental health
surveillance needs to be useful to its primary consumers—public health
practitioners. -

A viable public mental health surveillance system must be acceptable.
to all key stakeholders. There can be several barriers to acceptability of a
public mental health system. For example, nosological issues and assess-
ment controversies may jeopardize the extent to which surveillance data are
accepted and used. Similarly, developers of mental health surveillance must
grapple early with the concept of what truly constitutes “need” in mental .
health. A system that produces data without clear guidelines for practitioners
a5 to what might constitute grounds for intervention would likely quickly
be unacceptable, in addition to not being useful. :

A public mental health surveillance system must also be stable. Some
of the most useful surveillance systems currently in place are made all the
more useful by virtue of their longevity, having provided data over time
that allows policymakers to see trends emerge and consider their actions.
For example, it is the 7ise in obesity nationwide, as documented through
ongoing surveillance such as the BRFSS and NHANES, more than the cur-
rent absolute prevalence of obesity itself that is driving national concern
about the issue and attendant public health interventions. Similarly, efforts
to ban smoking in public spaces are buttressed by assessments of surveil-
lance data over time that suggest that these efforts may indeed decrease the
prevalence of smoking in the population. Therefore, maximizing the utility
of mental health surveillance will require a long-term commitment to stable
funding for such a system. Implementation of a system that meets its in-
tended goals but is affordable is probably better than the development of
an overly sophisticated but unsustainable system. The addition of mental
health surveillance to ongoing health surveillance efforts may prove, in the
long term, to be more cost-effective than the de novo development and im-
plementation of a national mental health surveillance system.

Much as a public mental health surveillance system needs to be stable
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and robust to changing political pressures, it must also be flexible, able to
be adapted to provide policymakers and public health practitioners with
useful information. This may be most readily apparent in considering how
such a system must contribute to the disaster relief effort. Any public men-
tal health surveillance in the United States should be scalable to heightened
surveillance during periods of particular concern, such as after disasters.
Therefore, resources and reserves should be built into the system such that
it can provide different, or more, data if necessary.

Work in Progress

Our proposal is largely consistent with that of a national “needs assessment
working group” whose work is in progress as of this writing (personal
communication, Patricia Watson, May 22, 2005). In August 2003, an inter-
national panel of experts was convened in Bethesda, Maryland, to discuss
screening, assessment, outreach, and intervention for mental health and
substance abuse needs following disasters and mass violence. The meeting
was sponsored by the U.S. Department of Veterans Affairs and the U.S.
Department of Health and Human Services, including representatives of
the National Institute of Mental Health, CDC, and SAMHSA’s Center for
Mental Health Services, the agency responsible for administering the fed-
eral crisis counseling program after presidentially declared disasters. Sev-
eral working groups were formed by the panel. One of these working
groups focused on needs assessment and surveillance and organized its
recommendations using the concept of tiers.

Tier 1 was composed of a 5- to' 10-minute set of surveillance items as-
sessing functioning, exposure to traumatic stress, distress, behavior change,
and perceptions of risk, to be included within an existing ongoing national
health survey. Tier 2 involved a more in-depth assessment that would be
implemented after a critical event in a community, the purpose of which
would be to gather information that would inform intervention. In Tier 2, a
20- to 25-minute set of surveillance items would be administered via a
phone survey to separate samples drawn randomly on a weekly or monthly
basis following a disaster or terrorist incident. Tier 2 would track several
topics of potential policy relevance, including distress, functioning, and
continued needs of the community; media habits and how people receive
information; perceptions of risk and recovery; perceived barriers to services
and trusted sources of information; and the reach and impact of screening,
outreach, and intervention efforts. Tier 3 would mark a shift of purposes
from surveillance to research by supporting in-depth studies on predictors
of resilience to posttraumatic psychopathology; genetic and environmental
interactions that increase risk for posttraumatic disorders; biomarkers, be-
havioral assessments, and phenotypic characterizations of posttraumatic
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disorders; neurohormonal, physiological, and behavioral parameters in dis-
ease development; and the success/failure of current and new interventions.

CONCLUSIONS

There is little question in our minds that the health of the public would be
well served by the development of a program of comprehensive public men-
tal health surveillance. Many factors have slowed the evolution of mental
health surveillance, but none is insurmountable. The science of surveillance
is rapidly evolving, as is the science of mental health in general. With suit-
able political will, public mental health surveillance is achievable and has
the potential to immeasurably add to our knowledge of the general popula-
ion’s mental health, improve our responses to disasters, and integrate men-
+al health concerns into the mainstream of medicine and public health.
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