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The two most important trends in community mental healith care
are deinstitutionalization and community support. Community based
treatment of mentally 111 individuals is essential in regard to main-
taining individuals in the community after discharge from state
facilities, but traditional community mental health services alone
cannot have an impact on the ability to reenter the community. The
ability of a community support program to maintain individuals in
the community depends on its ability to perform certain functions.l
These include:

"identification of the population, whether in the hos-
pital or the community, and outreach to offer appropri-
ate services; assistance in applying for entitlements,
crisis stabilization services in the least restrictive
setting possible, with hospitalization availabie when
other options are insufficient; psychosocial rehabili-
tation services, including transitional living arrange-
ments, socialization, and vocational rehabilitation,
support services of indefinite duration, including
sheltered living arrangements; supportive work opportu-
nities, and age-appropriate, culturally appropriate
daytime and evening activities, medical and dental care;
back-up support to families, friends, and community
members in planning, volunteering, and offering housinag
or work opportunities; protection of client rights,
both in hospital and in the community; and casemanage-
ment, to insure contiguous availability of appropriate
forms of assistance".

There have been innovative and creative outlooks and techni-
gues for treating mental illness. The problem tends to still be the
range of treatment modalities and settings continue to be Timited.
Mental health clinicians are oriented to approaches with which they

are the most familiar, predominantly providing direct treatment.



To achieve the goals of community care it is, and will continue to be
important to break away from classical treatment modalities, and offer
new types of care and build a strong community support system.3

In a period of rapid social change, inconsistent government man-
dates, and reductions in federal and state allocations, planning can
provide program coherence and direction for the community mental health
system. A trifocal view of planning that includes internal program
planning, interagency planning, and long-range planning is essential
to the continued development of the community mental health movement.4
Interagency planning and coordination of services is considered an
essential focus of agency service provision and client participation.
Human service agencies cannot function autonomously and effectively
in the best interest of clients. Therefore, there is a shift admini-
Stratively and politically in support of coordinated human services
models.

[n the planning, development, and evaluation of mental health
services it is important to understand the context that the needs
and priorities of mental health services were determined by profes-
sionals and officials.

Prior to the 1940s, there was a diverse and conflicting response
by states to the social problems posed by mental illness. This was
reflected in a political culture based on local and state bounda-
ries which contain numerous centers of political authority.5 During

the 1930s and 1940s, a few states developed family care systems.



These programs were very small, and in no state did the number of
patients reach two percent in private homes. Because the system in-
volved direct payment to third party reimbursers the benefits to the
states were not evident. Hospital officials were not enthusiastic
about the program because they were responsible for supervising a
decentralized system of care which created many problems for them.
After World War II the policy of "deinstitutionalization“6 of patients
from state mental hospitals provided the impetus to shift financial
responsibility to the federal government.

Individuals and groups who participated in the attack on the
legitimacy of mental hospitals argued the hospitals represented the
remnants of a distant and unenlightened past. The arguments and
judgements varied greatly in support of deinstitutionalization.

There were those who described the harmful and dehumanizing effects
of prolonged institutional care.7 Others believed the availability
and use of new psychoactive drugs and therapies deviated the need for
mental hospital care, and many were concerned with alleged violations
of individual rights of the mentally 111.8 The politicians wanted

to shift fiscal responsibility from states to the federal government,
and many people did not want any involvement of government in general.

A11 of the arguments held some validity. But those individuals
who led a sustained attack on traditional hospital care did not
recognize how their present involvement did not include an apprecia-

tion of the historical context that was shaping their perceptions



and behavior. They assumed mental hospitals served no other purpose
than the continued perpetuation of their own existence, and therefore
argued for an end to traditional mental hospital care. They contri-
buted to the myths of mental hospital care which justified the revi-
sion of policy that dates back to the early nineteenth century.9

Not all mental hospitals were good institutions, but the myths
were quite different from the reality. Hospitals differed in both
qualitative and quantitative terms. Many hospitals had serious prob-
lems in regard to quality of care, staff-patient ratios, roor staff-
patient relationships, and an environment that could be disruptive
and inhumane. But these problems were not isolated problems of the
mental hospital system, they mirrored the imperfections and limita-
tions of many human institutions in the country.10

Mental hospital care represented one of the few institutions
that could provide minimai basic care for an individual whose mental
and physical condition caused them to be dependent on others for
their survival. This basic fact did not effect the attack on the
legitimacy of mental hospital care. For patients at this time it
was a choice between institutional care and no care at all because
there were no other a]ternatives.11 Therefore on July 3, 1946,
P.L. 79-487, was signed into Law. The Bill authorized the creation
of the National Mental Health Institute within the National Insti-
tute of Health, and provided 7.5 million dollars for construction

of the building for the new Institute. The purpose of NIMH is to



conduct and coordinate research and training in mental health prob-
lems through its own activities and through grants to groups and
individuals for research and training purposes. NIMH also author-
ized grants to states for the deveiopment of mental health services.
Also, under this legislation up to 10 million dollars a year was
authorized in grants to the states for mental health services. NIMH
was not actualized until 1949.12
Following World War II there was a sustained attack on the legi-
timacy of mental hospitals which gained momentum. The result was
manifested in the movement to deinstitutionalize a patient popula-
tion that exceeded 500,000 by the mid-1950's. The Joint Commission
on Mental Illness and Health was created by a unanimous mandate from
Congress in 1955, to recommend a national policy for the mentally
i11. In 1961, the Commission submitted its final report and recom-
mended that no new mental hospitals be constructed. It further
recommended, in this report, that all state mental hospitals with
more than 1,000 beds should be qradually converted into centers
for the long-term and combined care of chronic diseases, including
mental illness. The report reflected the movement away from mental
hospital care that had started during the 1950s. In 1955 the patient
popuiations of state and county mental hospitals peaked at 559,000,

and then began to decline. In the fifteen years between 1960 and

1975 patient census fell from 536,000 to 193,000. The decline is



much more dramatic than the statistics suggest. In 1940, 434,000
patients were in mental hospitals out of a total population of 133
million. By 1977, only 159,000 patients were in mental hospitals
out of a total population of 217 mi]lion.13

The Congress was satisfied with this statistical progress, and
continued to renew the Community Mental Health Centers Act of 1963,
P.L. 88-164, during this period.* This Act provided for the allot-
ment of federal funds to the states for construction of community
based mental health centers. State allotments were based on popula-
tion, extent of facility need, and financial need.15 But many recoa-
nized the federal government would never have the resources to assume
a significant level of support for the CMHC program. Therefore, a
declining grant structure was devised to allow the federal government
to experiment with a new concept of care while utilizing minimal
federal resources.16 The Act reauired that each state develop a
comprehensive mental health plan, and a list of priorities for action
regarding the activities proposed by the state. Assistance assurances
were required to be provided by the states that the services of
CMHC's would be available to all and a reasonable amount of care
would be provided to indigent persons.

The 1965 Community Mental Health Center's Amendments, P.L. 89-
105, provided for the allotment of grants to cover a portion of
staffinag cost for centers. Federal funding for staffing was provided

on a decltining basis, and Timited to 51 months.17 This amendment



required the delivery of five essential elements: 1inpatient, out-
patient, partial hospitalization, emergency, and consultation and
education services. 1In 1968 Congress mandated that one percent of
grant and contract funds appropriated for the Alcohol, Drug Abuse,
and Mental Health Administration (ADMHA) be allotted to evaluate the
effectiveness and functioning of CMHCs. Later, P.L. 94-63, allotted
two percent for the purpose of evaluation and made it mandatory that
every CMHC conduct evaluations. These created a great deal of inter-
est in evaluation among research workers in consulting firms and uni-

13 The 1970 amendments, P.L. 91-211, provided for an ex-

versities.
tension of the maximum percentage of federal funds to CMHCs in desia-
nated poverty areas.19 In response to Congress' continued authori-
zation of funds, the Nixon administration expressed its opposition.
President Nixon was opposed to the CMHC concept, as well as to ex-
penditures for research and training in health and mental heaith in
general. The funds that were authorized by Congress were impounded
by President Nixon and he refused to spend the funds. The measure
was taken to court and the funds were re]eased.20
The years under the Nixon Administration and under President
Ford continued to be difficult with little administrative support
and actual funds. The 1975 Community Mental Health Centers Amend-
ments, P.L. 94-63, was a continuation of the Nixon legacy under

the Ford administration. President Ford vetoed the act, but Con-

gress overrode the veto clearly indicatina Congressional support



fiscally and conceptually the importance of the CMHC program nation-
ally. The 1974 amendment provided a clear definition of a CMHC, and
described the comprehensive mental health services that had to be

21 The amendment mandated the

provided to be eligible for funding.
addition of services for the care of children and elderly, aftercare
for post-hospitalization, and community residential care homes. These
services addressed the Tongstanding neglect of long overiooked sec-
tors of the population, but it also created an additional burden of

CMHCs. 22

This legislation also placed pressure on CMHCs to become
more dependent on insurers to cover the cost of services.23

In 1967, 186 CMHCs had received federal support. By 1970, this
number had grown to 450, but from 1970 forward the growth rate
slowed drastically. In 1973, only 493 CMHCs were federally funded,
but not all of these were operational. In 1975, 603 CMHCs had re-
ceived some federal funds, and only 507 were operationa].z4

The 1978 Community Mental Health Center Amendment, P.L. 95-622,
provided flexibility for service delivery by CMHCs. It allowed new
centers to start with six basic required services, and to develon,
within a three year period of time, a plan to provide all other
mandated services. To avoid unnecessary duplication of services,
the amendment also allowed the sharing of certain services between
amd among catchment areas.

The final legislation that amended the CMHC program was the

Mental Health Systems Act of 1980, P.L. 96-398. This amendment



extended the CMHC program, and provided for a higher role by the

states in the administration of the CMHC program, and more money.25
This Tegislation introduced the centralization and control of plan-
ning to the states in regard to service delivery, and it authorized
the expenditure of a good deal more money on services to the chroni-

26 In 1981, the Community Mental Health Centers

cally mentally i11.
Act was repiaced by the Alcohol, Drug Abuse, and Mental Health Ser-
vices Block Grant (ADMHS), P.L. 97-35. This legislation consoliidated
several categorical programs into sinale block grant authority to
the States. These included grants for Community Mental Health Cen-
ters, grants and contracts for alcohol abuse services, and grants
for drug abuse services. States could use their funding grants to
CMHCs for services to chronically mentally i11 individuals, identi-
fication and assessment of mentally i1l individuals and the provi-
sion of appropriate services; and services for identified populations
that are currently underserved. In 1984, P.L. 98-509, was passed
and this legislation revised and reauthorized this program until
the end of fiscal year 1987.27

The State Comprehensive Mental Health Services Plan Act of 1986,
P.L. 99-380, amends Title XIX of the Public Health Services Act.
It authorizes grants to states for the development and implementation
of State comprehensive mental health services plans. The bill appro-

priates 10 million dollars for each fiscal year 1987 and 1988. It

is to be allocated among the states by a formula based on population,



and no state will receive less than 150,000 dollars a year.28 Each
state will submit to the secretary of Health and Human Services a
State Comprehensive Mental Health Services Plan. The plan has to
include certain criteria related to the provision of services for
the chronically mentally i1l individuals. "The reaquirements include:

(1) The establishment and implementation of an organi-
jzed community-based system of care for chronically
mentally i11 individuals: (2) quantitative targets to
be achieved, including numbers of chronically mentally
ill individuals residing in the areas to be served;
(3) a description of services to be provided to enable
chronically mentally 111 to gain access to mental
health services; (4) a description of rehabilitation,
employment, housing, medical and dental, and other
support services to be provided to chronically mentally
i1l individuals to enable them to function outside of
inpatient institutions to the maximum extent of their
capabilities; (5) activities to reduce the rate of
hospitalization of chronically mentally i1l indivi-
duals; (6) the provision of casemanagement services

to each chronically mentally i1l individual in the
state who receives substantial amounts of public

funds or services; (7) provision for the implementa-
tion of casemanagement requirements which call for
phasing in the provision of such services beginning

in fiscal year 1989 and compietion by the end of
fiscal year 1992; and (8) the establishment and
implementation of a program of outreach to, and ser-
vices for chronically mentally 111 individuals who

are homeless."29

Each state is required to consult with representatives of em-
ployees of state institutions and public and private facilities who
care for the chronically mentally i1l in preparing their plan. The
secretary is required to provide technical assistance in developinag
and implementing State plans. This includes the development and

publication of model elements for state plans and model data sys-
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tems to collect data in regard to the implementation of State plans.
The secretary is authorized to withhold the allotment to the State
for administrative costs under the Alcohol, Drug Abuse, and Mental
Health block grant if the State has not developed and implemented
the plan by the Fiscal Years 1988, 1989, and by the end of 1990.
The secretary has to develop and make available within one year of
the enactment of this legislation a model plan for a community-based
system of care for chronically mentally i1l individuals who are
eligible for services under the Community Services Support Program.30
The enactment of this legisiation reflects the need for an ef-
fective system to plan, develiop, and initiate services to the men-
tally i11. Its focus is on individuals who have a chronic and disa-
bling mental illness and who "fall through the cracks" of the mental
health and social service systems. These individuals are unneces-
sarily hospitalized, are in the criminal justice system for minor
infractions, or are homeless. Other populations, such as mentally
i1l children, and the elderly, also are effected and suffer from a
lack of coordination, collaboration, and statewide planning for
services for the mentally 111.31
At the time this legisiation was enacted in 1986, there was an
estimated 1.7 to 2.4 million persons in this country who suffer from
a persistent, severe form of mental illness. Approximately 900,000

chronically mentally i1l persons live in institutional settings.

0f these 900,000, 130,000 are in state mental hospitals, and 770,000
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are in nursing homes. It is estimated that between 800,000 severely
disabled and 1.5 million moderately to severely disabied mentally
i1l individuals are estimated to be living in the community.32 These
individuals have muitiple needs including: clothing, housing, medi-
cal and dental care, transportation, education, recreation, and money.
They are in need of a personal support system, people who are inter-
ested and care for them as individuals. Many of these people suffer
from profound, and irreversible, functional disabilities. Many of
these individuals are unable to work in regular employment because
of the severity of their impairments. They have poor activity of
daily 1iving skills, and experience the effects of ignorance and a
generatized fear that mentally i1l persons have had to face histori-
caily.

The majority of chronically mentally i1l individuals who Tive
in the community live with their families. The percentage of pa-
tients who live with their families or are discharged from institu-
tions to their families is decreasing. A large number of chronically
mentally i1l individuals do not live with their families in the
community but Tive in a variety of other settings including: resi-
dential treatment centers, group homes, sheitered apartments, and
independently. Another tlarge number of chronically mentally i1l
individuals cycle between hospitals, homelessness, and jails because
of the inadequacy of state and local systems of services.33

The Reagan administration has shifted policies towards givinag
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states a larger role in the provision of services, not funding, of
mental health services. There has been a movement toward increased
centralization of funding service areas such as education, welfare,
and health, has centralized funding but centralization of program
decisions has not necessarily followed. Funding levels have in-
creased on a federal level but substantial decisions regarding men-
tal health issues are made primarily on a state and county level.
Unifying sources that are funded on a federal level has not occurred.
Many federal funding sources remain cateqorical, are spread among a
number of bureaus, uncoordinated, and impose large administrative
burdens on local agencies that must coordinate different funding
flows and requirements.34
As pronounced on a federal level as in any other level of gaovern-
ment is fragmentation, lack of clarity, and a failure to define co-
herent policies. There is a federal program to respond to almost
any need a mentally disabled individual has. But agencies do not
coordinate, cooperate, and continue to pursue individual priorities
for program deve]opment.35 There is not a formal policy statement

36 on a federal level. There is

labeiled 'deinstitutionalization’
not an identified agency which has the power and authority to coor-
dinate policies and programs to cut across agency and cabinet 1lines.
Coordinating mechanisms within the Executive branch are not able to

compiete this purpose. Agencies external to HEW, and many HEW De-

partments do not cooperate in coordinating actions. NIMH and the
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Developmental Disabilities Office, within HEW, have direct responsi-
bilities for deinstitutionalization. These offices have no authori-
ty over the HEW offices, or over agencies that are responsible to
different Cabinet offices.

Bureaucracies have their own priorities and objectives. The
lack of clear policy on a federal level complimented and compounded
the problems on a state and local level, and the ability to imple-
ment Kennedy's new approach. The emphasis on deinstitutionalization
was in response to the belief that large numbers of people were in
large institutions who did not need to be there. It reflects the

37 and that institutions them-

belief that Targe institutions are bad,
selves were partly responsible for the manifestation of chronic men-
tal illness. Deinstitutionalization was not a policy to provide a
rationale for discharging patients from the hospital into the com-
munity, without support, to continue to save money. Deinstitution-
alization means a change of care from an institutional setting to

a less restrictive or structured setting, from a more dependent to

a less dependent living situation. It is defined as the develop-
ment of responsible and supportive alternative 1iving arrangements
and support services. It is difficult to coordinate a comprehensive
service program within an individual institutional setting.38

The emergence of coordinated mental health services center on

deinstitutionalization and community support. Community based treat-

ment is important in the maintenance of residents in the community
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after discharge from the state facilities. CMHC services alone do

not have a significant impact on reintegrating individuals into the
community without a community support system. The basis of a sup-

port system is 'a network of caring and responsible people committed
to assisting a vulnerable population to meet their needs and develop

their potentials without being unnecessarily isolated or excluded

40

from the community.' The NIMH Community Support Program states

that an adequate community support system must be able to perform
ten functions:

"identification of the population, whether in the hos-
pital or in the community and outreach to offer appro-
priate services; assistance in applying for entitle-
ments; crisis stabilization services in the least re-
strictive setting possible, with hospitalization avail-
able when other options are insufficient; psychosocial
rehabilitation services, including transitional 1iving
arrangements, socialization, and vocational rehabili-
tation; supportive services of indefinite duration in-
cluding sheltered Tiving arrangements; supportive work
opportunities, and age-appropriate, culturally appro-
priate daytime and evening activities; medical and
mental health care; back-up support to families,
friends, and community members; involvement of con-
cerned community members in planning, volunteering,
and offering housing or work opportunities; protec-
tion of client rights, both in hospital and in the
community; and case management, to insure continoui
availability of appropriate forms of assistance."4

These are services that are provided throuah individual agen-
cies, each has its own administration, eligibility requirements,
funding sources, and procedures for providing services. It is not
enough to recognize how large institutions can be harmful, expen-
sive, and unnecessary, because the social and political context of

government and program planning need to be recognized. However,
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it is not only big government that lacks policies and procedures,
because social scientists and the mental health profession do not
have the expertise to resolve the problems of planning and how the
context effects whatever happens or does not happen.42

The interpersonal relationships of participants of different
organizations are an important 1link between organizations. These
relationships occur on many different levels by personal or official
interactions by individuals amona organizations. Individuals may
act either in a private role or as a boundary role incumbent, per-

sonnel transfers or unit mobility, or as an individual holding posi-

. . . . . 4
tions in more than one organization at a time. 3

"In an earlier NIMH-supported publication,... note:
The principle topic to which interorganizational an-
alysis has been directed relates to the coordination
and integration of human services (references ommit-
ted-available in original document). A Tibrary of
terms have been used to describe the patchwork of
fragmented and discontinuous health and welfare ser-
vices in which consumers are confronted.... In one
form or another, this state of affairs has been at-
tributed to the excessive autonomy of service agencies
and their attempts to preserve perogatives about
problem definition, intervention priority, and ciient
disposition.... From a community organization per-
spective, the historic response has been to seek a
pattern of coordinated services relyina upon proce-
dures that would insure the autonomy of the indivi-
dual organizations in areas of conflict while at

the same time permitting their unified effort in
areas of agreement.... The experience with volun-
tary coordination mechanisms in the human services
field, however, has been rather dismal.... More
recently, greater attention has been paid to the
managed forms of coordination in concerted decision
making among service aaencies as well as to the ways
conflict can result from such cooperative actions.

16



The reiative efficacy of these forms, however, has
yet to be carefully documented and their impact to
be objectively assessed....

A decade of recession and inflation, in combination
with a climate of social and fiscal conservatism,

has eroded the support base for large-scale inter-
vention programs, but issues of service coordina-
tion are salient still today. Public policies are
now predicated on austerity and consolidation, and
current forecasts indicate that few larae scale so-
cial programs or human service initiatives will be
funded.... Instead, relatively modest programs that
make Timited demands on scarce resources have been
advanced to reduce fragmentation and to to coordinate
existing health and welfare services. In the mental
health field, this strategy underlies a number of
initiatives sponsored by the National Institute of
Mental Health, including Community Support Programs
for chronic mental patients..., Primary Health Care-
Community Mental Health Center linkage projects...,
and the Most-In-Need Program for child mental health
services.... Thus, the development and evaluation
of interorganizational service delivery systems in
the mental health arena will continue to be a central
policy concern in the next decade.%4

There has been enough research and informed assess-
ment in the area to demonstrate that there are costs
as well as potential benefits to coordination and to
autonomy of service providers.... Only if these
costs and benefits are closely examined and weiaghted
can effective policies be implemented. Notwithstand-
ing the current emphasis on the integration or con-
solidation of mental nealth and related human ser-
vices at the federal, state, and local levels, great-
er attention must be focused on coordination-integra-
tion of what (tasks, functions), for what or for whom
(purposes, beneficiaries, outcomes), and by what or
to what extent (structure, processes)? The analyti-
cal tools developed in the field of interorganiza-
tional relations offer a framework for addressing
these important issues."

Relationships between organizations vary between competitive to
cooperative alona the continuum. On one end of the continuum, com-

petition prevails, and collaboration exists only to the degree that
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it supports the interest of the individual organization invo]ved.46

At the midpoint, along the continuum, cooperation may be contingent
because ‘'organizations are expected to balance their commitments to
collective purposes with their own more specialized goals.'47 On
the opposite end of the continuum, cooperation is mandated which
'implies the existence of a centralized control agency, which has
the power to structure and restructure the total network.'48 There-
fore, whether interorganizational cooperation is mandated or volun-
tary it supports the possibility of a degree of coordination among
system units even if they may have conflicting goa]s.49
There is no specific mandate requiring organizations that serve
the chronically mentally i11 to coordinate their activities. Coor-
dination has to occur voluntarily between organizations. This has
historically been a difficult task to achieve in the area of human
services. There are several major factors that have created a lack
of support among organizations that serve the chronically mentally
111 which include, confusion, which is a result of separate funding
sources for care, no mandate for interorganizational planning, and
budget constraints. Other reasons include competition for re-
sources, multiple network memberships which result in conflicting
relationships between organizations, goals, role expectations, and
differences in organizational activities and cltient target groups.

Also, a dynamic that may attribute to the lack of coordination and

discontinuity of care among organizations is the effort made by con-
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stituent organizations to maintain autonomy and control their boun-
daries. Organizations often deny services to 'inappropriate' or

50 clients or popu]ations.51

'undesirable
There are several distinctive features that influence mental
health management. Societal ambivalence towards mental health agen-
cy goals will often result in a Tack of political support, especial-
ly during times of funding cutbacks and political reaction. There-
fore, mental health administrators devote a great deal of time on
advocacy on behalf of their programs needs and to justify continua-
tion of existing programs. They must become adept at developing stra-
tegies to buffer external sources that may harm agency operations.

52 that mental health agencies are trying to

The "raw material"
change are human beings, and their cooperation is essential in re-
gard to service delivery. Managers must be aware of the needs, in-
terests, rights, and values of their clients. They must keep them-
selves informed and remain sensitive to client oreferences, and de-
velop ongoing processes that assure decision making reflects client
preferences.

Mental health agency goals are value statements and there are
Tikely to be disagreements among groups and organizations in the
community and within the agency. There rarely is widespread agree-
ment regarding mental health agency goals. Therefore, a central

function of mental health administration is to build a Tlevel of

consensus and mediate between conflicting conceptions of agency
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purpose.

Mental health professionals have values, ethics, norms, and con-
ventions that at tihes run counter to agency expectations. Manage-
ment is responsible for negotiating and accommodating differences
between personnel and agency expectations. Many services provided
by mental health agencies are nonroutine, individualized responses
to client needs, and front-T1ine workers often need to exercise dis-
cretion in delivering services.53 Therefore, managers often have to
precariously balance maintaining equity and reliability in the ad-
ministration of programs, and still allow workers sufficient autonomy
to respond to individual needs. Balancing these needs compiicates
the managers ability to monitor, control, and evaluate performance
and poses special problems for managers.

Mental health agencies must develop mechanisms to evaluate pro-
gram effectiveness because they lack a market mechanism that can
reliably determine the value of services to clients. Administrators
have to develop valid and reliable measures of effectiveness that
are feasible to implement within the program.54 Managerial choices
are primarily influenced by the market from outside of the oragani-
zation. Al1l of the organizations resources come from outside and
all results occur from outside. The business of the organization
is market driven and it is important that management decisions are
based on the market climate.55

When planning for an extensive entity like a state, to deli-
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neate the components of the system is a comprehensive task. The
system is a complex interaction of socioeconomic, political, pro-
fessional, technical, bureaucratic, and other considerations.56 In-
herent in this type of comprehensive planning is a vast array of
competing forces that will be affected. Many have a strong vested
interest in preserving the status quo. The state mental health de-
partment may actively participate in interdepartmental planning for
a target population as long as the planning does not threaten the
departments budget or authority or imposes unwanted responsibilities.
Legislative and executive leadership may understand the value of
developing flexible intervention programs but may not grant communi-
ty units the fiscal freedom to exercise flexibility. These problems
may be symptomatic of longstanding positions, but they 1limit the
planners' freedom and impair the development of relationships needed
between competing entities within the system by which innovative
efforts are being directed.

Due to rapid social change and inconsistent government mandates
in regard to managing mental health services, planning can provide
program coherence and direction for the community mental health sys-
tem. The board and administrations role in planning includes in-
ternal program planning, interaaency program planning, and looking
ahead at trends and social 1nd1cators.57

Two steps in effective planning are the acquisition of an in-

tensive understanding of the internal workings of the system and,
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lacking power and authority, the ability to function under the um-
breila of positive sanction. These are closely related factors. To
create major change in a large system, a large amount of technical
and political information and history is required. This information
is not found in written reports or interviews. An accurate sense
of this information is only achieved by immersing oneself in the
workings of all aspects of the system through involvement in the
problem-solving process or through the confidence of individuals
within the system who view planners as co]]aborators.58

The most significant activities that board members and admini-
strators of community mental health agencies participate in are system
development and coordination of services. CMHC's need to operate
interdependently, because the appropriate services ensures that
clients may receive services of other mental health and human ser-
vices agencies.5

The Organizational process includes the development of a de-
cision-making body, the administration and acquiring of resources,
and the reduction of constraints. These aspects are part of plan-
ning and of the politics of mental health. An operational frame-
work has to be developed. Fiscal, administrative, and legal as-
pects are integrated into a working system and the decision-making
process is codified or implicitly understood. If responsibility
may be shared among several agencies, or if certain alternatives

are to be assigned to an agency or a community organization, these
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arrangements should be explicit and viable. When a program's goals
are specified, the ability to achieve those goals is dependent upon
the explicit consideration of the options available and how they
are prioritized and adopted.60
Interagency planning is the activity that Tinks an agency's

internal plans with external agency strategies.6l

ATl programs
should be involved in goal setting, and within a community setting
this may include a great deal of negotiation among professionals and
community members. Resources are allocated to achieve goals, and
this process involves decisions that include who will provide what
service to whom, at what occasion on time, and what location.

System development and coordination are concepts that are re-
lated but distinct. System is defined as regular and/or patterned
sets of interactive activities by diverse agencies with identifiable
boundaries. In discussing mental health systems, we refer to the
development of activities between mental health service organiza-
tions and other human service aqgencies. Coordination is the means
by which systems develop policies and/or procedures of two or more
agencies. The mechanism for coordinating programs and operations
are linkages, and include staff contacts, written agreements, and
formal poticy councﬂs.62

Development of interagency programs and affecting cooperation

between agencies can be costly, threaten an agency's identity and

autonomy, and be of marginal value. Five conditions have been
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identified that affect the success of interagency coordination in-
cludina: resource dependency, agency power, awareness of dependency,
uniform procedures, and legal mandates for coordination.

When agencies depend on another for services, personnel, clients,
or information, a state of resource dependency is created. Without
resource dependency, there is insufficient incentive for agencies to
interact and coordinate activities. Scarcity of resources and
limited agency service capacity creates agency dependency.

For example, specialized children’'s services depend on mental
health centers, local hospitals, or crisis centers for referrals.
There may be a mutual or reciprocal dependency and the exchange of
services may provide the basis for coordination. Mental health
centers and hospitals depend on specialized treatment programs to
complete their commitment to provide a full range of treatment un-
der funding regu]ations.64

New laws, regulations, and fundina requirements established on
any agovernment level may create a change in the balance of depen-
dency. Federal community support programs give increased attention
to the priorities of formerly weak service agencies because inde-
pendent agencies now need their cooperation. By mandatina increased
authority to existing agencies, establishing new agencies empowered
to enforce coordination, and by providina tangible and enforceable
penalties for uncooperative agencies, laws and regulations can be

. . . 65
used to insure coordination.
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The extent to which other local agencies can provide similar
or related services may create interagency dependency. Increases
in the number of organizations and chanaes in programs creates an
unstable environment for the successful functioning of an agency.66
Therefore, agencies must establish joint objectives and well-defined
relationships to avoid policy shifts and agency alignments.

The Tevel of resources an agency has as a basis for independent
and/or cooperative relations is an issue of interdependency and
agency power. A local agency that has an external and independent
resource base has power. For examplie, local offices of state and
federal programs are not as likely to cooperate. Constituencies of
agency's are another power source, especially when an agency is
faced with budget reductions.67

If agencies are aware of the scarcity of resources and a need
for interaaency cooperation, coordination will more likely take
place.68 For example, the possibility of interagency referrals
need to be acknowledged by agencies so they may see linkaages as

69 It is much more difficult for agencies to

mutually beneficial.
see how their resource allocations and treatment decisions have an
overall effect on the service netwerk. Individual agency policy
decisions in regard to client service eligibiltity or payment for
care can create service gaps and overlaps in service and reduces

the overall efficiency of the service network. Agency consensus in

the service delivery network in regard to the role, goals, and juris-
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diction of each agency is essential in the coordination of agency
services. Disagreement creates a climate of competition for clients
and jurisdictions. If competition depletes agency resources and
Jjurisdictions. [f competition depletes agency resources and reduces
effectiveness, coordination can be viewed as a useful management and
linkage tool.’C
Consistent agency operation approaches support the facilitation
of coordination. In mental health this means developing a consis-
tent approach to problem definition, diagnosis, categories of client
care, and management of agency operations. Agencies that increasing-
ly share common languages and treatment approaches, support an in-
creased likelihood of a successful outcome to coordinate services
between agencies.71
Legal mandates that enforce the coordination of services among
agencies are conditioned by the factors discussed so far. If an
agency does not recognize a clear benefit, there is no basis for
communication, and if there is a power base for an agency to resist
enfringements on its jurisdictions or resources, legail mandates can
be costly and futile.72
New laws, regulations, and funding requirements established on
any government level may create a change in the balance of dependen-
cy. Federal community support programs give increased attention to

the priorities of formerly weak service agencies because indepen-

dent agencies now need their cooperation. By mandatina increased
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authority to existing agencies, establishing new agencies empowered
to enforce coordination, laws and reaqulations can be used to insure
coordination.73

Agencies can be viewed as balancing the conditions of interor-

ganizational coordination that can be used as principles for linkages.

There are three strategies that boards and other agencies may use
to build a system of coordinated services. At an agency level, ser-
vice needs and client-centered links to those services are built in-
to the treatment plan. Second, boards support the development of
linkages between mental health agencies, and establish a stable net-
work of mental heaith services. Third, boards can support the
development of linkages to other human service networks.75
Human services integration identifies a large number of coor-
dinative activities amonast seryice agencies., Service integration
activities are identified in four areas which include: A broad ser-
vice delivery approach, where providers view the client as an indi-
vidual with complex needs, and by way of casemanagement, information,
and referral those needs are met: 'program 11nkages'76 are created
where independent agencies coordinate services, with a result of
creating a comprehensive multiagency service delivery system;
government units work together to coordinate various proarams with-
in the intergovernmental system, and develop policies for all pro-

grams; and the creation of 'umbre]]as'y7 or new organizations that

manage a number of human services to improve policy management,
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program linkages, and service de]ivery.78

The elements of a coordinated model of service with other agen-
cies include; general intake and assessment of clients' problems;
knowledge of service facilities; responsibility for referring c]ient;79
responsibility for a formal contract between clients, systems mana-
gers, and programs; evaluation of the quality of the service ren-
dered to the client; follow-up to obtain client service and agency
effectiveness feedback; the administration of funds for the opera-
tion of coordinative system; and research responsibilities in re-
gard to unmet service needs and service system delivery gaps. Also
essential in a governing structure is the ability to evaluate the
effectiveness of the model, resolve identified barriers to service,
institutionalize policy changes, and develop innovative fundina
sources and administration.80

There are four sets of tactics that may be used by mental health
boards to facilitate coordination. The first set of tactics invoives
the assessment of coordination activities in the service system.
These activities are generally performed by staff. Activities in-
clude: 1). Compiling an inventory of mental health and related
resources in the local community.

2). Catalog community resources that are an informal part of the
mental health system and rate the contribution they have to commu-

nity treatment and support.

3). Identify formal community organizations that could provide

v
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social support for psychiatric ch’ents.81

4). Research current common patterns of interaction among health
agencies and other agencies, and determine types of linkages that
exist.
5). Research the current state of resource dependency among mental
health and other human service organizations. Include the referral
network, shared resources, contracts, and other linkages that exist.
6). Identify present conflicts and animosities between agencies.
7). Develop a process evaluation research project, and evaluate
the current system. Identify the major effects of the current sys-
tem in_the development of gaps and/or duplication of services. This
will provide a basis for action.82
The second set of tactics includes the board in an active or
adjudicative role in the development of coordination among service
agencies. The board can take an active role in establishing a task
force that brings together staff from different agencies into a
face-to-face forum to identify interdependencies and develop link-
ages. Problems that may develop in the execution of linkages, if
conditions change, or if key personnel leave, may be remediated
with the board's assistance by developing new linkages or a new
channel of execution. The board can be a useful avenue in nego-
tiations over coordination, and may provide insights and innovative

compromises. The type of linkage should not exceed its purpose.

The third set of tactics are in regard to the development of
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Tinkages and coordination involving the investigation of resaqurces
available for joint programs and planning. The board may negotiate
with other human service agencies to work out details for financing
shared personnel, services, or physical faciltities. Staff members
from each agency can track federal and state announcements of funds
for demonstration projects for local service coordination. Board
members can become involved with other human service agencies to
identify new funding sources and influence coordination by serving
on other boards, task forces, or advisory councﬂs.84

The fourth set of tactics involves an education role for the
board. Boards can serve as information centers for mental health
and human service agencies to provide information in regard to io-
cal services, personnel resources, other community linkage programs,
and information about coordination support programs. Boards could
develop in-service training programs that examine community support
systems and different models of interagency coordination.85

It is necessary for boards to view these tactics within the
context of local community objectives, needs, and resources. Coor-
dination of services and operations is a necessary and responsible
response to new treatment needs and a arowina scarcity of resources.
Boards face the difficult task of devising workable mechanisms for
coordination that respond to the complex configuration of local
86 '

needs and resources.

A theory of community based care has been developing and ex-
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perienced mental health professionals understand what the individual
needs and services are.87 Several experiments in coordinating ser-
vices have been tried and have failed, and cooperation is difficult
for many reasons.88 But, many studies now confirm how the availa-
bility of community based services reduces hospitalization admis-
sions. Studies conclude that the hospitalization or recidivism rate
is reduced by almost half when community based services are avail-
ab]e.89
From a longitudinal study of 95 dyadic relationships among
chief care and health organizations in Texas a theory was developed
regarding the creation, growth, and decline of interorganizaticnal
relationships. The model was revised to explain the data acquired
and new patterns were recognized that were important to the develop-
ment of interorganizational relationships over time. These new pat-
terns were identified and included: 1). Perceptions of dependence
on other organizations for resources stimulates the development of
interorganizational relationships. A very powerful direct determi-
nant of communications, resource transactions, and consensus is
resource dependence.
2). Growth of interorganizational relationships is dependent on
frequent communications to formalize relationships and to build a
consensus in regard to the terms of the relationship among the par-
ticipating parties.

3). Client referrais and monetary transactions require different
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patterns of coordination.
4). A positive outcome of initial resource dependence is consensus
among the participating organizations in an interorganizational re-
lationship but has a negative impact on subsequent perceptions of
resource dependence.90
The longitudinal research in this report examined the mobiliza-
tion of coordination efforts initiated by fourteen early childhood
development (ECD) organizations. Mobilization coordination focuses
on activities of an organization in regard to a particular objective
for which it needs support, cooperation, or resources from a aroup
of organizations. The primary organization functions as an entrpre-
neur to gather resources and support and develops ad hoc relation-
ships needed to support the organizations objectives. This type of
coordination is important tut is overlooked because coordination is
related to structured coordination. The ECD agencies were initially
funded by a Texas state department and became financially indepen-
dent of the state within three and one half years. In the interim,
the ECD organizations' directions recognized they were going to need
the support of other organizations to survive and understood that
they needed to integrate into the human service delivery systems on
a community 1eve1.91
Another analysis of the development of children's services

identifies and analyzes findings from states that have initiated

the development of coordinated approaches for delivery of services
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to children and adolescents who may be multihandicapped or are in
need of services from two or more state agencies. The survey con-
ducted in 1983, by the Alpha Center, Bethesda, Maryland, for the
National Institute of Mental Health (NIMH), identified fifteen states
having a formal coordinated structure for children's services, in-
cluding mental health services, at the state level. Coordination
activities in these states were the result of legislative or execu-
tive mandates, or strong child advocacy movement in the state. These
states intentions are to improve services to multiproblem children,

"those who fall through the cracks,”92

93

by strong interagency cooper-
ation and coordination.
Three types of administrative structures were identified for
delivery of services among the fifteen states. These were: states
with consolidated agencies responsible for administering almost all

94 consolidated agencies

children's services; states with 'auasi
responsible for administerinc some part of children's services: and
states with a formal coordinating mechanism responsible for oversiaht
and development of policy for children's services.95

There were three states identified with consoiidated agencies
at the state level; Connecticut, Delaware, and Rhode Island. Wel-
fare, juvenile justice, child protection, and child mental health
programs and services are under the new department, which has re-

_ . ) \ : 96
sponsibility for the administration of children's services. Con-

solidated agencies assume responsibility for staff, office equipment,
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furnishings, and budget allocations. They also assume traditional
management functions in reqard to planninag, budget development, pro-
gram development and administration, and development of management
information systems and data co]]ection.97

It is considered that the consolidated agency approach is the
most difficult structure to develop and implement. This is due to
the legislative and administrative changes that are necessary. Also
at issue are concerns in regard to agency autonomy and position,
which may initiate strong opposition from agencies that view them-
selves as weak and vulnerable. The consolidation model has not been
widely adopted although several states have reviewed the model as a
consideration.98

The underlying strengths of this model include more visibility
for children's services; strong legislative support with likely in-
creases in budget for services: increasingly effective coordination
of services and programs and effective management control, therefore
reducing duplication and waste; reducing 'turf' battles and avoidance
and shifting of service responsibility in care; a decrease in depart-
mental stagnation which helps to eliminate tunnel vision and recruit
‘new blood'; the development of 1links with restrictive environments
to establish alternatives; the development of a strong children's
constituency and advocacy group; and the increased presence of men-
99

tal health in alil children's services.

From a mental health perspective there are some inherent prob-
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Tems that may influence the mental health structure. These include:
if department directors retain a biased viewpoint this may result in
a decrease in attention on mental health needs; and mental health
seryices may need to compete with other children's services for part
of the departments' budget, as they did when they competed with

adult mental health programs for a part of the mental health budget.100

101

"Quasi’ consolidated agencies are similar to consolidated

agencies in that they tend to be established as divisions within

2

existing umbrella agencies. Many strengths identified under the
consolidated agency model are also identified under the quasi con-
solidated model. They include: more visibility for children's
services; strong legislative support with Tikely increases in budget
for services; increased casemanagement capabﬂity;lo3 increased
1ikelihood of joint ventures between agencies, especially education;
the development of links with restrictive environments to establish
alternatives; a decrease in departmental stagnation; and the support
to accomplish better interagency integration and coordination.lo4
But, unlike consolidated agencies, the mental health department
and other agencies that are autonomous are able to retain and main-
tain more control of services. Therefore, there is not as much in-
terest in coordination with other mental health services. A primary
weakness in the gquasi consolidation process is there continues to

. 1
be duplication and overlap of serwces.'05

States with formal coordinatina mechanisms vary in structure
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106 The structure can range from a new division in an um-

greatly.
brella agency, to a council of commissioners or department directors
that coordinates multiagency activities and services. These bodies
do not have the responsibility of administering children's service
programs but serve to coordinate policy and planning development
among agencies and programs. Individual agencies maintain their
autonomy in regard to staff and budget resources.lo7
The formal coordinating function varies greatly from state to

state but there are common strengths noted across these structures.

Strengths include: the ability to retain departmental identities;

the enhancement of coordination among departments;108 they provided
a mechanism to keep children from 'falling through the cracks,‘109
110

and the presence of a force that could be objective and neutral.
The weaknesses of the formal coordination approach included:
the inability to avoid turf issues, even though there is a mechanism
to assist in resolving some conflicts because very Tittle staff or
money is allocated to support.these bodies, there is a difficulty
in functioning and impiementing needed program changes; and because
departments remain autonomous and function as independent, self-
contained bodies, there is very little real control over departments
under this mode].111
A common factor shared in regard to the development and imple-

mentation of a model was negative publicity, and criticism of the

current system of service provision. If public advocacy and atten-
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tion is substantial, then negative attention can result in successful
legislative and administrative advocacy. Departments do not have
control over funding that the legislature and governor has, and at
this level change was initiated. This attention bypassed departmen-
tal posturing, defensiveness, and self-protectionsm. The governor
or legislature provides a level of influence that supports agencies
to cooperate and participate. An interesting finding of this report
is that almost all states reported some degree of success in imple-
menting interagency coordination.112
In the quasi consolidated and consolidated agency models the
fear of loss of power and of being ianored was expressed by mental
health representatives freauently. Child welfare and juvenile jus-
tice systems have control over more resources and staff than child
mental health pr‘ograms.ll3 Within the Department of Mental Health
children's services experience limited staffing and funding, and
therefore enter the arena as a less powerful entity. Therefore, the
influence mental health has can grow as services become an integral
part of the treatment intervention for all children and families.
Child welfare philosophy is not incompatible with mental health
ideas but neither can use rigid or narrow definitions. This means
that children's mental health services have to be more broadly de-
fined than transactional psychoanalytic therapy and DSM-III diag-
114

noses.

Coordination structures that have a degree of control over
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funds have an increased 1ikelihood of being successful in the devel-
opment and implementation of new programs. WWhen a coordinating
structure does not have resources, the commitment and good will of
the agencies involved needs to be utilized. If the activities of
the coordinating structure produce some concrete and tangible chanages,
participation by agencies is likely to continue, but if there are
not changes participation is likely to decrease. One of the prob-
Tems inherent in the formal coordinating approach is the develop-
ment of innovative plans that lack resources for implementation, and
therefore result in disillusionment with the pr‘ocess.l'15
Coordination tends to include agencies within the human services
system. Education is the single largest agency serving children
but in general was not included in the consolidated or quasi consol-
idated model. But, there was a coordinated relationship between
the coordination structure and the Department of Education. Also,
specified health services were not usually among consolidated ser-
vices, but participated in pianning and coordination with the new
coordinating structure.116
A concern developed in regard to the interface between the
children's agency and the state mental health authority when chil-
dren become eligible for programs in the adult mental health sys-
tem. The mental health department had more difficulty in planning

for the needs of a child as he enters the adult system. Therefore,

the consolidated children's agency needs to maintain contact with
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the adult mental health system.117

Service providers have adapted and learned to work with and
around imprecise terms in mental health. This impreciseness allows
systems to be manipulated to gain ends supposedly for the welfare of
patients and clients. In fact, terms are used as obstructions to

goa]s.118

Fragmentation has overcome coordination with the result
of patient care and treatment outcomes suffering. Patients and
families are more amenable to shopping for services when they have
options. Lapses in service continuity and care has created increased
public disillusionment and unhappiness in regard to the aftereffects
of deinstitutionalization;119
Rochester, New York, has long been in the lead of innovative
healthcare system development. In an attempt to rationalize a sys-
tem of public-funded mental health services in a two-county area
Integrated Mental Health, Inc. (IMH) was conceived. 1In 1978 five
area community mental health centers in conjunction with the Roches-
ter Psychiatric Center, the state facility serving this area, ap-
plied to the state government for a single service system grant,
The grant was awarded in 1980 via the states Office of Mental Health,
and the Rochester Area Hospitals Corporation was selected to adminis-
ter the grant. The project was divided in two phases that included
an analysis of current problems in the community and designing a

better system for the future. Findings of the analysis included:

"The community had spent 72 million dollars for mental health ser-

39



vices in the year 1981. Many of these dollars were being used inef-
fectively and care was being compromised as a result. There was no
focal point for identifying problems and implementing solutions.
Governance, management, and financing responsibilities were fraa-
mented and scattered. Revenues to mental health centers were unpre-
dictable and financing mechanisms encouraged overuse of expensive
inpatient care rather than less costly and often more appropriate
outpatient options. There was little information adequate for pian-
ning and managing patient care or indeed for knowing what happened
in the course of patient care.120
After identifying the problems, the next objective was to de-
sign a system that would substitute fragmentation with comprehensive,
coordinated community planning and offer community mental health
providers the financial incentives to provide needed services. A
five-part program was developed to achieve these objectives which
included: "1). Integrated Mental Health, Inc. (IMH). A standing
not-for-profit corporation organized to provide a community-wide
planning, coordinating focus for mental health services;
2). Contract Revenue System (CRS). A delivery and finance system
desianed to provide stable, predictable funds for community mental
health agencies;
3). Capitation Payment System (CPS). A delivery and financing
system to assure the chronically mentally i11 substantial services

in the community tailored to their needs, with a Lead Agency respon-
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sible for their care by contract and with access to data for121

planning and carrying out the necessary services. (An HMO model,
with cash advanced for patient care, works in partnership with the
state hospital facility, Rochester Psychiatric Center.);
4). Start-up Capability for CPS. A commitment from the State of
New York to allow for initiating necessary facilities, staff, staff
training and supplies so as to accommadate the needs of patients new
or only peripherally served previously in the community;
5). Management Information System (MIS). A sophisticated set of
data systems with a common format for ail participating agencies
enabling IMH to monitor patient outcomes, support the complex finan-
cial and management reporting systems, supply the provider agencies
with capability to monitor, evaluate, and plan in automated fashion
for service de]ivery.”122
The new corporation, IMH, quickly secured contracts for the
design of the management information system to be ready for imple-
mentation of the program. This was an ambitious system to implement
and an extensive network of contracts were designed. Payor contracts
to support this system are between the State of New York, the Coun-
ties of Monroe and Livingston, the United Way of Greater Rochester,
and Integrated Mental Health, Inc.. There are nineteen organiza-
tions that are members now. Casemanagement is emphasized to assess,
plan, coordinate, refer, and monitor community treatment of the

chronically mentally i11.123 IMH, Inc. manages and coordinates
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the many interlocking systems. It accepts delegated authority for
planning, fundina, monitoring, and evaluating mental health service.124
Outcomes of the IMH project included: Documented results of an
evaluation study, supported by the National Institute of Mental
Health, contrasting functional outcomes in a managed care community
based system for chronically mentally i1l individuals with patient
outcomes served in the mental health system; evaluation of manage-
ment and system accountability using standardized data generation
and reporting; using a system-wide Management Information System in-
creased ability to plan based on system wide, comparable information;
use of local management delegation using funding control, capitation,
and financial incentives; measurement of the ability of a local ser-
vice system funded by public money to participate and influence men-
tal health service environment through a consolidated corporate
decision making process that creates a total system of care and to
learn and share the knowledge ascertained by developing a compiete
service record of patients movina through a service system.125
Almost all states have a mechanism developed to fund local com-
munity mental health centers. The State of Michigan has 83 Communi-
ty Mental Health Center Boards which are attached to Tocal county
government systems. Annually, the State Department of Mental Health
submits to each Board an instructional packet for the development

and submission of a program plan and budget. The Department reviews

each Boards annual plan and budget and approves or disapproves 1in
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whole or part. Eligibility for state funds is contingent on an ap-
proved plan and budget.

In reviewing a county program's annual plan and budget the De-
partment of Mental Health considers the state's mental health needs,
the county's mental health needs, and the state's need for a reason-
able degree of statewide standardization and control of services.

This includes "the county program's need for a

reasonable degree of flexibility and freedom to de-

design, staff, and administer services in a manner

that the county program deems appropriate to its

situation. The county program's need for a rea-

sonable expectation that services meeting an essen-

tial mental health need and which are appropriately

designed and executed will receive continuing state

financial support within the constraint of state

funds actually appropriated by the legislature. The

demonstrated relevancy, quality, effectiveness, and

efficiency of the county program's services. The

adequacy of the county proaram's accounting for the

expenditure of state funds”126
Prior to the beginning of the states' fiscal year, the Department
of Mental Health notifies each Community Mental Center Board of the
approval or disapproval of its plans and budget and the allocation

of funds. If there are insufficient funds for the allocation of
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approved plans and budgets, the Department decides based on the

criteria how to divide the funds available to the Boards.127 The

state is mandated to pay 90% of the annual net cost of a county

128

community mental health program. The county is financially Tiable

for 10% of the net cost of services provided by the state and by con-

tract to a Community Mental Health Center Board.129

The Michigan Mental Health Code, Act 258, was enacted in 1974.
[t was enacted to:

"modernize, add to. revise, consolidate, and codify
the statutes related to Mental Health; delineate the
powers- and duttes of the department of mental health;
to establish county community mental health programs;
to delineate state and county financial responsibili-
ty for public mental health services; to create cer-
tain funds; to establish procedures for the civil ad-
mission and discharge of mentally retarded and devel-
opmentally disabled persons to and from facilities;
to establish guardianship arrangements for mentally
retarded persons; to establiish certain rights of
persons who receive mental health services; to esta-
blish financial liability for the receipt of mental
health services; to establish certain miscellaneous
provisions relating to mental health; to establish
procedures pertaining to mentally i1l and mentally
retarded persons who are under criminal sentence, to
persons who are mentally incompetent to stand trial,
and to persons who have been found not auilty by
reason of 1nsan1t6; and to repeal certain acts and
parts of acts."13

The State Department of Mental Health is responsible for the
implementation of Act 258. It is responsible for the development
and establishment of arrangements and procedures for the coordina-
tion and integration of state and county program services. The

Department reviews and evaiuates the auality, effectiveness, and
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efficiency of programs. The Department provides consultative ser-
vices to ccunty programs by assignment of Area Managers who act as
liaisons between the Department and County Boards. The Department
establishes and approves county programs, program plans and budaets.
It provides financial liability schedules, provisions, and proce-
dures for individuals who receive mental health services through a
county mental health program. It is mandated that individuals can-
not be denied a county mental health service because of inability
to pay for a service. The Department conducts annual audits of the
expenditure of state funds through county programs. It develops
the rules and procedures to implement the objectives and provisions
and rules of federally funded insurance programs, and third party
reimbursers.131
Planning requirements for mental health seryices are de-
veloped and completed, in the state of Michigan, as part of the
State Health Plan (SHP). The State Health Planning and Development
Agency (SHPA) is selected by the Governor. In Michigan, the
development of the SHP is the responsibility of the Office of Health
and Medical Affairs, which is the SHPA. The SHP, when compieted,
is presented to the statewide Health Coordinating Council (SHCC)
for review. The SHCC is a 53-member council comprised of consumers
and providers of health care which is appointed by the Governor.
The review process includes holding public hearings to obtain infor-

mation from the public concerning the plan. When the SHCC approves



the plan, it is submitted to the Governor and legislature for review
and approval.132
The SHP is to be used as the principal quide in regards to the
development of mental health programs and the allocation of resources
to mental health services in the state. The SHP is the basis for ap-
proval or disapproval of the Proposed Uses of Federal Funds for the
state mental health program and budget; and is the basis for the
standards and criteria certificates of need.133
The goal developed for mental health and developmental disabil-=
ities set forth in the present 1983-87 State Health Plan is there
are twelve types of mental health services that should be available
to all Michigan residents. Priority basis is to be provided to the
most severely disabled. Services are to be provided at a capacity
level to meet the service level need of each community and provision
of services are to be cost-effective in the least restrictive settings
appropriate to the need. The twelve types of services that should
be available are: inpatient services, partial day services, residen-
tial services, outpatient services-including 24-hour intervention,
casefinding services, public information and consultation, rehabili-
tation services, habituation services, respite/family support ser-
vices, casemanagement services, and protection and advocacy.134
Quality of services should be enhanced by the development of a

complete set of standards and cuidelines which cover all aspects and

lTevels of administrative and clinical functioning. These standards
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and guidelines are to be updated within five year periods of t1me.1 >

The objectives of the mental health plan are to be met by 1987.
The provisions include:

"By 1987 all admissions for acute care psychiatric epi-
sodes should be to private facilities. By 1984 the
State Department of Mental Health should adopt a policy
regarding the treatment of the chronically mentally
i17.13€ "By 1987 there should be an adequate array of
services in each Community Mental Health Service Board
(CMHSB) service area which will enable mentally i11 and
developmentally disabled persons to stay in their com-
munity of residence. By 1984 the Department of Mental
Health (DMH) and other appropriate agencies such as the
Office of Services to the Aging and the Department of
Corrections should have adopted a policy which address-
es the needs of the following special populations: (1)
institutionalized elderly, (2) noninstituionalized el-
derly, and (3} incarcerated persons. By 1987 at least
75 percent of the Community Mental Health Services
Boards should be desianated by the Department of Mental
Health_as the mental health authority for their service
area."136

The SHP develops recommended actions and strategies to meet
the goals and objectives of the SHP. The first recommendation is in
regard to state facility reduction. The SHP recommends the Depart-
ment of Mental Health develop and adopt the use of model contracts
agreements between community mental heaith service boards and private
hospitals to provide acute psychiatric inpatient care for public pa-
tients in private facilities. The SHP recommends that contracts
should include elements in regard to transfer arrangements from pri-
vate facilities to state operated facilities or other long-term
facilities for patients who require care beyond 30 days; billing and

financing arrangements; minimum treatment reauirements for patients;
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coordination of services between private facilities and the community
mental health services board; special provisions for emergency admit-

ting procedures;138

voluntary and involuntary admission procedures;
and agreements with private facilities in regard to availability of
beds for community mental health service board use. The Department
of Mental Health should estimate a minimum number and general location
of porivate community-based psychiatric inpatient beds needed to fa-
cilitate the closure of state facility acute psychiatric inpatient
beds, and actively facilitate the development of the number of beds
needed with community based hospital providers. The SHP also recom-
mends that the Department of Mental Health, in coordination with the
Department of Social Services, Department of Public Health and De-
partment of Labor, should develop specialized nursing home services
for individuals presently residing in state facilities who would be
appropriately served in a less restrictive setting, and as an alter-
native for appropriate individuals who do not have a previous history
of state facility inpatient care. Development of specialized nursing
home services should certain issues in regard to the determination of
alternatives for individuals requiring such services; staffing levels
and the inclusion of psychiatric nursing, social work, and behavior
management disciplines; billable Medicaid and Medicare services: a
process for recruiting and selecting providers; and the participation
139

of the nursing home industry in developina standards for programs.

The second recommendation of the SHP is in regards to Communi-
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ty Service strategies. The SHP recommends the Department of Mental
Health and the Developmental Disabilities Council should jointly
develop a plan for use by the Department of Mental Health to facili-
tate the budget process that specifies the types and levels of ser-
vice and funding levels for individuals who are developmentally

disabled.>%0

The SHP recommended the development of services needed
by developmentally disabled individuals over 26 years of age, and
the development of family support services, that would support fami-
Ties who care for developmentally disabled or mentally i1l family
members in the home. It recommended the Departments of Mental Health,
Social Services, Education, Public Health, and Labor to jointly
develop a model 1ife services project. The Department of Mental Health
and the Department of Education's Rehabilitation Services should
develop standards for work activity/adult activity and sheltered
workshop positions per 1,000 general population ratios.141
The third recommendation by the SHP is in regard to Special
Population strategies. It recommends there be an interagency agree-
ment between the Department of Mental Health and Office of Services
to the Aging. The agreement is to incorporate recommendations of

142 "advo-

the Mental Health Aging Advisory Group which includes:
cacy activities for the elderly, psychotropic medication guidelines,
cooperative working agreements between various service providers,

specific proposals for enhancing service availability, accessibility,

and safety, staff training and consultation, and research.”143
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The Mental Health and Aging Advisory Group will be responsible for
the review of new Department of Mental Health and Office of Services
to the Aging policy and program development. They will also oversee
the evaluation and training, and other activities to decide whether
senior citizens needs are being provided for appropriate]y.144
The needs of incarcerated mentally 111 and developmentally
disabled individuals should be addressed by an interdepartmental
committee. The committee is to be appointed by the Governor and
include the Department of Mental Health, Department of Corrections,
and the Office of Criminal Justice Programs.145
The fourth SHP recommendation is in regard to Community Authori-
ty strategies. It recommends that the Governor allocate a portion
of the savings derived by the redirection of individuals into private
acute care services from state facilities to community mental health
service boards to develop programs and to become full management
boards. Full management community mental health boards should ful-
fill certain criteria includina: at the local Tevel there should
be a complietion plan for a central registry and client services
management functions, voluntary and contractual agreements with
courts and other public agencies that are willing to assume clini-

146 a plan to develop a

cal responsibility for involuntary patients;
local system of recipient rights that is consistent with the Mental
Health Code; to create a sinale local appropriations unit; a per-

formance plan and budget that is based on client functioning level,
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program objectives, and units of service delivered for funds allo-
cated by the Department of Mental Health; Community Mental Health
Boards must agree to a minimum of quarterly performance reviews,
terms of contract negotiation and appropriate sanctions and rewards
based upon contractual performance; a plan to collect and report
data needed to monitor performance agreed upon in the contract; and

a plan for state empioyees seeking community mental health employ-
ment.147

The SHP recommends that the Department of Mental Health appoint
a committee to review existing standards for community mental health
programs and develop standards that address all administrative and
clinical services. It also recommends that the Legislature continue

to support the community mental health program as embodied in state

law with special focus on state licensed residential facilities that
provide care for six individuals or less being a permitted use of
residential property, and the Department of Social Services to con-
tinue to assure that communities do not support an excessive number
of these types of faci]ities.l48

Implementation of the community mental health services program
in the State of Michigan varies widely. Each Community Mental Health
Services Board functions as an independent public agency. Even though
each Board receives 90% funding from the state and 10% funding from

the county the development and implementation of programs mandated

by the Michigan Mental Health Code, the State Health Plan, and
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federal funds varies great]y.149

The two most important trends in community mental*health care
are deinstitutionalization and community support. Community-based <
treatment of mentally i11 individuals is essential in regard to main-
taining individuals in the community after discharge from state fa-
cilities, but traditional community mental health services alone
cannot have an impact on helping to reenter the community. The
ability of a community support program to maintain individuals in
the community depends on its ability to perform certain functions.lSO

There have been innovative and creative outlooks and techniques
for treating mental illness. The problem tends to still be the
range of treatment modalities and settings continues to be 1imited.
Mental health clinicians are oriented to approaches which they are
the most familiar with, which is predominantly oriented to providing
direct treatment. To achieve the goals of community care it is, and
will continue to be, important to break away from classical treat-
ment modalities, and offer new tvpes of care and build a strong com-
munity support system.151

Prioritizing program needs is a difficult process. A Center
must take into account program costs relative to benefits, and make
value judgements about the needs of the community. Decisions about
who to serve first, or on whom to spend the most money, are as indivi-
dual as the community. There are no guidelines for this process be-

cause the interests and needs of a community are a function of eco-



nomics, politics, and the functional characteristics of r‘ecipients.152

Each mental health system must start with a basic statement of
purpose. This is important because this statement should embody the
values and beliefs of local residents and values of the community
mental health movement as it is applied to the mental health needs
of the catchment area. The purpose is translated into operating
principles to facilitate the design of a mental health model, which
facilitates the development of goals that can be measured. The dis-
crepancies between goals and outputs facilitates the process of pri-
oritizing program. Economic and political constraints may cause a
system to amend its model, but the purpcse of the program allows for
a direction and facilitation of priorities ascertained to be needed

to be met u1t1mate]y.153

"Gaps in intersystem retationships among
health and medical practice, criminal justice, welfare and rehabili-
tation, education and mental health organizations have Tong been
considered as a major problem and deterrent to effective service
delivery. As a result, there is a strong appeal in shifting the
focus from the level of the single organization to that of a complex
network of agencies and in plannina in terms of a community of inter-
organizational systems of which individual organizations constitute
components or subsystems. Applying the term 'system' to an organi-
zation implies "interdependence' in the sense of maintenance of the

intearity of system elements throuch boundary control processes.

Human service organizations find themselves entering into relation-
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ships and decisions that are aimed at multilevel outcomes. The trans-
actions and resource exchanges must be approached in terms of their
relevance to community needs interorganizational requirements for
system survival. ">

There are no easy answers in dealing with the issues of home-
Tessness, exploitation of indiyiduals, lack of medical care, money,
etc., when discussing the needs of the mentally i11. There is little
agreement among professionals as to how to approach the problem and
this is why there is so much diversity in programs. It is going to
be important for mental health professionais to be innovative, crea-
tive, realistic, and compassionate in regard to making decisions
about how to deal with these issues. The shortcomings of mentai hos-
pitals thirty years ago, have now been mirrored in the community men-
tal health system, and again mirrors the imperfections and limita-
tions of most human institutions to respond to the needs of indivi-
duals. The major difference thirty years later is that it is not
behind the closed doors of a mental hospital. It is now in full
public view for everyone to see, sometimes whether we want to or not.
We cannot hide from the issues because they are there before us.

This is a time of inconsistent government mandates, and reduc-
tions in federal and state funding allocations, and planning can
provide program coherence and direction for the community mental

health system. A trifocal view of planning that includes internal

program planning, interagency planning, and long-range planning is
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essential to the continued development of the community mental health

movement.155

Interagency planninag and coordination of services is
considered an essential focus of agency service provision and client
participation. Human service institutions can no longer function
autonomously and effectively in the best interest of clients, commu-

nities, and society.
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