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Overview

The level of disability among severely
mentally ill persons is a substantial
and costly burden on society as well
as a burden on family members and
the affected individual. In the past
decade, research findings have
brought new hope that the disabling
aspects of severe mental problems can
be significantly reduced by early inter-
ventions that bring individuals under
the care of professionals using effec-
tive treatment and rehabilitation
methods. A major challenge for re-
search in the 1990s will be to provide
the information necessary to improve
the existing systems of care by an-
swering two questions:

* How can services for severely
mentally ill persons be organized, ad-
ministered, and financed most effec-
tively to reduce disability and enhance
their quality of life?

¢ How can these services be better
integrated into the range of American
communities, which vary in the mix
and availability of resources and in
the organization of health care and
other services?

Although some severely mentally ill
people reside in long-term inpatient
settings (e.g., nursing homes, State
and Veterans Affairs (VA) hospitals),
most live in communities. This report
focuses on the problems of severely
mentally ill people in obtaining the
services and housing they need to re-
duce the devastating impact of disabil-
ity on their lives. The proposed re-
search recommendations primarily
concern adults who are severely men-
tally ill; research needs related to chil-
dren and adolescents (Institute of
Medicine 1989; National Institute of
Mental Health 1990) and to the elderly
are addressed in other recent reports,
whose recommendations are fully en-
dorsed by this report.

Adequacy of the Current Systems of
Care. Severely mentally ill people
seeking or receiving appropriate care,
housing, income maintenance, and
social support face a range of organi-
zational, financial, family, commu-
nity, and legal problems. The systems
for providing health insurance cover-
age, housing, income maintenance,
and rehabilitation encompass a com-
plex array of agencies, eligibility crite-
ria, and recertification requirements.
There are other problems: adequate
resources are not available in many
areas; when available, they may not
be staffed, organized, managed, or
financed sufficiently; attitudes of the
public, and even of professionals, to-
ward severely mentally ill people cre-
ate barriers to effective care; and
when severely mentally ill people
come into contact with the legal sys-
tem, they may not be referred for ap-
propriate services or even recognized
as needing care.

Community care requires that com-
prehensive service systems be organ-
ized to facilitate access to care and to
coordinate services to match client
needs, including treatment, rehabilita-
tion, housing, and income support.
Although considerable progress has
been made in developing community-
based services and evaluating their
effectiveness, it is increasingly evident
that understanding is still lacking
about ways to organize and finance
community service systems to meet
the total needs of people with severe
mental illnesses.

Indicators of system failure are fre-
quently cited: high hospital readmis-
sion rates, low employment, substan-
tial numbers of homeless mentally ill
people, reliance on jails and the penal
system to cope with psychiatric crises,
and increasingly vocal complaints
from consumers and family members
of the mentally ill about inadequate
funding of needed services and inap-
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propriate staffing of programs. Many
of these indicators may be viewed as
symptoms of fragmentation in the
community system.

Research directed at testing and
evaluating strategies for improving
community and State systems of care
for severely mentally ill people needs
to be given the highest priority. With-
out substantial advances in the knowl-
edge base regarding the design and
management of systems, many men-
tally ill people will not benefit from
available effective treatments.

Complexity of the Service System.
Severely mentally ill people often suf-
fer from multiple problems which are
caused directly or indirectly by their
disorders, and live in disadvantaged
social environments. To live in com-
munities rather than institutions, se-
verely mentally ill people often need
assistance of many types, and that
assistance is available only from a
wide array of loosely connected and
sometimes competing service agencies.
The complexity of the mental health
system needs to be fully appreciated
to understand the challenges faced by
providers and researchers trying to
develop and test innovative models of
community care that can be widely
adopted. Unlike the elderly, who have
national programs that provide al-
most universal income support
through social security and pay for
medical expenses under Medicare,
severely mentally ill individuals may
receive income support and health
care coverage from a variety of
sources, and many receive none at all.
Income support for severely men-
tally ill people may come from the
Social Security Disability Income
(SSDI) program if the individual has
worked a sufficient number of years,
from VA if the mental disability is
military service connected, from the
Supplemental Security Income (SSI)

program if the individual meets Fed-
eral disability criteria and does not
qualify for SSDI or VA disability,
from State welfare, from families, or
from a job (which may be connected
to a rehabilitation program). On the
other hand, the mentally disabled may
have no sources of income support. In
1989, about 45 percent of severely
mentally ill individuals in the commu-
nity were covered under either SSDI
or SSI for a diagnosed mental illness.
Some of those not covered by these
two Federal programs are covered by
the VA, but many are not covered by
any Federal disability benefit program
and thus may have no regular source
of income.

The estimated cost of specialty men-
tal health care in 1985 approached $12
billion (National Institute of Mental
Health 1988). A large proportion of
these resources is for the care of se-
verely mentally ill people. The cost of
health and mental health care, how-
ever, is only partially covered by
Medicare for SSDI recipients, by Med-
icaid for SSI and State welfare recipi-
ents, and by VA when qualified indi-
viduals are treated at a VA facility.
Most of those not qualifying under
Medicare, Medicaid, or VA programs
have to rely on publicly funded serv-
ices through community mental health
centers (CMHCs) and State hospitals.
State and local government commit-
ments to the public funding of services
to people with mental illness vary sub-
stantially, ranging from $21 per capita
to more than $96 per capita in 1988
(National Institute of Mental Health
1988). As a result, many individuals
have little or no access to needed men-
tal health services.

Even when income support and
health care are provided by a State or
Federal program, housing may not be
available at an affordable price or
through government subsidy pro-

grams.

Research Issues. Although it is rec-
ognized generally that innovations in
systems of care are needed, not
enough is known yet about what cur-
rently does and does not provide a
strong basis for the next stage of sys-
tem development. There are too few
rigorously tested community-based
treatment and rehabilitation models;
where tests have been done, evidence
indicates that community-based care
can be successful and no more expen-
sive than institutional care (Weisbrod
1983).

Because Medicaid eligibility and
coverage and the availability of men-
tal health services vary by State, and
housing markets vary by locality, a
range of models for community-based
mental health services needs to be iden-
tified that can be applied to the variety
of communities in this country.

Research efforts should be directed
at understanding how alternative
models in different community set-
tings meet the needs of specific sub-
groups of people with severe mental
illness. It must be recognized that se-
verely mentally ill people are a heter-
ogeneous group, including people
from ethnic minorities and a broad
range of age and socioeconomic back-
grounds, who are at various stages of
a long-term disease process with many
possible outcomes. Drug treatment
can do much to control symptoms,
whereas rehabilitation services offer
opportunities to develop social, work,
and personal skills.

In summary, existing community
models should be evaluated and new
ones tested. Where research findings
indicate success, a strong and well-
supported program for national dis-
semination is required to help trans-
late new knowledge into practice.
Even when research has shown how
substantial improvements can be
made in treatment systems, it has
taken too long for the findings to be
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accepted and incorporated into State
and local mental health systems. One
means to encourage more rapid adop-
tion is to fund well-designed demon-
stration-evaluation programs at the
State and community levels; such pro-
grams can provide improved informa-
tion on effectiveness and cost as well
as encourage more rapid adoption.

Service Systems at the Local
Level

The population of severely mentally
ill individuals consists of heteroge-
neous groups of individuals with vari-
ous diagnoses, patterns of symptoms,
functional disabilities, courses, and
outcomes. The need for research in
service systems is clear because the
population usually suffers from multi-
ple disabilities (e.g., psychotic symp-
tomatology and impaired social and
vocational role functioning) requiring
a multidimensional, flexible treatment
program appropriate for every phase
of illness. Therefore, collaboration
and integration of programs are neces-
sary, both within the mental health
service delivery system and between
that system and other community
agencies and programs, such as social
services, vocational services, housing,
and medical care. Furthermore, the
course of illness in this population
usually includes exacerbations fol-
lowed by full or partial remissions
with some degree of impaired func-
tioning and residual symptomatology.
Thus, as would be true of any chronic
illness, it is essential to tailor treat-
ment to the phases of illness and offer
comprehensive and continuous care.
The development of effective serv-
ice systems at the local level will be
facilitated by research from three ma-
jor areas. First, determination must be
made of which treatments and services
should be provided in a local service
system. Second, researchers must con-

sider how to organize and deliver
these treatments and services to ensure
access and to reach dients in a timely
manner. Third, macrolevel organiza-
tion and financing must be determined
that support and provide incentives
for developing and operating the most
effective local system. This section of
the report takes up the first two areas,
briefly summarizing the status of cur-
rent research and then defining some
critical areas in need of investigation.
Service system questions related to
several special populations are also
addressed. Macrolevel organization
and financing questions are covered
later in this report.

Treatments and Services for Local
Service Systems.

Current knowledge. The ideal
building blocks of an effective local
service system are treatments and serv-
ices that have been empirically dem-
onstrated to be necessary or helpful in
reaching desired outcomes for clients,
family, and community members.
These are the interventions and sup-~
ports that should make up the sub-
stance of the system. The results of
clinical services research studies
should provide valuable information
about which interventions and sup-
ports are most effective. As will be
seen shortly, however, service system
planners need information far beyond
the current findings of clinical
research to determine the content and
organization of an effective system.

The report of the Clinical Services
Research Panel (Attkisson et al. 1992,
this issue) details a wide range of in-
terventions found to be useful in facil-
itating the desired clinical and rehabil-
itative outcomes of people with severe
mental illnesses. Medication is usually
a necessary concomitant for the psy-
chosocial interventions described. For
the treatment of acute episodes, re-
search suggests that short-term hospi-

talizations and various alternatives to
the mental hospital (e.g., home care,
crisis family treatment, crisis resi-
dences, day hospitals, in-community
outreach support) are effective (Herz
and Mostert 1990). For most clients,
treatment and support must continue
over the long-term course of these
mental disorders.

Family support and education,
problem-solving therapies, and certain
approaches to social skills training
help delay or prevent relapse (Hogarty
et al. 1991). Results of efforts to im-
prove the social and task-oriented
functioning of clients have shown less
powerful effects than have interven-
tions aimed at symptom control. For
the majority of severely mentally ill
individuals, social skills approaches
and vocational rehabilitation methods
have led to only modest gains that,
unfortunately, are most evident
within the learning environments
themselves. New approaches to voca-
tional rehabilitation are being studied
that emphasize supporting clients in
the natural workplace (“supported
employment”) rather than relying on a
learn-and-transfer philosophy.

The Clinical Services Research
Panel report also points out that other
potentially useful interventions have
not been researched; these include
crisis intervention teams and client
self-help approaches. Two modalities
that have been studied fairly exten-
sively but seem to have no advantages
over their more cost-effective alterna-
tives for treating the great majority of
people with severe mental illnesses are
longer term hospitalization for acute
episodes and psychodynamic psycho-
therapy models for long-term inpa-
tient or outpatient treatment. On the
other hand, group therapy approaches
targeted toward patient deficits in cog-
nitive and interpersonal skills have
begun to show positive results and
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may be more cost-effective than indi-
vidual approaches (Malm 1990).

In addition to incorporating treat-
ment and rehabilitation to prevent
relapse, increase coping skills, and
optimize functioning, it is clear that
service systems must include a range
of other services and supports not tra-
ditionally associated with the mental
health field if people with severe men-
tal illnesses are to remain in the com-
munity and enjoy a decent quality of
life. The reason is that these illnesses
often seriously limit an individual's
ability to obtain the basic require-
ments of life—adequate housing,
food, income, health care, personal
hygiene, and safety. Clients often lack
the funds and skills to procure these
essentials. An additional problem is
the unfortunate trend toward inappro-
priate use of nursing homes and the
prison system for these people.

The needs for adequate housing are
clear. As the report of the Clinical
Services Research Panel points out,
however, surprisingly little research
has been done on the relative effec-
tiveness of housing options ranging
from “special facilities” to recent at-
tempts to provide visiting supports to
clients who live in integrated housing
(“supported housing”). Additional
services that must be provided and
integrated into an adequate system of
care include income support programs
(e.g., SSI, SSDI, public assistance),
health insurance mechanisms (e.g.,
private, Medicaid, Medicare), and the
provision of concrete assistance to
clients in daily living tasks such as
meal preparation and procurement,
money management, and use of trans-
portation. Such social services are
critical to quality of life; providing
them is also paramount to preventing
relapse. A vulnerability-stress model
of severe mental illness predicts in-
creased relapse as a result of the inor-
dinate stress that is created when basic

life needs go unmet. Indeed, research
has demonstrated that programs that
help clients meet basic needs often
have markedly reduced hospitaliza-
tion rates.

An important caveat for virtually
all effective biopsychosocial interven-
tions is that for many clients the posi-
tive effects last only as long as the in-
tervention lasts, Although this has
long been recognized to be true for
many pharmacological interven-
tions, it also appears to be true for
psychosocial-rehabilitative interven-
tions. Current knowledge suggests
that many clients, perhaps most, need
continuous or periodic rather than
time-limited treatments and supports,
The treatment plan must be continu-
ally adjusted to the phase of illness
and the functional status of the client.

Research needs. The above find-
ings indicate that a variety of services
is needed in an adequate local service
system: services to ensure that basic
living needs are met, treatments to
ameliorate symptomatology and pre-
vent relapse, rehabilitative interven-
tions to support and enhance positive
functioning for patients, support and
education for families and other care-
givers, and improvement of the social
networks of patients and their fami-
lies. The existing knowledge base
about what works and what is neces-
sary provides the service planner with
a rough idea of the kinds of supports
and treatments needed in a local serv-
ice system. Studies to date, however,
offer only limited information to the
local mental health planner about how
to set priorities for services and treat-
ments in the real-world arena of lim-
ited resources. A research agenda that
informs service system planners of the
relative benefits and costs of different
approaches, as well as the mix and
timing of services to use, is critical.
Some general strategies toward and

specific questions about this end are
described below.

First, in deciding which services to
include in a system, planners require
measurement of a far greater range of
outcome variables than is often as-
sessed in traditional clinical services
research. Specifically, although clini-
cal services research to date has fo-
cused most heavily on client-related
outcomes (mostly those that assess
individual pathology and function-
ing), service system researchers must
also be concerned about the impact of
interventions on other stakeholders,
such as family members and other
citizens. Further, regarding client out-
comes, much greater attention needs
to be paid to measures of quality of
life and client satisfaction (e.g., satis-
faction with particular housing op-
tions and particular psychosocial and
rehabilitation interventions). The
range of outcome variables assessed in
intervention research needs to be
broadened to include client quality of
life and satisfaction, family and com-
munity burden and satisfaction, and
economic costs and benefits. Because
measurement tools and procedures in
these areas lag far behind traditional
clinical assessment instruments, prior-
ity needs to be given to research that
develops and refines such instruments
and establishes their validity and reli-
ability. Training manuals and devices
for disseminating these procedures
also need to be developed so that re-
searchers in the mental health services
area do not have to develop their own
instruments anew. Use of standard-
ized instruments would be of great
value in comparing different investi-
gators’ results.

A second general need is for more
comparative studies of interventions
to establish what is most effective,
when, for whom, and at what cost.
To date, most treatment and rehabili-
tation strategies have been studied in
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isolation and compared with minimal
treatment controls. Although it is
known that certain interventions are
helpful, the relative advantages, dis-
advantages, and economic costs and
benefits of various “effective” inter-
ventions are not known. Further, in-
terventions and supportive strategies
need study for longer periods to exam-
ine long-term costs and benefits. An-
other major problem is the inadequate
study of techniques for building on
newly acquired elementary social and
self-care skills that would enable pa-
tients to reach even higher levels of
functioning.

A third general need is for research
that addresses the special treatment
and service needs of specific subpopu-
lations of persons with severe mental
illnesses. To date, assumptions of ho-
mogeneity have pervaded many inves-
tigations. Not only do the service
needs of persons with severe mental
illnesses differ by diagnosis and func-
tional level, but they also differ by
gender, ethnic background (see
below), and age. Women with chil-
dren are an example of a subgroup
that requires some unique services.
Further, although there has been some
recent focus on the special characteris-
tics and needs of young adult clients,
very little is known about the needs of
persons with severe mental illnesses as
they grow into their middle and later
years in this era of community care.
Many of these individuals have con-
comitant chemical abuse problems,
and there are almost no hard data
about how to treat them effectively.
Regarding categorization, there is a
need for a more comprehensive ap-
proach that encompasses functional
deficits, coping skills, assets, motiva-
tion, and personality characteristics
(Axis II) in addition to Axis I diagno-
sis. It may be that some of the above
descriptors have more to do with
types of services most likely to be ef-

fective for particular patients than
Axis I diagnosis has.

Another critical research priority is
to determine the most effective and
cost-effective ways of enabling people
with severe mental illnesses to meet
their basic needs. In view of the obvi-
ous relationship of this area to client
quality of life and the linkage of un-
met basic needs to greatly increased
risks of client relapse, there needs to
be more research on it. For example,
the merits of skill-training approaches
that teach clients to participate in enti-
tlement programs, manage their
money, and seek out necessary health
care might be compared with inter-
ventions that rely to a greater degree
on environmental support, such as use
of outreach workers to assist clients in
these areas or the prudent use of fi-
nancial guardians. It is important to
learn which patients can learn skills
and generalize them, and which would
benefit more from environmental sup-
ports, as well as to determine the rela-
tive costs of these strategies.

An issue related to meeting basic
needs is access to entitlement pro-
grams. Data suggest that currently
only a segment of persons eligible for
entitlements such as SSDI and SSI re-
ceive them. Research is needed to in-
vestigate why this is the case, what
the differences are between eligible
persons receiving and not receiving
these entitlements, and what mecha-
nisms might eliminate the barriers for
those who are eligible and desire to be
recipients.

In general, much more attention
needs to be paid to learning the char-
acteristics of safe, predictable, and
health-engendering environments,
which allow clients to use their al-
ready existing skills and adaptive ca-
pacities without experiencing ongoing
symptom interference. Such research
has been limited to family environ-
ments and needs to be extended to

residential and work environments.
The newer supported-housing and
supported-work approaches deserve
attention and require rigorous evalua-
tion; it needs to be learned which cli-
ents can benefit from these approaches
and which may be better helped by
approaches with less emphasis on
community integration. Along with
relapse and level of independent func-
tioning, the more typical measures,
client satisfaction and quality of life
need to be studied as valued outcomes
of these models. Although there is
certainly a need to extend the frontiers
of knowledge about ways to help cli-
ents improve functioning, it is impor-
tant to recognize that, because of lim-
its to both technology and resources,
significant improvements in function-
ing may not be achieved by most cli-
ents. The goals of decent quality of
life and satisfaction are extremely
worthy of pursuit.

It is also critical to study various
approaches to enabling clients to have
meaningful daily structure and activ-
ity, with client satisfaction being a
goal as meritorious as improvement in
functioning. Furthermore, it has been
established that understimulation may
be just as damaging to patients as
overstimulation and may lead to dete-
rioration in symptom state and func-
tioning and to increased risk of re-
lapse. The relative benefits and costs
of day treatment, psychosodial cen-
ters, social clubs, and supported em-
ployment need examination to estab-
lish what is best for whom, as well as
which options can be used on a wide-
scale basis. In this light, it is critical to
study self-help groups and client-run
alternatives, for they offer extraordi-
nary opportunities for client empow-
erment and meaningful social roles.
The development of social networks
also warrants further investigation,
because research suggests that clients
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who develop and improve their social
networks have better outcomes.

Much greater attention needs to be
paid to the role of the family in the
service system. Research implies that
families continue to be major care
providers. Many clients live with their
families who provide them with enor-
mous amounts of ongoing support.
The actual and preferred roles of fami-
lies need to be determined, because at
times it is in the best interest of pa-
tients and families that they not live
together. Service formats should be
developed and evaluated that can
enhance the family’s knowledge of
mental illness and develop problem-
solving skills that can decrease the
family burden and improve the living
environment of patients and families.

Further research is required on
strategies for preventing relapse
through early intervention. Research
suggests that identification of pro-
dromal symptoms of relapse coupled
with early intervention through crisis
therapy and pharmacotherapy can
prevent many relapses and hospital-
izations (Herz 1984). Studies need to
consider how these strategies can best
be integrated into a service system,
because they require collaboration of
clients and family members as well as
the availability of crisis services 24
hours a day, 7 days a week.
Currently, crisis intervention usually
occurs after the patient already has
full-blown psychotic symptoms and
seriously impaired role functioning.

In addition, much needs to be
learned about the long-term treat-
ment, rehabilitation, and support
needs of clients (Anthony and Blanch
1989). Important long-term studies
have demonstrated that people with
severe mental illnesses have various
outcomes, and research suggests that
after 5 or 10 years, schizophrenic
symptomatology may be less severe.
It is now necessary to learn more

about what sequencing and amounts
of treatment, rehabilitation, and sup-
portive interventions should be pro-
vided over the long run to optimize
long-term growth.

Organization and Timely Delivery of
Treatments and Services.

Current knowledge. The discus-
sion above makes clear that people
with severe mental illnesses often need
a wide array of treatments and serv-
ices to remain in the community with
a decent quality of life and to function
optimally. Because the needed inter-
ventions and services are diverse and
are often provided by different agen-
cies or persons under different “roofs”
and supported by different funding
streams and levels of government, one
cannot simply assume that the neces-
sary services reach clients who need
them. Not only is the service system
complex, but the symptoms of severe
mental illnesses, such as decreased
motivation, thought disorder, denial
of illness, and interpersonal problems,
further impede the ability of many
mentally ill people to negotiate the
system successfully. Resulting prob-
lems include exceedingly high dropout
rates, lack of coordination and conti-
nuity, and unavailability of necessary
or preferred services. These problems
exist not only cross-sectionally (i.e., at
any given point in time) but longitudi-
nally (i.e., across time) as the client's
service needs change because of
growth or decompensation. The result
is often a poor outcome even in com-
munities that have some well-
developed services. It is thus impera-
tive that service systems research pays
great attention to ways of organizing
and delivering services so that these
services reach their intended recipients
and are acceptable and meaningful to
them.

Research in this area has been ex-
tremely limited. Most attention has

been directed toward case manage-
ment as a potential solution to the
problem of the fragmented service
system (Baker and Intagliata 1992).
Although the term is variously defined
and conceptualized, case management
most often refers to a person or team
responsible for assessing client needs,
developing a comprehensive service
plan, arranging for service delivery,
and monitoring and assessing the serv-
ices delivered. Case managers may or
may not be involved in other func-
tions, such as the direct providing of
services. Case management is viewed
as the glue that holds the fragmented
service system together; even the best
organized case management program
cannot succeed, however, unless a
wide variety of services is already in
place.

The paucity of research assessing
the effectiveness and cost of case man-
agement services is remarkable, espe-
cially given that Public Law 99-660,
the Comprehensive Mental Health
Service Act, requires States to develop
and implement case management serv-
ices as part of their required mental
health plans. The handful of con-
trolled studies of case management
that have been done have found in-
consistent effects of case management
on clients; some studies indicate posi-
tive outcomes and some indicate little
or no impact. All suffer from some
limitations in research design—not
surprising, given the difficulty and
cost of this kind of research. The Na-
tional Institute of Mental Health
(NIMH) is currently supporting a
number of studies of the effectiveness
of various models of case manage-
ment.

A somewhat different approach to
organizing service systems that has
been studied is a model using “con-
tinuous treatment teams.” This ap-
proach, developed in Wisconsin under
the name Training in Community Liv-
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ing (TCL; Test 1992), attempts to
avoid the problem of a fragmented
service system rather than trying to fix
it, as more traditional case manage-
ment does; it employs teams that
serve as fixed points of responsibility
for designated clients and that directly
deliver most treatment, rehabilitation,
and social services. The same team
remains with clients across time and
thus provides the vital ingredient of
continuity of care. In addition, most
services are provided through asser-
tive outreach to prevent dropout and
to provide supports in clients’ natural
environments.

Research findings from studies of
this model have been very encourag-
ing. It should be emphasized that, as
in other therapeutic approaches, posi-
tive results erode if clients are not
maintained in the program. A study
of this model offering continuous care
over a number of years is under way.
This model has been evaluated with
only relatively small samples of cli-
ents, however, and it remains
unknown whether such an approach is
feasible as the basis for services in an
entire catchment area.

Several controlled studies of TCL
variants that use “assertive commu-
nity teams” as fixed points of respon-
sibility for the most recidivistic clients
in a catchment area have also shown
preliminary positive results. These
teams fall somewhere between tradi-
tional case management and the origi-
nal TCL in that team members them-
selves provide many services to
clients, although usually not as many
as in TCL. This body of research
clearly suggests that the use of asser-
tive outreach by staff is highly effec-
tive in ensuring that a greater propor-
tion of treatments and services
actually reaches clients, a mechanism
in part responsible for the significant
reductions in hospitalizations that
these programs show. The individual

elements of the TCL model need fur-
ther examination: Which are essential
to success? Are there more cost-
effective ways of operating such pro-
grams by using only the key elements?

A major limitation of research on
the organization and delivery of care
to date is that it has been on a small
scale. For instance, studies of case
management or continuous treatment
teams have dealt with relatively small
groups of patients and have often
been implemented by special pro-
grams. Consequently, these models
end up being additional parts of a sys-
tem but do not address how to orga-
nize an entire system. This kind of
research is a necessary beginning to
understanding what types of strategies
may be effective, but research is also
needed to tackle an entire area (e.g.,
catchment area) and evaluate the pros
and cons of various sociopolitical
models of system design.

Research needs. Research investi-
gating the most effective ways of or-
ganizing and delivering services to
persons with severe mental illnesses
must receive a high priority on the
services research agenda. If the prob-
lem of the fragmented service system
goes unresolved, resources spent on
treatments and services will be wasted
because other essential treatment com-
ponents often do not reach clients.

Research in developing and evaluat-
ing local system organization to
achieve comprehensive services with
continuity of care needs to continue
and be expanded. Innovative coordi-
nating strategies need to be com-
pared with the status quo to determine
if they are more effective, and then
the methods used in effective pro-
grams need to be compared with one
another to ascertain their relative ef-
fectiveness and costs. For example, the
Robert Wood Johnson (RW]) Founda-
tion demonstration projects for nine
cities (see the Organization of Mental

Health Care section) could be ana-
lyzed to learn which were successful
and which were unsuccessful. The
analyses could be used as individual
case studies and also for cross-compar-
isons. A critical organizational ques-
tion is to what extent resources should
be put into a variety of agencies and
services to which an additional coor-
dinating component would be added
(i.e., more traditional case manage-
ment) versus putting most resources
into integrated continuous treatment
teams who provide most services
themselves. Different blends of these
approaches need to be assessed and
compared. Particular attention should
be paid to rural versus urban contexts,
for these settings might require differ-
ent strategies.

In research on organizing systems,
much more attention needs to be paid
to clearly defining and measuring the
interventions as well as the service
systems context in which they take
place. For example, researchers should
ask, What exactly did the case manag-
ers or continuous treatment teams do?
What other services existed? What
was the role of the family in the sys-
tem? Also, although it is useful to as-
sess the degree to which different ar-
rangements result in better coordina-
tion and continuity of care, ultimately
positive client outcome, not coordina-
tion itself, must be the measured goal.

Interpersonal factors should not be
forgotten in the quest for the best or-
ganizational structure, for they may
be powerful contributors to outcome
and client satisfaction. For instance,
which organizational models facilitate
continuity of caregiver and true col-
laboration of clients, families, and
providers? Measurement strategies to
assess these variables need to be devel-
oped. Then these interpersonal system
variables need to be related to out-
come.

0T0Z ‘Sz AInr uo Ag Bio sjeulnolpiojxo-unajngeluaiydoziyas//:dny wolj papeojumod


http://schizophreniabulletin.oxfordjournals.org

SCHIZOPHRENIA BULLETIN

Issues of confidentiality should be
studied. Mechanisms need to be devel-
oped and evaluated that protect
clients’ rights while allowing for ex-
change of information between agen-
cies working with the same individual.
Consumers and families should be
involved in developing options and
research addressing these questions.

Attention needs to be directed to-
ward understanding the role of the
hospital in the system as well as the
mechanisms that facilitate smooth and
rapid transfer of clients from commu-
nity to hospital and vice versa. Many
hospitalizations take place in psychi-
atric units of general hospitals and in
psychiatric hospitals, yet very little is
known about how these facilities are
used or how they fit into the rest of
the mental health system. What are
the ideal roles for these hospitals in a
comprehensive system?

Elderly clients and nursing homes
are also vastly understudied subjects.
Research on the quality of care and
access to care in nursing homes is crit-
ical. It is also imperative to evaluate
the impact of the nursing home pread-
mission screening program that has
been put into effect. What should the
role of the mental health care system
be in evaluating and treating nursing
home patients? These same issues ap-
ply to the prison system. There are
many people with severe mental ill-
ness in the Nation's prison system;
most do not receive adequate treat-
ment, and many would be more ap-
propriately placed in mental hospitals.

A major component of the service
system for persons with severe mental
illnesses is housing. Research must
address the effectiveness of various
housing models, ranging from highly
structured special residential settings
to normative integrated community
housing in which patients receive sup-
port from outreach staff. Which pa-
tients do best in what kinds of models

and at what stages of their illnesses?
How are decisions made to move pa-
tients from one level of supportive
housing to another, less structured
one? The issue of sequencing needs to
be studied. A number of community
residential programs operated by pri-
vate hospitals would be valuable to
study. One such program is operated
by the McLean Hospital in Belmont,
MA, which provides a comprehensive
network of residential programs as
well as partial hospitalization services
with day, evening, aftercare, group,
and weekend programs. The services
range from around-the-clock staffed
programs to independent apartments,
from a program for adolescents in
high school to one uniquely designed
for the elderly. Collectively, the pro-
gram has 78 beds and can serve up to
60 individuals in various partial hospi-
tal programs. The basic goal is to fos-
ter the highest adaptive capability of
each resident in the setting that is the
least restrictive yet still rehabilitative.
Research on a model program of
graduated responsibility and a com-
prehensive residential program might
be useful for determining efficacy and
applicability to the large number of
public patients who are severely men-
tally ill. In particular, it is important
to learn the advantages and disadvan-
tages of transitional housing versus
permanent integrated housing, where
the amount of support can depend on
patients’ needs. At the nonclinical
level, a critical problem is the shortage
of available low-cost housing; a major
queston is how to achieve maximal
leverage with public funding. Policy
and economic studies are required to
determine ways of increasing housing
stock and improving the access of
mentally ill individuals to existing
housing. A related problem is public
rejection of new housing for severely
mentally ill people in the local com-

munity. How to overcome stigma and
its related fears is a critical issue.

Another major issue is vocational
rehabilitation. Again, there is a need
to study the pros and cons of a range
of models, including transitional ap-
proaches and newer supported-
employment options in which patients
receive training and support in actual
job slots. It is important to determine
the most helpful model, who benefits
from it, and at what stage in rehabili-
tation. Relationships, responsibilities,
and coordination among mental
health and rehabilitation agencies
need to be studied. Should the
severely mentally ill clients be main-
streamed in vocational rehabilitation
programs with the physically disabled
or developmentally disabled, or
should there be special programs for
them?

As noted above, a major limitation
of organizational research to date is
that it has not yet addressed the or-
ganization of entire catchment areas.
The establishment of CMHCs should
be studied carefully. In the past, for
example, drawing catchment bound-
aries in large urban areas often re-
sulted in zones with no real meaning;
they were not true geographic entities,
often dividing local ethnic and racial
communities, school districts, and so
on. On the positive side, however, all
CMHC program elements were usu-
ally accountable to one administra-
tion, a situation that does not exist in
fragmented systems of care.

A major problem arose with many
CMHUCs: they did not focus on treat-
ing people with severe mental illness.
Research in the organization of catch-
ment areas is critical and involves so-
ciopolitical questions such as who
should play what roles at the local
level (e.g., levels of government or
public versus private) as well as more
clinical questions such as what serv-
ices should be provided and how
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these services should be organized and
delivered to reach clients. Many of
these issues will be dealt with more
thoroughly in the next section of this
report.

Local Service System Issues With Spe-
dal Populations. Particular atten-
tion should be paid to the ways local
service systems can best meet the
needs of several special populations.
These populations are “special” either
because they have been markedly un-
derresearched and underserved (e.g.,
ethnic minorities) or because their
problems span the boundaries of sev-
eral major service systems (e.g., peo-
ple who have dual diagnoses or are
homeless).

The service and service system
needs of severely mentally ill people
from minority ethnic populations
have received far too little attention,
particularly in light of the fact that
these groups may be overrepresented
among severely mentally ill people
because of the association of both eth-
nic minority status and severe mental
illnesses with low socioeconomic sta-
tus. To date, research has revealed
clear-cut ethnic and racial differences
in use of services and retention in serv-
ices (Cheung and Snowden 1990). Un-
derutilization continues to be a prob-
lem for some groups, whereas
inappropriate use has been strongly
suggested for others. Much more re-
search is needed to document patterns
of differential use and to understand
the contributing factors, which may
include insensitivity or discrimination.
Such factors often lead to misdiagno-
sis tending toward the more severe
illnesses and treatments, such as
schizophrenia, and use of more re-
strictive forms of care, such as invol-
untary commitment. Other factors
include socioeconomic variables and
community attitudes toward service
use. The point is to seek knowledge

about the origins of racial and cultural
differences, to understand barriers,
and to find remedies.

Because beliefs about mental health
problems and the acceptability of al-
ternative solutions can vary greatly by
culture, research is also needed to un-
derstand what service or mix of serv-
ices is most valued and effective for
severely mentally ill people from vari-
ous ethnic groups. Such research
should consider the use of both formal
and informal supports and services.
Further, although there has been re-
cent emphasis on culturally adapted
programs, these must now be system-
atically evaluated. For instance, do
outreach, minority staffing, and cul-
tural sensitivity really improve minor-
ity service use and positive outcome?
The use of natural support groups
such as the church, civic organiza-
tions, and neighborhood community
centers needs further study.

More must be learned about the
financing of mental health care for
minority group members. Much of
this work will focus on public sector
mechanisms for subsidizing the care of
low-income people who are dispro-
portionately minority; yet private sec-
tor financing should not be ignored.
To what extent are differences
between minority and majority serv-
ice use attributable to differences in
financing? Are there differences in the
impact of financing mechanisms as
they interact with race and culture?

Co-occurring severe mental illness
and substance abuse. Severely men-
tally ill people who also abuse alcohol
and other drugs present great prob-
lems for effective treatment, yet they
constitute a large percentage of the
severely mentally ill population, espe-
cially the younger age groups (Ridgely
et al. 1986). Research is needed to sub-
categorize the population, to identify
which patients should be managed
primarily by mental health agencies

and which by substance abuse agen-
cies, and to determine how to inte-
grate treatment philosophies that are
very different. For example, in drug
abuse treatment programs the use of
medication is often discouraged, con-
frontation is encouraged, and non-
compliance often leads to expulsion.
All of these policies conflict with the
treatment philosophy of mental health
agencies. Several demonstration
projects treating dual-diagnosis pa-
tients are currently supported by
NIMH. They should furnish impor-
tant leads about future directions for
service systems research.

Homeless severely mentally ill peo-
ple. Estimates of the percentage of
the homeless who are severely men-
tally ill vary, but it is probably at
least 33 percent, with a substantial
portion of the group having substance
abuse problems as well. Some pro-
grams have demonstrated a moderate
degree of success in engaging these
individuals with an outreach case
management approach. Initially,
many of the homeless refuse any serv-
ices, but some later accept them if
trust can be established. Obviously,
from a systems perspective it is impor-
tant to study methods of identifying,
engaging, treating, and retaining this
population in programs as well as pro-
viding basic living needs such as hous-
ing and income. How should planning
and programs be coordinated between
agencies? Should mental health
groups be the lead agencies?

Forensic issues are also relevant.
How would outpatient commitment
or involuntary hospitalization affect
the ability to treat those individuals?
A major problem is the lack of hous-
ing in general. One study showed that
many homeless severely mentally ill
individuals accept a supportive living
program if one is offered (Rog 1991).
The investigators concluded that indi-
vidual problems were related more to
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the lack of suitable housing alterna-
tives than to individual psychopathol-
ogy. It is important to know what
housing and treatment alternatives are
most acceptable to this population
and which have the best outcomes.

Research Strategies, Methods, and
Priorities. Various research strate-
gies, including randomized experi-
ments, quasi-experimental designs,
and single case studies, can be used to
study service systems. Randomized
experiments, where feasible, continue
to be useful for evaluating effective
treatments and services. Review com-
mittees and funders must recognize,
however, that in studies of interven-
tions relevant to service systems, iso-
lating individual variables may not
always be a feasible or wise initial
strategy. Given the difficulty of dem-
onstrating positive impact on these
severe illnesses, documenting the effi-
cacy of a treatment package or pro-
gram model is often a useful first step.
Then, if successful, the package can be
dismantled to determine more pre-
cisely the critical ingredients. Further,
it is now time to do comparative stud-
ies of interventions that have been
found effective to determine what is
more useful for whom. Meanwhile,
research strategies must extend far
beyond randomized trials to address
many of the questions outlined here.
Methods relying much more on statis-
tical controls are often required.

Quasi-experimental designs can be
very useful and informative even
though there are inherent problems in
interpreting results from such studies.
Two sociodemographically similar
communities, one of which develops a
new service system plan, can be com-
pared by studying process and out-
come data.

Another research strategy that can
bear fruit is the single case study in-
volving data assessment before and

after a new system of care is inaugu-
rated. For example, indepth study of
the RW]J Foundation demonstrations
individually and collectively is recom-
mended.

A major issue discussed above is the
need for better measurement of a
range of client, family, economic, pro-
gram, organizational, and system
variables. Although a number of in-
struments exist in many of these areas,
the majority lack adequate psycho-
metric evaluation, and for most, train-
ing manuals and materials that would
permit their use by others do not ex-
ist. The development of valid and reli-
able measurement tools is a long-term,
time-consuming job that is not eco-
nomically feasible for each investiga-
tor. In light of this problem, it is rec-
ommended that additional centers for
services research be established and
that some focus be placed on develop-
ing and gathering psychometric infor-
mation on assessment tools that can
be used or readily adapted by others.
Consumers and family members
should be involved in such centers, or
be on their boards, to provide input
about the outcomes most meaningful
to them. The centers would also pro-
vide technical assistance to program
personnel who wish to conduct serv-
ices research. This assistance would
include furnishing psychometric meas-
ures and also advice on research de-
sign and methods for effective imple-
mentation of projects.

Another area of interest is the rela-
tive effectiveness of service systems in
other countries, such as England and
Canada, which organize and finance
mental health services quite differ-
ently than the United States does.
While comparative studies of the
health care system are under way
(e.g., Health Care Financing Adminis-
tration 1989), similar studies are
needed of mental health care and
costs.

A national sample of people with
severe mental illness and their families
should be surveyed to establish a
baseline for the current state of na-
tionwide mental health and relevant
nonmental-health services from their
perspective. Examples of possible is-
sues include the types of services they
are currently receiving, satisfaction or
dissatisfaction with services provided,
services they believe they need, access
to services, and suggestions for im-
provements (e.g., new types, modifi-
cations of existing ones). It would be
useful to have an independent evalua-
tion by research clinicians to deter-
mine what services would be optimal.

Organization of Mental Health
Care

Services research has tended to focus
more on the nature of mental health
organizations than on how to improve
the organization of care. One current
aim of mental health services research
involving organizations is to under-
stand how best to create a mix of serv-
ices to meet the needs of patients, in-
cluding those with special and
multiple problems. Another aim is to
understand the effects of recent health
policy changes and of alternative serv-
ice delivery options on the process
and outcome of treatment. Making
explicit and comprehensible interac-
tions for different organizational lev-
els of care is a challenge facing future
researchers (Kiesler et al. 1983).
Despite widespread agreement on
the basic elements of services needed
by individuals with severe mental ill-
nesses, one of the most striking organ-
izational features of the national men-
tal health care system is its diversity
across and within State and local pro-
grams (Torrey et al. 1990). Although
this diversity may be attributable to
the many historical, political, social,
scientific, and economic forces
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that have influenced the evolution of
mental health care systems in the
United States, it also reflects socdiety’s
attempts to respond to the difficulties
of meeting the multiple needs of indi-
viduals with major and often lifelong
illnesses or disability.

To illustrate the dilemma of match-
ing organizational responses to the
needs of individuals, the historian
Grob (1979) described how the debate
over medical versus psychosocial
models of care for the mentally ill
constitutes a theme throughout the
history of mental institutions in Amer-
ica. Because both medical and psycho-
social needs are presumed inherent in
severe mental illness, this debate con-
tinues today: When and how should
individuals with severe mental illness
be treated in specialty hospitals, gen-
eral hospitals, community residential,
ambulatory, or family settings (Dor-
wart et al. 1991)? Indeed, a common
finding of many studies is that the
structure and processes of mental
health services are complex, fragment-
ed, confusing, and often dysfunctional
from the perspective of the patient
and family members; traditionally
available services, whether medical or
psychosocial, are often mismatched to
the needs of many individuals (Torrey
1988).

The service provision problems of
the mental health care system today
go far beyond a conflict between med-
ical versus psychosocial treatment
approaches; problems encompass lack
of scientific data and disagreement
about what services are needed for
whom, how best to organize these
services, and who should provide and
pay for them.

Significance of Organizational Issues.
There is a high degree of consensus
among policymakers, providers, pa-
tients and their families, and research-
ers that one of the most serious prob-

lems today in the mental health care
system—some would say “nonsys-
tem” —is widespread fragmentation
and lack of service coordination. This
view, however, is not accompanied by
agreement on what policy changes are
needed to improve the organization of
care (President’s Commission on Men-
tal Health 1978), nor does available
research suggest clearly from a service
system perspective what does and
does not work best (Mechanic 1987a).
Why should this fragmentation be of
concern?

In the broad sense, fragmentation
presents a threat to access and conti-
nuity of care, to efficiency and cost-
effectiveness of services, and to plan-
ning, policymaking, and management
of programs. This problem has many
dimensions. One concerns the differ-
ent levels of responsibility and roles of
Federal Government agencies, State
mental health authorities, and county,
municipal, or other local jurisdictions.
Because mental health services depend
so much on large public programs,
there is also a need to understand bet-
ter the governmental structures and
policymaking processes that deter-
mine how care is provided. Thus,
there is a role for the perspectives of
political science, public finance, and
management studies. Matters that re-
quire investigation include the struc-
ture of State mental health authorities
and strategies for effective change of
large-scale organizations.

What can be learned from existing
efforts about the most effective ingre-
dients for long-range planning and
program implementation? For exam-
ple, what can such services research
reveal about ways to address the
problem of sites for community resi-
dences? How do States compare with
one another on major dimensions of
carel Current efforts by the National
Association of State Mental Health
Program Directors (NASMHPD) Re-

search Institute (funded by the NIMH
National Reporting Program) are be-
ginning to explore these questions
through the creation of statistical
State profiles.

Current Problems and Issues: Frag-
mentation of Care. Historians and
political scientists have noted the ori-
gins of mental health care in the diver-
sity of State policies toward the men-
tally ill in America. Systems have
evolved disparately from the era of
local care (or neglect) in colonial times
to the epoch of 19th—century asy-
lums—the progenitors of modern-day
State and county hospitals—to the
introduction of scientific-medical
treatments in the 19508 and the Fed-
eral CMHC initiatives of the 1960s
and 1970s (Foley and Sharfstein 1983).
Of political necessity, each State de-
veloped its own programs and ap-
proaches to organizing institutional
and community care. The structure,
functions, and role of State hospitals
and of CMHCs varied widely from
one State to another and from urban
areas to rural ones. The emphases, the
balances that were struck, and the
mechanisms—or lack thereof —for
coordination of care were as diverse
as the local model programs. It is no
wonder that such a situation often
defied attempts at systematic service
systems research.

Today, the topography of the treat-
ment system is still inclined toward
peaks and valleys of good and bad
care. In some communities, there are
cleavages according to what is avail-
able in the private sector versus the
public sector. How does care delivered
by for-profit, nonprofit, and public
providers differ? What is the payer
mix in a community or State? In many
communities there are wide gaps; no
services are available for some popu-
lations. In still other settings, there are
inconsistencies and pitfalls in the poli-
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cies that govern eligibility for services.
Too often there are few or no research
data to guide the policymaker in
choosing among competing models of
care.

Economists and administrators
point to the multiple funding
sources—and the funding gaps—for
services for severely mentally ill indi-
viduals. Care in a single provider
agency typically is funded by local
contributions, State tax, Federal
health and social welfare programs
(e.g., Medicare, Medicaid, and social
security), private insurance reimburse-
ment, personal and family resources,
charitable donations, and various
other non-health-care sources of reve-
nue. Eligibility requirements and ven-
ues of payment for care present a
daunting complexity for administra-
tors as well as for clients and families.
As financing has become increasingly
complicated, studies of costs and fi-
nancing of care have become more
technical and difficult to do.

Funding services through compli-
cated arrangements, such as prospec-
tive payment systems and purchase of
service contracting, blur roles and
responsibilities for the cost of care
among Government, providers, pa-
tients, insurers, and regulators. Little
rigorous research about the ways in
which funding mechanisms influence
fragmentation of care or practices of
individual providers has been con-
ducted. Changes have been so rapid as
to hinder the capacity of service sys-
tems researchers to study the impact
on access to, quality of, and costs for
care in many settings. Learning more
about how economic forces shape
clinical care and how funding incen-
tives affect provider behavior or client
outcomes presents formidable chal-
lenges for the future (see the Financing
Mental Health Care section).

Patients, clinicians, and family
members have long recognized the

clinical features of severe mental ill-
nesses that may contribute to or exac-
erbate the effects of fragmentation of
care. The cardinal features of severe
mental illness often include clinical,
social, and other special needs. Some
examples of clinical characteristics
associated with severe mental illness
may include acute episodes of disorga-
nized behavior, prolonged periods of
withdrawal and isolation, or pro-
found changes in mood or ambivalent
and painful interpersonal relationships
(McGlashan and Carpenter 1988).
These attributes may impede partici-
pation in traditional treatment pro-
grams. Another concomitant of severe
mental illness may be impaired social
role functioning (i.e., difficulty in car-
ing for self or others, problems with
demands of occupational responsibili-
ties, unpredictable or frightening reac-
tions to stressful situations, or vulner-
ability to stigmatization and victimi-
zation by others) (see the Overcoming
Stigma section).

These clinical effects on psychoso-
cial functioning and quality of life are
sometimes referred to as the depend-
ency needs of patients, to underscore
the need for a wide array of socioeco-
nomic supports. In addition to having
medical needs, individuals may re-
quire housing and other subsistence,
social supports, counseling, transpor-
tation, crisis stabilization, and (at
times) hospital intervention for
acute treatment or safety. These de-
pendency needs are by no means
unique to those who suffer from psy-
chiatric disorders. In fact, they are
associated with people who have
widely different diseases (chronic
medical illnesses, major physical
handicaps) and statuses: very old,
very young children, or victims of
economic dislocation (e.g., immigra-
tion, homelessness, poverty). Thus, as
a long-term condition, major mental
illnesses may, like other long-term

illnesses, require services such as in-
come support, vocational rehabilita-
tion, assistance in activities of daily
living, structured or supervised ac-
commodations, psychoeducational
supports for family, facilitation of
nontraditional and self-care treatment
options, and access to an appropriate
array of acute medical, psychiatric,
and preventive care services.

A major obstacle to studying and
understanding these service provision
problems is that individuals have
long-term, intermittent, and changing
needs. The ongoing substantial mis-
matching of services to individuals’
needs presents a challenge to mental
health services research that calls for
creativity, innovation, collaboration,
and expanded efforts to evaluate the
effectiveness of both organized service
systems and individual treatment
(National Institute of Mental Health
1988). Some of the problems, prog-
ress, and prospects in organizational
systems research are described in the
next section.

Future Questions and Issues: Integra-
ton of Care. A central research issue
for the study of service systems is to
determine how services can be organ-
ized to match client needs most effec-
tively. To what extent are different
organizational approaches needed for
different subgroups of severely men-
tally ill persons, such as children, the
elderly, multiply disabled, minorities,
homeless, and victims of acquired im-
munodeficiency syndrome (AIDS)?
The boundaries of the mental health
care system are many and varied, in-
cluding nursing homes, jails and pris-
ons, homeless shelters, hospital emer-
gency rooms, health maintenance
organizations (HMOQOs), youth service
agencies, and private-office-based
practitioners. Each setting requires
different research approaches and
methods of evaluating treatment effec-
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tiveness for severely mentally ill indi-
viduals. Gaps exist not only in serv-
ices but also in the data and knowl-
edge from research about the magni-
tude and nature of the service gaps. A
leading premise of many current and
proposed reform programs for mental
health is that greater centralization of
authority and integration of functions
and funding would improve the care
of severely mentally ill individuals.
This section describes proposals for
realigning authority and responsibility
in mental health care systems and for
fostering better integrating mecha-
nisms.

Authority and responsibility. The
public mental health system in the
United States has evolved to include a
significant Federal Government role, a
massive State or county role, a decen-
tralized and often uncoordinated local
mental health role, and a poorly inte-
grated role for private providers and
office-based practitioners. The most
familiar scenario revolves around the
tension between State hospitals and
local CMHCs over their roles in coor-
dinating care. In some locales, a com-
prehensive array of inpatient and out-
patient services is coordinated for an
entire catchment area. In other places,
the catchment area concept artificially
and ineffectively bounds a loosely
configured collection of State and
local hospitals, community pro~
grams, and private providers, with
little or no central authority or inte-
gration of care.

To address this problem in large
urban areas, the RWJ Foundation has
initiated a national, nine-city demon-
stration project to determine how a
new centralizing administrative au-
thority might improve financing and
organization of care for severely men-
tally ill people (Shore and Cohen
1990). The new entities differ from
State mental health authorities and
may be private, nonprofit corpora-

tions or semipublic authorities. The
RW] demonstration project, which is
being evaluated in collaboration with
NIMH, offers an excellent example of
multidisciplinary, multisite service
systems research (Goldman et al.
1990). A separate RW] project in sev-
eral States aims to demonstrate the
effectiveness of new integrative struc-
tures and mechanisms for providing
services to children and adolescents
with serious emotional disturbances
(Florida Mental Health Institute 1991).
Changes in the organization of men-
tal health services, such as deinstitu-
tionalization, usually occur incremen-
tally over a period of years, or else
they are narrowly driven by specific
changes in the law, reimbursement
practices, or regulatory policy. Major,
comprehensive change occasionally
occurs suddenly. In 1988 in Ohio, a
concerted effort by the leadership of
the State mental health department,
the legislature, and citizen groups re-
sulted in legislation (Senate bill 156) to
reform the way services are structured
and governed (Robinson 1991). Re-
placing a system of separately funded
State hospitals and local boards, the
State introduced an inpatient and out-
patient services system whose funding
is controlled by local community men-
tal health boards with extensive use of
contracting for care. Local boards
have increased accountability and
provided incentives for cost-effective
out-of-hospital care. Although the
account of how these changes came
about is of interest to policymakers,
the study of the effect on the costs and
process of care and on patient func-
tioning and outcomes poses a chal-
lenge for services researchers. From
time to time, many States introduce
major service systems changes—case
management, capitation, new com-
mitment laws—that deserve careful
assessment of their use for other
States. Seldom, however, have re-

searchers been able to take advantage
of such natural experiments in the fi-
nancing and organization of care be-
cause of the time lag in procuring re-
search grants.

Change in health care policy contin-
ues apace. One indication of this
change is a rapidly expanding supply
of different kinds of mental health
service providers. Many other recent
trends or Government initiatives raise
issues similar to those addressed by
the RW] demonstrations concerning
service system integration and policy
coordination, such as the growth of
private psychiatric hospitals, the ex-
pansion under certificate-of-need de-
regulation of general hospital psychia-
try units, the extension of coverage
under HMOs and preferred provider
organizations, the spread of purchase-
of-service contracting by States, nurs-
ing home reform in the Omnibus
Budget Reconciliation Act of 1987 that
changed Medicaid to reduce the num-
ber of psychiatric patients in nursing
homes and improve quality of care,
and new Federal programs like fund-
ing for homeless mentally ill individu-
als, for people with AIDS, for housing
for the handicapped, and for treat-
ment of addictions. Ridgway and Car-
ling (1986) reviewed efforts by States
to address issues of the community
integration of psychiatrically disabled
persons and found residential service
development to be a high priority in
45 States. Numerous research issues
exist in this growing area of service
provision.

Integrating mechanisms. As the
mental health care system and treat-
ment options available have multi-
plied in complexity, so have attempts
to integrate and coordinate the service
system. These mechanisms extend
from client-specific to site-specific and
service-system-oriented approaches.
Among the most widely recognized
are the following: greater involve-
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ment of family members in treatment
planning; introduction of case manag-
ers (variously defined) into the service
system to coordinate care, especially
for severely mentally ill people living
in community-based settings; develop-
ment of rehabilitation approaches and
community support networks, includ-
ing training in community living, and
use of self-help organizations; struc-
tural linkage of mental health pro-
grams to non-mental-health services
as appropriate to client needs, such as
social services, housing, criminal jus-
tice, public health, general medical
care, children’s programs, chemical
dependency treatment, and vocational
training; and fiscal incentives to inte-
grate care, such as capitation plans.

Family and community support sys-
tems. Increased emphasis is needed
on the ways family members can best
be involved with service systems,
treatment planning, and policymaking
and advocacy processes (Group for
Advancement of Psychiatry 1989). In
addition to the service agencies within
communities and the families and
friends of mentally ill people, other
potential sources of support for se-
verely mentally ill people and their
families are community residents and
the social and connective institutions
within communities, such as churches,
schools, local media, and community
residential and recreational groups.
Research on these features of commu-
nities and their impact is important.
Communities have a special role to
play in service provision; citizen par-
ticipation in planning, governing, and
supporting service programs is crucial
for program success.

The recent emergence of the Na-
tional Alliance for the Mentally IIl
(NAMI) has made such undertakings
more possible and productive (Shetler
1986). NIMH has recently funded two
centers for research on self-help serv-
ices that can provide a foundation for

future efforts. In terms of organiza-
tion, there remains a role for research
in assessing the most effective long-
term roles and responsibilities for fam-
ily members in planning, governing,
supporting, and monitoring tra-
ditional and nontraditional services.
At the service system level, the role of
families in providing social and finan-
cial support for patients must be rec-
ognized and examined through fo-
cused research. In addition, research is
needed on ways in which systems of
care can work with, support, and re-
flect more understanding of families in
their roles both as recipients and as
providers of care. Community sup-
port programs continue to be an im-
portant element of comprehensive
services for severely mentally ill peo-
ple. (See the section below on Rehabil-
itation approaches.)

Case management. With roots in
social casework and the CMHC and
Community Support Program, case
management is not new to mental
health services, but interest in case
management for severely mentally ill
people recently has increased in recog-
nition of the importance of service
coordination (Robinson and Bergman
1989). Attention has been heightened
by provisions of the Omnibus Budget
Reconciliation Act of 1987 and Public
Law 99-660, which encourage case
management for Medicaid and
severely mentally ill or disabled peo-

.ple. In the context of diverse mental

health systems, many different models
of case management have emerged:
broker, rehabilitation, sodal support,
and therapeutic. Most models func-
tion primarily to increase client access
to appropriate services, to facilitate
and monitor specialized care, and to
provide responsible and consistent
contact between individuals and the
service system.

There have been few carefully de-
signed studies of the effectiveness and

cost-benefit tradeoff of different mod-
els of case management despite their
widespread use by State and local
mental health authorities and the op-
portunity afforded by numerous dem-
onstrations and natural experiments.

Rehabilitation approaches. A base
of research relevant to community
support programs and rehabilitation
services has been developing for more
than a decade (Anthony and Blanch
1989). Using largely quasi-experimen-
tal designs, researchers have studied
components of community support
systems, such as outreach, treatment,
health care, housing, peer support,
crisis intervention, and rehabilitation
services. Some of these topics overlap
with broad social policies like social
welfare, housing, and unemployment.
Research on other subjects has
evolved to include focused effects of
specific models for reducing long-term
disability and increasing socialization
skills of people with severe mental
disorders. Early reports from the
study of the federally funded Commu-
nity Support Program are encourag-
ing; according to Mulkern and Man-
derscheid (1989), the number of clients
served grew from about 4,000 in 1980
to 350,000 in 1984 while the program
was meeting its mandate to serve the
most severely disabled.

System linkages. Numerous ap-
proaches have been tried and evalu-
ated for increasing service systems
linkages. Some have been broadly
based on reforms in legislation, such
as those in Ohio. Others rely on dif-
ferent forms of financing services, as
in Dane County, Wisconsin, or Roch-
ester, New York (Marshall 1991). An-
other group of approaches involves
realigning authority through public
channels or restructuring local mental
health centers. Still other methods rely
on case managers and administrative
procedures, such as contracting for
services, to expand interorganiza-
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tional arrangements and sharing of
services. Creating innovative services
to meet multiple needs, such as a dual-
diagnosis hospital unit or a specialty
clinic, is another way to link what
may otherwise be separate programs.

Model programs for special popula-
tions. Many specific model pro-
grams could be mentioned that have
involved research and evaluation or
hold promise. A few recent examples
include Dane County studies (Stein
and Test 1978), demonstrations for
the homeless under Public Law 100-77
(Levine and Rog 1990), and programs
for special populations (e.g., prison-
ers, rural dwellers, elderly, develop-
mentally disabled, or substance abus-
ers).

Research Strategies.

General problems in organizational
research. Much of the service sys-
tems literature of the CMHC era in
the 1960s and 1970s resulted from
evaluation research aimed at studying
how programs developed, operated,
and delivered services. Such research
was often conducted in parallel with
community-based needs assessment
studies. Such “ecologic” investigations
examined the relationship of commu-
nity (population) characteristics (indi-
cators) to services provided by organi-
zations in a community and sought to
evaluate access to care. Another line
of inquiry involved sociological anal-
ysis of organizational characteristics
of hospitals or mental health facilities
to evaluate their effectiveness in meet-
ing stated objectives.

More recently, important economic
studies have focused on the perform-
ance of organizations in terms of
costs, efficiency, and provider behav-
ior (McGuire 1989). Unfortunately,
researchers have given little attention
to linking service system characteris-
tics to cost-benefit or clinical out-
comes, or to determining the impact

of different organizational and finan-
dal arrangements on access to and
quality of care. Despite the impor-
tance of these questions, numerous
conceptual, methodological, and lo-
gistical problems need to be resolved
if such research is to be carried out.
This section highlights only a few of
the obstacles.

Methodological problems in organi-
zational research. Because of the
potential impact of changes in service
systems on clinical and social func-
tioning of individuals, there is a need
for data bases that include measure-
ments and frequent observations
made during an extended time period
(i.e., longitudinal studies). In addi-
tion, there is a need to carefully col-
lect much information about both the
service systems and the patients to
control for various factors that are
likely to influence the outcomes of
major mental illness. Purther work is
needed to design ways of conducting
research that seeks to measure service
system interventions and clinical
treatment effects simultaneously. In-
deed, developing or adapting valid,
reliable, and sensitive measures of
service system performance should be
a priority in the near future. These
measures may then be used in a scien-
tifically sound design and with clinical
outcome measures to yield generaliz-
able findings concerning the care of
severely mentally ill people.

For some purposes, randomized
clinical trials would be desirable. To
answer other questions, studies of
matched samples in different organi-
zational settings may be a fruitful ap-
proach. For generating useful hypoth-
eses and answering certain questions
about service operations, existing or
new management information systems
may yield valuable insights; this ave-
nue should be explored because of its
potential for increasing research ca-
pacity as well as improving manage-

ment of care. To understand how sys-
tems do or do not work, carefully
designed case studies, such as in the
Rochester capitation experiment or
the RWJ nine-city demonstrations
may be necessary. Greater attention
should be paid to opportunities for
evaluating “natural experiments” in
States. In all, more attention is needed
to support and train investigators for
developing, synthesizing, and testing
multimethod research strategies (see
Research Resources [Mechanic et al.,
this issue 1992]).

Spedal problems in organizational
research in mental health. A few
major, crosscutting issues should be
mentioned. One involves the existing
and future relationship of the mental
health system to the general medical
care system on the one hand and to
the social service system on the other
(Koran et al. 1989). In light of recent
advances in medical treatments and
psychosocial rehabilitation, it is time
that research examined systematically
and concurrently the relative contri-
butions of medical, nonmedical, and
multimodal treatments for different
disorders and conditions. Alternative
hypotheses concerning the benefits of
mainstreaming the treatment of men-
tal illness with general medical care
need to be critically and rigorously
reexamined (Wells et al. 1989).

Desire to forge closer ties between
organizational and economic research,
and between universities and State
mental health authorities should be
another prominent impetus to service
systems research. The foundation for
such collaboration was laid with the
establishment of NIMH centers on
organization and financing of care for
severely mentally ill people. For exam-
ple, demonstration and evaluation
projects should be encouraged to in-
clude an explicitly economic compo-
nent in their design (see the Financing
Mental Health Care section). Demon-
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stration and effectiveness research
projects involving public mental
health facilities should be required to
show ties with local academic research
centers so that the requisite method-
ological technical expertise is obtained
and students and trainees get greater
exposure to services research.

Summary. Just as a need has been
identified for better integration of serv-
ices to improve the care for severely
mentally ill people, so the need for
integration in service systems research
has been stressed. This integration
involves bringing together different
disciplines (e.g., economics, sociol-
ogy, management, social psychology,
statistics, and clinical specialties), lev-
els of analysis (patient specific and
organization level), methods (clinical
trials, comparative case studies, and
acute and longitudinal outcomes), and
settings (public and private, inpatient
and outpatient, and traditional and
nontraditional). Such research re-
quires the formulation of broadly
meaningful research questions and
testable hypotheses that relate service
systems to clinical concerns and each
of these, in turn, to economic factors.
A major challenge lies in relating data
from the systems level to care of spe-
cific patients. A commonly recognized
framework for approaching questions
about quality of care specifies three
separate elements for analysis: struc-
ture, process, and outcome (Donabe-
dian 1988). Few data are available
about the interaction of systems with
individual patients or about outcomes
of care over time.

Judd (1988) has called for increased
integration of service and clinical re-
search. Indeed, relatively few studies
have successfully evaluated the effec-
tiveness of service systems with clini-
cal outcomes (National Institute of
Mental Health 1988). The fragmented

nature of community-based systems
of care makes such research extremely
difficult. Monitoring total service use
for an individual or a cohort of pa-
tients for even 1 year—much less for 5
to 10 years—is a formidable task.
Such integration is hindered because
the methods of providing services,
measures of economic and social
costs, and measures of the range of
relevant outcomes are not clearly de-
fined. Studies often provide only
structural measures of capacity and
quantitative accounting of predomi-
nantly institutional services without
showing links to effects on patient
care. As a result, program effective-
ness or efficiency cannot be evaluated
adequately.

One model for such large-scale re-
search efforts is the NIMH Epidemio-
logical Catchment Area series of stud-
ies (Robins et al. 1991). Another is the
ongoing RWJ Foundation nine-city
demonstration of decentralization of
services, with an NIMH-funded evalu-
ation and several related research
grants. Others are the NIMH-
supported State mental health service
system research capacity projects, and
several Public-Academic Liaison
(PAL) projects. More efforts to link
clinical and services research are
needed, and they should not be lim-
ited to what is currently feasible. Re-
searchers should be encouraged to
extend their aim in search of what
works best for each group of individu-
als with severe mental illness. Perhaps
the greatest challenge is to design lon-
gitudinal studies that will lead to im-
provement in long-term outcomes for
services for the mentally ill (Group for
Advancement of Psychiatry 1992).

Financing Mental Health Care

This section articulates a set of
research priorities for the economics
of providing support and care for

those affected by severe mental
illness. First, some obstacles that face
policymakers in financing mental
health care are outlined. Next is dis-
cussion of the main areas of research
on the economics of mental health. A
third section outlines some directions
for research that may best contribute
to knowledge that would aid policy-
makers.

Current and Continuing Obstacles.
A number of problems face policyma-
kers who are interested in wisely ap-
plying scarce resources to the treat-
ment of a class of illnesses that
imposes dramatic costs on society.?
Unfortunately, many of these issues
posed obstacles to previous genera-
tions of policymakers and researchers.
Perhaps one of the most difficult
problems concerns the allocation of
resources across treatment settings.
Since the late 1970s, a consensus has
been emerging that most severely
mentally ill people can be successfully

* maintained in the community at a cost

comparable to that of caring for such
patients in a mental hospital.3 This
consensus is in part reflected by the

1This section does not focus solely on the
sick individual, because a number of other
parties are affected. Economists refer to
this as the “public good” aspect of mental
health care.

*These costs include monetary costs re-
lated to lost employment; burdens on the
health care, criminal justice, and social
service systems; and personal costs to
friends, families, and neighbors of affected
individuals. In addition, the general public
is saddened and shamed by the sight of
homeless mentally ill individuals and made
fearful by the antisocial behavior that
some severely mentally ill people exhibit.

3The research supporting this contention
has been reviewed by several authors (e.g.,
Kiesler and Sibulkin 1987). Some of the
most comprehensive research on this issue
has been reported in Weisbrod (1983).
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continued expansion of care for se-
verely mentally ill people in settings
outside mental institutions. While this
consensus has been forming, State
mental health budgets have continued
to be allocated largely to public insti-
tutions. Thus, roughly 63 percent of
the budgets of State mental health
agencies (National Association of
State Mental Health Program Direc-
tors 1989) support State mental
hospitals.* A consensus has also
formed suggesting that this budget
share is too large (Mechanic 1987b).
The persistence of State mental hospi-
tal budget shares remains a problem
for even those State policymakers
who are firmly committed to support
of community services for severely
mentally ill individuals.

A second vexing problem that has
become more acute is indigence among
the mentally ill. The mentally ill are
overrepresented among the medically
indigent and the uninsured (Frank
1987); patients diagnosed with mental
disorders are a main source of uncom-
pensated hospital care. The origins of
these problems are many, but among
the most significant is the disruption
that mental illness imposes on an indi-
vidual’s life. Severely mentally ill peo-
ple are downwardly mobile, and loss
of income and poor prospects for earn-
ings and employment are common.
Gaps in private insurance coverage for
mental disorders have been well docu-
mented (American Psychiatric Associ-
ation 1989) and contribute to medical

*“This figure may be a bit misleading,
because in most States Medicaid expendi-
tures for mental health services are not
grouped with other mental health
expenses. When Medicaid mental health
claims are included in such calculations,
the share spent on institutional settings
falls somewhat. Estimated percentages of
expenditures on State mental hospitals fall
to nearly 55 percent.

indigence among severely mentally ill
people.

The structure and administration of
the Medicaid program and the related
entitlement programs pose particular
problems for financing the care of in-
dividuals with severe mental iliness.
For example, it has been estimated
that roughly 50 percent of individuals
suffering from persistent and disabling
mental disorders are enrolled in the
SSI program (Taube et al. 1990).
Moreover, there is little incentive for
public providers who are deficit
funded to help potentially eligible in-
dividuals enroll. Finally, gaps in ac-
cess to other entitlements (e.g., State
income support programs that are
linked to medical coverage) may con-
tribute importantly to indigence
among the mentally ill.

The rise of homelessness among the
mentally ill is one highly publicized
side effect of the shifting locus of care.
Accompanying that phenomenon is a
general concern about residential
treatment as a component of commu-
nity treatment programs. The eco-
nomics of board-and-care homes as
well as other forms of residential sup-
port for severely mentally ill individu-
als has received little attention (excep-
tions include Rubin and Seneca 1989).
There is some evidence that the pric-
ing strategies governed by the SSI pro-
gram may lead to living arrangements
in which quality of life is too low and
to an inadequate supply of housing
for severely mentally ill people. Hous-
ing support programs offer important
potential for maintaining very dis-
abled individuals in the community.
These programs also represent some
of the most shameful abuses of men-
tally ill people and the public re-
sources that are supposed to support
them.

Concern about rising health care
costs has led to the adoption of poli-
cies that do not recognize the unique

characteristics of mentally ill individu-
als and the treatment techniques that
are used to serve them.* Per-case pro-
spective payment for inpatient psychi-
atric care is a case in point (Frank and
Lave 1986; McGuire 1989). The Med-
icaid program, a major source of fi-
nancial support for treatment of indi-
viduals with severe mental illness, has
been under pressure from both State
and Federal legislatures to contain
expenditure growth.

This concern has had important
consequences for treatment of individ-
uals with severe mental illness. Per-
haps the most serious has been a lack
of willingness to expand the defini-
tions of reimbursable services to ac-
commodate recent innovations in the
technology of community treatment.
Case management and psychosocial
rehabilitation are available only as
optional services and therefore are
often not covered under Medicaid.
When these services are covered, re-
imbursement levels are usually set so
low that providers are unwilling to
participate.

State Medicaid programs tend to
structure reimbursement in such a
manner as to encourage institutional
care over community treatment. This
occurs in part because institutional
payments reflect more closely true
costs than does reimbursement of
community providers. Also, eligibility
is often linked to institutional treat-
ment. This occurs partly because of
so-called spend-down provisions and
regulations governing eligibility (e.g.,
those for severely emotionally dis-
turbed children).

3 Another reason why these policies may
be ill-founded is that expenditures for men-
tal health care in the United States during
the 1970s seemed to grow significantly less
than total health care costs (Frank and
Kamlet 1985).

0T0Z ‘Sz AInr uo Ag Bio sjeulnolpiojxo-unajngeluaiydoziyas//:dny wolj papeojumod


http://schizophreniabulletin.oxfordjournals.org

SCHIZOPHRENIA BULLETIN

Another example is the continued
focus on policies that attempt to in-
duce users of mental health care to
behave more like consumers in tradi-
tional markets. Although these poli-
cies may have some appeal in the gen-
eral health sector (Pauly 1989), they
may be counterproductive in the men-
tal health area (McGuire 1989).

Status of Current Research. There
has been tremendous growth in the
volume of economic analysis of prob-
lems in the mental health care system.
That most of this research has been
supported or initiated by NIMH
points to the pivotal role that NIMH
has played historically and shows the
type of impact that the setting of new
research priorities is likely to have on
economics and financing research in
the future. Research has focused on
economic issues linked to the emer-
gence of private markets in the mental
health sector. Specific concerns relate
to the demand for ambulatory mental
health services, mental health cover-
age under a national health insurance
program, regulation of insurance,
competition among providers of men-
tal health care and its impact on costs
and quality of care, and prospective
pricing of mental health services.

The research on these issues has
been innovative and in some cases has
led to substantial agreement among
researchers and policymakers. Re-
search on prospective pricing has re-
sulted in broad consensus. The results
on responsiveness to the demand for
ambulatory mental health services
have also converged over time (Keeler
1988; McGuire 1989). Nevertheless,
only a fraction of the research on the
economics of mental health care is
relevant to policy concerns about se-
vere mental illness. A primary reason
for the incongruity between the new
focus on severely mentally ill people
and past research on the economics of

mental health relates to the role of
markets in the sector. Although mar-
kets have become very important ele-
ments in allocation of mental health
care resources, most of the resources
devoted to treatment of severely men-
tally ill people are allocated outside
traditional markets. The mechanisms
that are used to allocate resources for
treatment of severe mental disorders
include regulations governing inter-
governmental transfers, contracting
arrangements between public agencies
and private providers, rules governing
eligibility for various entitlements,
and the structure of the Medicaid

program.

Priorities for Financing Research. To
propose a set of priorities for research
on economic and financing issues re-
lated to the treatment of severe mental
illness, it is necessary to identify sev-
eral unique characteristics of the se-
verely mentally ill population. Per-
haps the most significant feature is the
degree of disability that stems from
many severe mental disorders. Con-
temporary goals for care of severely
mentally ill people focus on rehabilita-
tion and maintenance of functioning
(Shephard 1984). This focus assumes
that severe mental disorders are asso-
ciated with long-term disabilities in
which rehabilitation goals such as so-
dal adjustment, independence, and
the meeting of basic human needs are
central (Wing 1978). Attaining these
goals is complicated by the high inci-
dence of poverty among the severely
mentally ill population.

A second distinct characteristic of
severely mentally ill people is reliance
on the public sector for material sup-
port and treatment. The number of
persons with mental disabilities (other
than retardation) who are enrolled in
the SSI and SSDI programs rose dra-
matically during the 1980s. The Social
Security Administration (1987; 1991)

reports a growth of 56 percent in the
percentage of SSI enrollees with a pri-
mary mental disability from 1986 to
1990. Similarly, the number of SSDI
enrollees with a mental disability has
grown by 67.5 percent from 1984 to
1990 (Lave and Goldman 1990). Pub-
licly owned hospitals and general hos-
pital psychiatric units treat many indi-
gent psychiatric patients. Moreover,
publicly supported clinics and rehabil-
itation and residential programs are
virtually the sole source of care for a
majority of severely mentally ill
patients.¢ Finally, the Medicaid pro-
gram is the largest source of Federal
support for the care of the severely
mentally ill population.

The third major feature of the
problem of treating severe mental
illness relates to the broad array of
human, social, and medical services
that constitutes a state-of-the-art
treatment package (Stein and Test
1980; Mechanic 1987b). Mentally ill
individuals and their families must
negotiate a complicated and frag-
mented set of programs, providers,
and government bureaus. Complying
with treatment regimens, obtaining
and remaining in adequate housing,
applying for and maintaining entitle-
ments, and participating in programs
such as vocational rehabilitation are
all obstacles that frequently confront
severely mentally ill people (Schwartz
and Goldfinger 1981; Boyer 1987).

These fundamental characteristics
point to the need to focus the atten-
tion of economic research away from
demand-side financing strategies that
attempt to use cost sharing to influ-
ence consumer behavior. Severely
mentally ill individuals are often poor,

°A publicly supported program may
either be owned by government or receive
a substantial portion of support from pub-
lic funds.
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have very intense and complex needs,
and function poorly in the role of con-
sumer. Emphasis must be given to re-
search on financing policy that is de-
signed to influence the supply (provid-
er) side of the market (McGuire 1987).
These concerns lead here to proposals
for three major areas of research,
within which fall a number of specific
activities.

The first area of research focuses on
understanding the set of organiza-
tional and financial arrangements that
most effectively strengthen consumer
interests. Given the complex needs,
poor consumer functioning, and frag-
mented system of care, institutions
arise that act on behalf of the severely
mentally ill individual. In some cases
the family serves as the sick indivi-
dual's agent, and in others a case man-
ager is relied on to act on the patient’s
behalf. A variety of other arrange-
ments also exist, such as adult protec-
tive services, adult foster care, and
involuntary commitment. Little is
known about how these arrangements
are organized and financed in most
public systems of care.

Case management provides a clear
example. A great deal has been writ-
ten on the subject, but very little
study has been accorded to the organi-
zational context and the method of
payment for specific activities. The
payment arrangements may pose bar-
riers (or may facilitate) the coordinat-
ing role of the case manager. For in-
stance, some typical goals of case
management involve improving access
to entitlement programs for severely
mentally ill clients, coordinating refer-
rals to specialty treatment programs,
and negotiating housing arrange-
ments. Yet one common approach to
funding case managers restricts pay-
ments for services involving face-to-
face interaction with clients. This ap-
proach does not reward activities that
best further the goals stated above;

instead, it encourages a direct service
provision role (usually in the case
manager’s office). Conflicts between
goals and payment method incentives
can be resolved by articulating the
specific goals and models of case man-
agement to be adopted, and then im-
plementing financing methods that
reward activities advancing program
goals.

A first step in research on the eco-
nomics of improved coordination
would be to carefully describe various
financing and organizational arrange-
ments. The relative effectiveness of
the different arrangements could then
be systematically studied. The Medi-
caid program provides an excellent
laboratory for studying case manage-
ment; there is a great deal of variation
across States in coverage of these serv-
ices and the specific rules under which
these services are to be delivered.

Another issue within this first area
of research concerns how, and under
what conditions, various strategies are
most effective in centralizing responsi-
bility for care of severely mentally ill
individuals in a service system. To
what extent are financial incentives
and organizational structure compati-
ble for efficiently meeting the complex
needs of severely mentally ill people
under specific political and cultural
conditions? What systemwide organi-
zations and incentives best serve the
consumer’s interests? One approach
involves instituting mechanisms for
making the dollars follow the patient.

There are opportunities to experi-
ment with these types of innovations
within State Medicaid programs and
public mental health systems. One
such approach is to make case manag-
ers independent of agencies and allow
them to manage a package of treat-
ment resources jointly with a patient
(in essence, a closed-ended voucher).
Then patients could seek care from

agencies that offer the most appropri-
ate services to suit their needs. In ad-
dition, there would be expert support
for this heightened consumer role in
the form of the case manager. The
result would be an introduction of
market discipline within agencies
without making the client bear the full
burden of playing the consumer role.

The second major area of research
relates to the public financing of care
for severely mentally ill people: What
are the incentives in arrangements for
using public dollars to provide treat-
ment for severe mental illness? This
broad area of research includes con-
cerns about the terms under which
Federal and State governments trans-
fer resources for treatment of severely
mentally ill people in local community
programs; whether use of privately
owned providers of care to deliver
publicly financed services is preferable
to direct public provision of care;
what type of contracts most effective-
ly meet public policy objectives when
privately owned providers are used;
what types of payment, regulatory,
and eligibility policies for the Medi-
caid program most sensibly balance
concerns about access to care and
strains on public budgets; the struc-
ture of incentives contained in income
support programs for severely men-
tally ill people; and, most global,
what combination of State policies to
finance care for severely mentally ill
people are optimal given the structure
of the delivery system, Federal policy
constraints, and the nature of the se-
verely mentally ill population.

Some examples may illustrate the
specific sorts of issues that could be
addressed. There is a consensus that
too many public mental health
resources are being devoted to treat-
ment in public mental hospitals. One
contributing factor is that the tradi-
tional method of financing commu-
nity mental health programs has been
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for State governments to transfer re-
sources to local mental health pro-
grams for community treatment and
then to offer use of the State hospitals
as a “free good.” Thus, there are no
adverse financial consequences to
communities that make heavy use of
State hospitals (Gaynor and Frank
1989; Taube and Goldman 1989). A
number of States have recognized that
such a financing system encourages
use of State mental hospitals. The re-
sponse has led to a considerable
amount of experimentation with alter-
native financing arrangements (Wis-
consin, Ohio, Texas, Michigan, and
Rhode Island have been particularly
aggressive in this area). The strategies
adopted by States have included mak-
ing local programs financially respon-
sible for all use of State hospital serv-
ice, offering communities budget
bonuses for decreasing their tradi-
tional use of the State hospital and
providing new community resources
to treat a segment of the severely men-
tally ill population that is at particu-
larly high risk of hospitalization. Each
of these approaches attempts to re-
ward activities or outcomes that are
expected to lower the use of State
mental hospitals.

A second example comes from a set
of research results that suggests that
systemwide consequences are often
overlooked when mental health fi-
nancing policy is made. The reason
probably is that no research had em-
pirically established key systemwide
linkages. Medicaid payment policy
during the early 1980s furnished a use-
ful illustration. During that period, a
number of State Medicaid programs
limited the number of inpatient days
they would reimburse. One important
consequence of that policy was to dra-
matically increase the likelihood that a
given psychiatric patient would be
transferred from a general hospital to
a State mental hospital. This conse-

quence suggests that (1) anticipated
cost savings from such policies will be
higher than actual savings, because
there is significant cost shifting from
Medicaid to the State hospital, and (2)
this cost-containment policy conflicts
with public policy aimed at decreasing
reliance on public hospitals. (See
Frank and Lave [1986] for a more de-
tailed description of the empirical
analysis supporting these results.)

A third general area of research
would address the economics of sup-
ported housing and its role within a
system of care for the severely men-
tally ill population. Understanding the
linkages among (for example) the sup-
ply and quality of board-and-care
homes, the level of SSI payments, and
housing market forces would be a ma-
jor step toward dealing with problems
of homelessness and inadequate hous-
ing among the severely mentally ill
population (Rubin and Seneca 1989).
Understanding these linkages would
require a clear definition of (1) the
role of board-and-care homes in the
treatment system and (2) mechanisms
that link supported housing to clinical
services, and a consideration of how
to optimally pay for this continuum of
care.

For example, SSI payments appear
to be set somewhat independently of
local market conditions. Thus, the
supply of supported housing tends to
concentrate in low-rent districts. As a
result, patients may be prevented
from becoming integrated into their
communities, access to care may be
diminished (at least in the short run,
depending on location of community
treatment programs), and quality of
housing and care in these settings may
be restricted.

Each of these areas requires a wide
range of research. Key elements of a
research program on the economics of
the severely mentally ill population
include investments in data collection,

basic research on measuring benefits
for use in cost-benefit analysis, devel-
opment of behavioral models of pub-
lic providers of mental health care,
studies of optimal policy choice, and
new efforts to apply simulation tech-
niques for assessing systemwide con-
sequences of financing policies.

A variety of data collection efforts
would encourage and facilitate re-
search on financing care for severely
mentally ill persons. Perhaps the most
critical effort is the development of
comprehensive data on the public fi-
nancing of mental health care.
NASMHPD has collected data on ex-
penditures that are under the control
of State mental health authorities.
These data are very important and
have provided the first glimpses at
public financing of mental health care.
Nevertheless, these data are limited in
important ways: They do not usually
include most Medicaid expenditures
on mental health, and they exclude
local government contributions. A
data collection effort in this area
would focus on the local government
or local mental health authority. Ex-
penditures from all public and philan-
thropic sources would be collected in
agreement with the terms under which
these dollars were allocated. In addi-
tion, key aspects of the organization
of service delivery in the public sys-
tem would be specified (e.g., public
provision vs. contracts with nonprofit
providers). These data would be use-
ful for examining a number of the is-
sues mentioned above.

A second general area for future
research relates to developing behav-
ioral models of public providers. Most
hypotheses regarding public provision
of mental health care have been ar-
rived at via casual observation (one
important exception is the work of
Michaels (1980]). Important insights
into the consistency of organizational
and financing arrangements might
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stem from the development of such
models. Empirical models would rely
on conceptual characterizations of the
behavior of public providers.

Cost-benefit analysis has an impor-
tant place in the evaluation of treat-
ment programs and technologies. The
work of Weisbrod (1983) exemplifies
the important contribution that care-
ful cost-benefit studies can make.
Methodological improvements in
measuring benefits would further ex-
pand the usefulness of cost-benefit
analysis. Specifically, making use of a
multiattribute utility theory may al-
low researchers to make better judg-
ments concerning the effects of treat-
ment programs that have multiple
outcomes affecting a variety of parties
(patients, families, and neighbors).

Examination of systemwide impacts
of major changes in financing policy
has been quite limited in the mental
health field. This is true despite the
recognition that the mental health,
human service, and health sectors are
interdependent. Simulation technolo-
gies can provide useful first approxi-
mation of systemwide linkages for
policy evaluation. Encouraging the
use of such approaches in mental
health policy would be likely to
greatly improve the consideration of
alternative policy scenarios by policy-
makers.

Legal Issues

Consideration of legal issues related to
the provision and regulation of mental
health care is a key component of any
effort to mount an effective program
of research on service systems. Much
of what happens in the community to
individuals with persistent, disabling
mental disorders depends on the legal
rules regarding the treatment of pa-
tient behavior as “different” from the
behavior of other citizens (Morse
1978). What passes as minimally ac-

ceptable care and what can reasonably
be expected of mental health profes-
sionals in the performance of their
roles are also influenced heavily by
legal standards (Sales 1983). In short,
legal issues set the limits and define
the ethos of care that is provided to
patients in the community.

Current Knowledge. Getting a firm
grasp on the relationships between
legal issues and service provision to
people with persistent, disabling men-
tal disorders is not a straightforward
task, however. This area of inquiry
does not seem to have a clear disci-
plinary home, a consistent paradigm
for investigation, or a clearly delim-
ited set of topics that makes up the
core of the field. The questions of in-
terest in this area are necessarily mul-
tifaceted and often shift with time,
and much research in the field is re-
sponsive to statutory trends (e.g.,
changes in commitment laws) and
general public policy concerns (e.g.,
homelessness). Moreover, because of
the necessity to consider legal, organi-
zational, and clinical knowledge in
formulating research in this area, in-
terdisciplinary collaboration is often
considered essential to designing re-
search that can prove informative for
policy formation. The field is neces-
sarily broad and complex.

Despite this diversity, research on
service provision and the law can gen-
erally be considered to be of three
types. First, there is research that
looks at the effectiveness of particular
legal approaches to achieving desired
public policy ends. A considerable
amount of empirical research has ex-
amined the impact of civil commit-
ment strategies (Hiday 1988) and stan-
dards for the invocation of the
insanity defense (Steadman 1985).
Much less work has been done to de-
scribe the process and effects of fo-
cused legal changes in particular men-

tal health systems (e.g., the effect of
consent decrees on the service provi-
sion in certain locales). Legal effects
are difficult to document empirically
because local idiosyncracies often af-
fect measurement and subsequent gen-
eralization of findings. Also, the large
number of possible intervening vari-
ables often leaves results open to dif-
ferent interpretations. The strategy of
documenting local changes in a more
qualitative and investigative reporting
fashion, in conjunction with empirical
data collection, seems to hold more
promise for understanding the mecha-
nisms at work when particular legal
policy changes are put into place.

The second major type of research
has been the development of clinically
useful strategies for dealing with the
legal determinations that are often
required of mental health profession-
als. In particular, there has been work
on strategies for assessing the future
dangerousness of an individual (e.g.,
Segal et al. 1988) and the competency
of an individual to make particular
treatment decisions (e.g., Grisso
1986). This line of research has pro-
duced methods for assessment that
have some discriminatory power, but
it has far to go to account for the
many contextual factors that are often
related.

Third, research has also attempted
to provide empirical tests of some as-
sumptions that underpin particular
legal arguments regarding the way the
law works. The regularities of clinical
practice have been documented to
provide policy theorists with a valid
view of what can and cannot be ex-
pected of mental health professionals
operating within certain legal bound-
aries (e.g., Lidz et al. 1984). The ex-
amination of clinical decisionmaking
regarding civil commitment and re-
lease of patients has been of particular
interest (Webster and Menzies 1987).
Within this framework, there have
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also been numerous studies of the
characteristics of clients of the legal
and mental health systems (Monahan
and Steadman 1983). These investiga-
tions inform planners about the char-
acteristics of individuals who may be
affected by interventions at particular
points in either the legal or the mental
health system and provide assess-
ments of the validity of certain as-
sumptions about how legal policy has
influenced the flow or type of individ-
uals who are processed and treated in
both systems.

Future Research Issues and Strategies.
One of the ways legal policy affects
service provision for severely, persis-
tently mentally ill individuals is by
changing the locus in which service
provision is most likely to occur and
the range of interventions that might
be seen as appropriate. The growth of
the asylum movement in the past cen-
tury is a historic example of a reorien-
tation of service provision going hand
in hand with legal policy changes
(Rothman 1971). Most recently, the
joint impact of the deinstitutionaliza-
tion movement and the expansion of
patient rights has created a radical
shift in the type of care that is most
commonly provided to the group of
patients in question (Mechanic 1989).
These influences have created the need
for services that might be attractive to
homeless mentally ill patients or pa-
tients who are living marginally with
family members or friends and who
now have the right to refuse involve-
ment with mental health care. This
shift raises two fundamental issues
about which more information is
needed in order to fashion informed
legal policy on the use of institutional-
ization.

First, there is a clear need to under-
stand more about the relationship be-
tween individuals with persistent men-
tal illness and their families. Families

are often the gatekeepers to both the
legal and mental health systems, and
the processes by which families access
services and accommodate legal
changes are underexplored. Studies
about family members’ views and use
of particular types of treatment serv-
ices or legal regulations could provide
significant information on the results
of various strategies that rely on fam-
ily members’ involvement in persuad-
ing or coercing patients to receive
treatment.

Second, it would be extremely help-
ful if research could clarify how these
patients move between the criminal
justice and mental health systems. It is
clear from the existing research that
there is a considerable, and possibly
expanding, amount of exchange be-
tween these systems (Teplin 1984).
Moreover, it appears clear that a large
number of persistently mentally ill
individuals are being processed at lo-
cal jails—sites with generally inade-
quate facilities for managing such peo-
ple (Steadman et al. 1989). More
research on practical methods for
screening, referring, or treating pa-
tients who are entering the jail system
would be worthwhile.

Glaringly absent is any investiga-
tion of movement between the crimi-
nal justice and mental health systems
from the perspective of the client.
Most studies have used overall statis-
tics regarding samples of prisoners or
mental patients, but there have been
few systematic attempts to track the
“careers” of patients through both the
mental health and the criminal justice
systems. Such an investigation could
yield valuable information about the
parameters and the most common
patterns of involvement of patients in
both systems (Mulvey et al. 1986).
This information is necessary for two
purposes: assessing the reasonable-
ness of targeting services for particular
points in a patient’s involvement in

one or the other system, and isolating
subgroups of patients that are at legal
risk for multiple (and costly) system
involvements.

It is especially important to gather
this type of information about the
movement of adolescents through dif-
ferent treatment and justice systems.
Evidence of lower ages of onset for
particular disorders and of the sky-
rocketing rate of institutional place-
ments of adolescents (Weithorn 1988)
argue for a heightened concern about
younger patients. An increased bur-
den on systems serving minors can
already be seen (Office of Technology
Assessment 1986) and can be expected
to continue. As a result, the involve-
ment of the family, the effects of early
service usage, and the factors that ap-
pear related to involvement with the
juvenile justice or child welfare system
instead of the mental health system all
deserve research consideration.

In research on both family involve-
ment and treatment histories, it seems
especially important to consider cul-
tural, ethnic, and radial differences
adequately. Information is needed
about family processes and clinical
judgment regularities that might ac-
count for the widely differing rates of
hospitalization and involuntary com-
mitment across groups (Lindsey and
Paul 1989). A continued effort to sep-
arate the effects of race and socioeco-
nomic class on these treatment and
legal outcomes would also be valu-
able. The formulation of any reasoned
arguments about equity in service pro-
vision rests on the generation of such
information.

In addition to these basic issues is
the possibility that certain legal policy
trends may significantly alter the
ethos of care and should thus be ex-
amined closely. In response to the per-
ceived inadequacy of the existing sys-
tem for disenfranchised, severely
mentally ill patients, a number of
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States seem poised to use existing or
new statutes to put outpatient com-
mitment or community monitoring
systems into effect (Miller 1988). The
general strategy is to provide court
orders that patients must comply with
certain conditions of outpatient treat-
ment or face placement in an institu-
tional setting. From the policy per-
spective, approaches such as out-
patient commitment are probably the
most promising avenues out of the
dilemma of choosing between ineffec-
tive, revolving-door institutionaliza-
tion and benign neglect in the commu-
nity.

The idea of outpatient commitment
raises a number of fundamental issues
regarding patient rights and the effi-
cacy of coerced treatment (Mulvey et
al. 1987). It seems important to follow
the natural experiments and demon-
stration programs connected with the
implementation of these programs,
and to document systems-level
changes and patient outcomes. A care-
ful documentation and assessment of
the effects of these efforts could go a
long way in helping to design a system
of community patient monitoring that
is both legally and clinically accept-
able. It would be unfortunate to miss
the opportunity to provide useful em-
pirical information about these efforts
while they are still in their formative
stages, not yet hampered by organiza-
tional inertia.

Two enduring topics: Patient vio-
lence and provider coercion. In
many ways, this movement toward
outpatient commitment reflects a
broader, more explicit acceptance of
the social control function of mental
health care providers (Appelbaum
1988). Although there is periodic con-
cern about the reasonableness of a
dangerousness standard for civil com-
mitment, the case can be made that
the problems of predicting dangerous-
ness and coercing patients to receive

treatment are not going to go away
and can no longer be ignored. If this
position is accepted, it seems that re-
search is needed on these two endur-
ing topics.

The process of predicting danger-
ousness and the limits of clinical accu-
racy in this regard require continued
study largely because this issue is cen-
tral to arguments about the State’s
proper use of the parens patriae (i.e.,
responsibility to care for persons un-
able to care for themselves) and police
power (i.e., responsibility to protect
the community) with mental patients
(Shah 1981). The practices of criminal
and civil commitment rest heavily on
many untested assumptions about
patient violence and the level of skill
that professionals have to predict it.
Despite continued interest in these
questions in the past two decades, re-
search in this area can only now be
thought of as moving into a second
generation of questions aimed at
merging the realities of clinical care
and the ideals of legal policy
(Monahan 1984).

This area of inquiry is particularly
important given the effect of the legal
system on individuals with severe,
persistent mental disorders. These
individuals are more likely to be in-
volved with the civil commitment
process and thus have a great stake in
whatever policies are considered.
Also, investigations of the dangerous-
ness of people with severe, persistent
disorders have a certain theoretical
appeal. These individuals represent
the purest cases of policy interest and
thus offer cleaner and more informa-
tive evidence of the relationship
among violence, mental illness, and
clinical practice. Particularly informa-
tive would be investigations of the
relationship between violence and fac-
tors specifically related to mental ill-
ness (e.g., the dimensions of delu-
sions) and comparisons between the

violence of normal individuals and the
violence of mental patients. Such re-
search would shed light on what it is
(if anything) about the violence of
patients that might distinguish it from
the violence of any other citizens
(Morse 1982).

Two related refinements in this area
of inquiry appear to be needed to
move investigations ahead. First,
there must be consideration of vio-
lence and prediction for different sub-
groups of patients. Merely looking at
patient violence in general will inevi-
tably lead to vague theories of patient
violence and broad, less effective legal
policy. Second, there must be consid-
eration of different types of violence.
Assuming that violence is a unitary
phenomenon also limits the possibility
of finding powerful relationships.

Regarding the first of these refine-
ments, it should be mentioned that
deciding on ways to group patient
types more distinctly is not a straight-
forward task, and relying on diagnos-
tic categories for such distinctions is
probably of limited use in this
instance. Investigations of the rela-
tionship between particular diagnoses
and the level of patient violence seems
to be of little value unless there is
some theoretical reason for believing
that the link between the diagnostic
distinction in question and violence
should be particularly strong. For ex-
ample, knowing that particular
subtypes of schizophrenia may be
more or less related to violent behav-
ior may not be very useful without
having some theoretical rationale to
account for these differences.
Although investigation of different
diagnostic groups is useful for other
purposes, it may hold little promise
for understanding patient violence,

Instead, taxonomies of patient
“types” that are more broadly rooted
and multidimensional should proba-
bly be developed. Patient clustering
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based on variables more related to
theories of violence and to the ecologi-
cal niche of the patient (such as treat-
ment history, living arrangements, or
cognitive style) could prove more use-
ful for the development of powerful
and practical theory in this area. Also,
investigating what case-type distinc-
tions (possibly but not necessarily re-
lated to diagnosis) clinicians think
might be related to violence and
whether these case types in fact differ
in level of violent behavior seems to
have implications for the design of
service criteria and regulatory policy.

Regarding the second refinement of
looking at more differentiated defini-
tions of violence, it should be noted
that the distinctions of most interest
might be the ones dictated by policy
relevance. One approach with consid-
erable promise would be to examine
patient-family violence and public
violence separately, because each type
implies different strategies for clinical
intervention and regulatory policy.
There seems to be increasing aware-
ness in the field that treatment and
control of patient violence as a uni-
tary phenomenon has limited payoff
(Monahan 1988) and that considering
patient violence with family members
as a distinct research focus may be a
fruitful approach.

In this light, it is also worth consid-
ering how much and what type of at-
tention should be given to inpatient
violence. Because inpatient violence
can be researched much more easily
and cheaply than patient violence in
the community, perhaps inpatient
studies may become attractive to re-
searchers for their mere practicality.
The payoff of the research on inpa-
tient violence, however, may be lim-
ited. It seems questionable whether a
series of studies regarding the charac-
teristics of ward assaulters versus non-
assaulters will yield much useful in-

formation for policy development or
patient management.

This is not to say that research on
inpatient violence is useless, but cer-
tain caveats should be kept in mind.
First, careful consideration should be
given to the mechanisms chosen for
investigation; highest investigative
priority should be placed on interac-
tive processes that are likely to under-
lie patient violence both in the com-
munity and on an inpatient ward.
Second, inpatient studies would be
most useful if the variables investi-
gated are translatable into elements of
a clinical or legal intervention. It fol-
lows that there should be preliminary
research on mechanisms of person-
situation interactions that might un-
derline the display of violence in both
the community and the hospital.

For example, it might be revealing
to investigate the role of patients’ feel-
ings about having limited control over
their setting. Such an investigation
could provide valuable insights into
the dynamics of these violent encoun-
ters and might be useful in developing
cognitively based interventions. Look-
ing at the relationship between inpa-
tient assaults and number of previous
arrests, on the other hand, would not
necessarily produce information with
the same theoretical weight. The
former implies a theory of patient vio-
lence that might be transferable across
settings and have clinical implications;
the latter merely finds an association
that may or may not be part of a use-
ful framework.

The general topic of coercion is the
second issue stemming from the posi-
tion that the social control role of
mental health care providers must be
addressed directly rather than ignored.
The core of commitment law, the
emerging interest in outpatient com-
mitment, and the continuing debate
about the right of patients to refuse
medications all rest on numerous as-

sumptions about the process of coer-
cing patients into treatment. Unfortu-
nately, very little appears to be
known about coercion of individuals
with severe, persistent mental disor-
ders.

There is a clear gap in knowledge
about what strategies for coercing pa-
tients into treatment are used by clini-
cians, how patients experience this
coercion, and how effective coerced
treatment really is. Further, although
the interplay between a patient’s com-
petency and the suitability of differing
levels of pressure to comply with
treatment has been recognized theo-
retically as an issue, there has been no
clear study of it. Systematic investiga-
tion of these basic topics could ad-
vance the debate on the ethics and use
of different civil commitment strate-
gies and the types of social control
functions that might be appropriate
for mental health professionals.

At this point in the development of
research on this topic, it would proba-
bly be most advantageous to pursue
work that clarifies the concept of coer-
cion and documents its dimensions in
terms of legal proceedings that affect
individuals with severe, persistent dis-
orders. Collaboration among clini-
cians, empirical researchers, and phi-
losophers could provide much needed
clarification of the concepts of psy-
chological pressure and coercion as
practiced in the mental health delivery
system. Basic descriptive fieldwork
regarding the practices commonly
used to get individuals into hospitals
or to comply with treatment recom-
mendations would also be useful. This
defining of the theoretical dimensions
and practical contexts of coercion
could lay the groundwork for more
systematic efforts to determine
whether the use of psychological or
legal pressures with patients is detri-
mental or helpful to the provision of
services.
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Unexplored topics. Thereis a
dearth of research on the potential use
of the law as a mechanism to promote
innovative service systems or as a bar-
rier to effective care. Although legal
changes often set the limits of what
service systems can accomplish, what
can be done to promote favorable le-
gal contexts for service delivery is a
topic that is rarely explored systemati-
cally. Three issues in particular seem
especially worthy of more investiga-
tion.

First, the effects of confidentiality
on service delivery and coordinated
research efforts should receive more
attention. Restrictions on agencies
regarding the sharing of patient infor-
mation have become commonplace,
with the ostensibly laudable goal of
providing the patient with increased
control over the flow of potentially
stigmatizing or inaccurate informa-
tion. The effect that such controls
have had on limiting the coordination
or consistency of care should also be
recognized and systematically exam-
ined, however, if a reasoned approach
to balancing competing interests is to
be pursued.

Second, the issue of how to use the
law creatively to promote long-term
planning for the well-being and care
of individuals with persistent, severe
disorders should also be examined.
One of the major concerns of families
who take care of adult mentally dis-
abled relatives is how to provide the
necessities of care after the parents or
responsible siblings become disabled
or die. Several States have addressed
this issue by establishing organiza-
tions that help in planning, serve as
trustees for managing transferred as-
sets, and provide some degree of case
management or care. Investigations of
the attractiveness of such models to
family members, the feasibility of cer-
tain regulatory strategies for guaran-
teeing the fiscal soundness of these

organizations, and their effects on the
provision of public sector care are
topics that could yield valuable infor-
mation for providers.

Third, ways to use the law
creatively to provide safe, affordable
housing for individuals with severe,
persistent disorders should be ad-
dressed more aggressively. A variety
of programs in different locales have
made creative use of financing pack-
ages to establish or renovate housing.
Methods that maximize use of tax
laws and investment strategies for
combining resources of foundations,
housing authorities, and developers
have been pursued with some success
by entrepreneurial service providers.
Unfortunately, information about
these efforts is scattered and generally
unavailable to the social service com-
munity. Systematically studying and
disseminating information about these
projects could be a catalyst to spark
more innovative efforts in other lo-
cales.

Summary of Priorities for Inmediate
Action. There are many worthwhile
research topics regarding legal policy
in relation to individuals with severe,
persistent, disabling mental disorders.
Immediate action would probably be
most fruitful, however, if it focused
on the following subjects: the family’s
relationship with individuals who
have severe, persistent, disabling men-
tal disorders and the views of family
members and patients about legal pro-
ceedings in which they have been or
might be involved; the movement of
patients between the criminal justice
and mental health systems, examined
from the perspective of the patient’s
treatment and criminal history; pa-
tient, family, and clinician impres-
sions of the use of outpatient commit-
ment and other coercive strategies to
increase patient compliance with
treatment in the community, and any

indication of the relative effectiveness
of such efforts; and the broad range of
available strategies for using the law
to promote coordinated care or safe
housing.

Such research will require ongoing
interdisciplinary collaboration if it is
to be sensitive to the nuances of these
issues. A high priority would thus be
to encourage settings in which such
collaboration can occur and to build
interdisciplinary training components
into research projects. Pursuing the
above issues with an interdisciplinary
emphasis could move the field a long
way toward policy that is as well in-
formed as it is well intentioned.

Overcoming Stigma

This section presents an agenda for
research about stigma. In the past,
such research has focused heavily on
gathering information about people’s
attitudes toward mental illness and
mentally ill people. It is proposed here
that research on stigma be reconcep-
tualized to focus primarily on identi-
fying effective strategies for winning
community acceptance of mentally ill
people.

For the past three decades, the fun-
damental policy objective of the
American public mental health system
has been to shift from an institution-
ally based system of care for severely
mentally ill people to a community-
based system. The underlying vision
of community mental health is of
mentally ill people living freely as an
integrated and accepted part of the
community. Obviously, this society is
far from achieving this vision, and
stigma is one of the key causes of fail-
ure.
“Stigma” is defined generally as a
mark of disgrace or shame. With re-
gard to mental illness, it refers to a

tendency to regard people who are or
have been mentally ill as unpredict-
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able, unreliable, incompetent, and
prone to bizarre behavior and vio-
lence. Typically, it results in fear of,
discomfort with, and a desire to avoid
people identified as mentally ill.

The specific consequences of stigma
are many and devastating. They in-
clude community resistance to the
development of community residences
and other services for mentally ill peo-
ple; loss of friends and social supports
by both mentally ill people and their
families; blame of mentally ill people
or their families for their problems;
damaged self-esteem; reluctance to
accept help or even to acknowledge
mental illness; failure by many profes-
sionals to develop working alliances
with mentally ill people and their fam-
ilies; failure to develop helping tech-
niques acceptable to mentally ill peo-
ple and their families; discrimination
in housing, education, work, loans,
health insurance, and driver’s licenses;
constant reinforcement of myths
about mental illness by the media;
underfunding of research and services
related to severe mental illness; and
general exclusion of mentally ill peo-
ple from the social mainstream.

In short, even though the number of
people physically isolated in institu-
tions has been substantially reduced,
the powerful social isolation of men-
tally ill people in the community must
be confronted if the goals of commu-
nity mental health are to be achieved.

Stigma is widely recognized, of
course, as a pervasive problem for
mentally ill people and their families,
but there are two probable reasons
why relatively little effort has been
organized to overcome stigma and
improve community acceptance of
people with mental illness. First is the
common belief that to solve the prob-
lems engendered by deinstitutionaliza-
tion, more services must be provided
in the community; dealing with stigma
just does not seem as important as

developing direct services. The second
reason is probably that the task seems
so overwhelming. Stigma has been set
in Western consciousness for so long
that it is hard to imagine how a pro-
gram could produce widespread
changes in attitudes and behavior.

Both of these reasons for not tack-
ling the problem of stigma require re-
sponse. Services that will be widely
accepted by mentally ill people and
their families cannot be developed
otherwise. Not only will services be
jeopardized by community resistance,
but they will continue to be rejected
by large numbers of people until the
internal shame and stigmatizing im-
pact of many professional service
structures have been addressed.

The task of overcoming stigma need
not be seen as overwhelming. Stigma
generally is thought of as a set of atti-
tudes and behaviors deeply embedded
in sodial history. If stigma is under-
stood instead as specific failures to
accept specific people in specific ways,
it is possible to begin thinking about
attacking stigma problem by problem.
For example, what is necessary for
mentally ill people to get jobs? What
will make it possible to have friends?
What is required to get a halfway
house accepted?

A variety of strategies is needed to
overcome the consequences of stigma,
as well as to reduce stigma itself.
These strategies would attempt to win
community acceptance of mentally ill
people and their families in the most
significant ways. A research agenda
should focus on the development of
such strategies.

Current State of Research on Stigma.
Research about stigma and its rele-
vance to the community mental health
movement goes back as far as the
1940s, when treatment in the commu-
nity first was seen as a viable alterna-
tive to long-term hospitalization

(Rabkin et al. 1980). The studies all
tend to confirm that there are power-
ful negative attitudes toward mental
illness and that people seek social dis-
tance from mentally ill persons. In
general, the public identifies all mental
illness with mental illnesses severe
enough to require hospitalization
rather than seeing it as a broad range
of disorders with various levels of dis-
rupted functioning (Bhugra 1989).
Consequently, all mentally ill people,
virtually as a matter of definition, are
believed to be unpredictable and dis-
abled. In addition, there is a strong tie
in public consciousness between men-
tal illness and dangerousness.

A number of studies have looked at
variations in attitudes and beliefs
about mental illness. Although not
conclusive, they suggest that educated
people are more accepting than less
educated people, that women’s behav-
ior is more benign even though their
attitudes are no different, and that
people who are personally acquainted
with mentally ill people tend to be
more tolerant. Several studies of pro-
fessionals indicate that although their
knowledge is greater than that of the
general public, their attitudes are simi-
lar to those of their socioeconomic
group. Nonprofessional mental health
workers apparently are as uninformed
as the general public. Little informa-
tion is available about ethnic and cul-
tural differences in attitudes.

There have also been a number of
studies about whether negative atti-
tudes are a reaction to the behavior of
mentally ill people or to the label at-
tached to them (e.g., Link et al. 1987).
Although it is obvious that both fac-
tors play a role, this debate seems
likely to continue. Further, even
though it is commonly believed that
stigmatizing attitudes begin in child-
hood, there appears to be no research
on children’s attitudes.
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In addition to studies about atti-
tudes, there have been studies about
behavior and about the relationship
between attitudes and behavior.

The literature indicates that there are
frequent discrepancies between ex-
pressed attitudes and behavior. For
example, some employers with
sharply negative attitudes about men-
tal iliness will hire a former patient
under certain circumstances. In gen-
eral, situational factors may affect
action more than attitudes do.

Because fear of dangerousness is a
key element of negative reactions to
mentally ill people, a number of stud-
ies have focused on just how danger-
ous mentally ill people are compared
with everyone else. Before 1960, stud-
ies tended to show that mentally ill
people who had been hospitalized
were less likely to be violent or to be
arrested than the general public. More
recent studies show higher arrest rates
among former mental patients, but
such rates are highly correlated with
arrest records before hospitalization
(Rabkin et al. 1980).

A number of studies have focused
on mechanisms through which stigma-
tizing attitudes and beliefs are
acquired and reinforced. It is no sur-
prise that the media are frequently
cited for perpetrating stigma (Wahl
and Roth 1982).

In the literature on ways to change
public attitudes and behavior, re-
searchers stress the dissemination of
information to the public, and some
stress contact between the public and
mentally ill people. There appears to
have been very little study of the ef-
fectiveness of various strategies.

What, then, is the overall state of
research, and what new directions
need to be pursued? Research tends to
be focused more on attitudes than on
behavior. More needs to be known
about how people act toward the
mentally ill and their families and why

they act as they do (Flynn 1987; Wahl
and Harman 1989). It is particularly
important to explore the stigmatizing
behavior of professionals. In general,
it may prove useful to learn more
about people who are accepting and
helpful and who do not focus on nega-
tive attitudes and behavior.

Research has focused almost exclu-
sively on attitudes and behavior of the
non-mentally ill toward the mentally
ill. Research needs to look at how the
perceptions and attitudes of the men-
tally ill toward the world they live in
affect their behavior. It would be par-
ticularly useful to understand more
about how mental health services are
experienced by mentally ill people and
their families and how this experience
relates to their rejection of help. It is
also important to learn more about
the impact of ethnic and cultural dif-
ferences on the attitudes and behavior
of mentally ill people and their fami-
lies.

Research about dangerousness has
produced different findings at differ-
ent times. It would be useful to have
clear information about violence, dan-
gerousness, and arrests. This informa-
tion should distinguish between fam-
ily and nonfamily violence; it should
clarify the prevalence of dangerous
acts and different types of violence as
well as the prevalence of arrests for
different kinds of acts, distinguishing,
for example, between property crimes
and loitering. In addition, research
related to other common fears (e.g.,
about loss of property values near
community residences or child molest-
ing) would be helpful.

Research about the origins and
mechanisms of transmission of stigma
appears to be very limited. The media
are not the only source of stigma; it is
carried by language and reinforced in
schools. Research is needed on other
sources of stigma. Some attention to

the origins of stigma in childhood
might prove useful.

Little research has focused on strate-
gies for change and their effectiveness.
Indeed, it seems that research related
to stigma has frequently been discon-
nected from the goal of community
mental health—to win acceptance of
mentally ill people and their families
in the open community. A reconcep-
tualization of the goals of research
about stigma seems essential; empha-
sis should be placed on research re-
lated to the development of effective
strategies for overcoming the prob-
lems created by stigma and for win-
ning community acceptance.

An Agenda for Research on Stigma.
Research on stigma should be related
to the goals of community mental
health and geared to helping mentally
ill people live decent lives in the com-
munity. It is known that stigma im-
pedes efforts to achieve the goals of
community mental health in many
ways. Research should focus on ways
to overcome these impediments and
on strategies to win community accep-
tance. To this end, research should be
aimed at two fundamental objectives:
the generation of hypotheses about
effective strategies and the evaluation
of their effectiveness.

Given these two objectives, five
major areas of research seem critical:
evaluation of global strategies to over-
come stigma, evaluation of targeted
strategies to overcome stigma, explo-
ration of the origins and mechanisms
of the transmission of stigma, explora-
tion of the experience and impact of
stigma, and further study of attitudes
and behavior.

Global strategies. Global strate-
gies to overcome stigma are those de-
signed to have a widespread impact
on attitudes and behavior among the
general public. Such strategies have
worked for the physically handi-
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capped, and many believe that they
can work for people with mental ill-
nesses.

Generally, global strategies focus
on getting information to the public in
ways that can compete with typical
media presentations of mental illness.
Access to the media is essential, but it
is also important to build constituen-
cies of people who will speak out
within their communities and offer
alternative views of mental illness.

Although everyone agrees that it is
critical to counter the perception of
mentally ill people as violent and
helpless, there are a number of inter-
esting debates about what the mes-
sages should say.

Should, for example, the definition
of mental illness be narrowed and the
biological roots of severe mental ill-
nesses be stressed to increase the per-
ception of mental problems as illnesses
and thus reduce blame? Conversely,
should a broad definition of mental
illness be used and the range and vari-
ety of mental illnesses be emphasized
to counter the identification of men-
tally ill people as severely dysfunc-
tional?

Similarly, there is a debate about
how accurate and detailed informa-
tion for the public should be. Should
simplified images be offered to
counter the simplified images carried
by the media, or should realistic por-
trayals of the range of mental illness
be provided? This question becomes
particularly important with regard to
efforts to convey that there are effec-
tive treatments for mental illnesses
and that mentally ill people can be
good employees.

There is a similar fundamental ques-
tion about the possible need to work
throughout the field of mental health
to make sure that there is a consistent
message to counter stigma. For exam-
ple, while efforts are made to counter
the perception of mentally ill people

as dangerous, are these actions under-
mined by asking that violent criminals
be given psychiatric examinations and
by supporting the not-guilty-by-
reason-of-insanity plea?

Recently, a debate has emerged
about whether the term “stigma”
should be dropped so as to attack the
problems usually associated with it as
a form of discrimination. All these
questions are excellent examples of
researchable issues related to messages
to help overcome stigma.

In addition to these questions, re-
search needs to be conducted about
mechanisms for delivering the mes-
sage. For example, how can the media
be used to give a positive visibility to,
or at least an unfrightening and realis-
tic view of, mentally ill people?

It is also necessary to focus on the
effectiveness of constituency organiza-
tions as mechanisms for changing
public attitudes. Self-help organiza-
tions, particularly, ought to help
break down stigma by demonstrating
the competence of those presumed to
be incompetent and by confronting
internal stigma. Other advocacy
groups should also be able to carry
the message to the public. Whether
and how they can do so are critical
questions for research.

Targeted strategies. Targeted
strategies to overcome stigma focus on
specific problems related to stigma,
such as community resistance to half-
way houses, discrimination in hous-
ing, difficulty getting work, loss of
friends, social isolation, stigmatiza-
tion by professionals, rejection of help
by mentally ill people and their fami-
lies, internalized shame, discrimina-
tion in health insurance, underfunding
of research and services related to se-
vere mental illness, and inaccurate,
damaging, or offensive media presen-
tations.

A targeted strategy, then, is an ef-
fort to overcome one such problem.

For example, a number of strategies
have been developed to deal with
community resistance to halfway
houses, ranging from getting legisla-
tion passed that restricts the commu-
nity’s authority to working in a con-
ciliatory fashion to win support.
Similarly, approaches have been de-
veloped to help people get work,
ranging from helping people prepare
for interviews to persuading employ-
ers to hire mentally ill people. Prob-
lems with the media have been tar-
geted with such strategies as media
watches and efforts to educate jour-
nalists.

It is important to emphasize that
one kind of targeted strategy to win
community acceptance involves politi-
cal and legal action. Those in the men-
tal health field have become accus-
tomed to thinking about overcoming
stigma as a process of persuasion. If
they think instead in terms of winning
community acceptance, it becomes
clear that strategies for change must
include political and legal action. It
may not be possible to legislate posi-
tive attitudes toward people with
mental illnesses, but it is possible to
legislate fair housing, job opportuni-
ties for the disabled, and the like.

In general, notions about what con-
stitutes a strategy to overcome stigma
must be broadened. If the problems of
community acceptance are identified,
it will be possible to design strategies
to overcome problems, such as those
listed at the beginning of this section.
Research can then be focused on the
effectiveness of these particular strate-
gies. It may well be that, for the mo-
ment, this kind of research will be the
most productive in advancing the
goals of community mental health.

Origins and mechanisms of trans-
mission. Current research has fo-
cused on the media as the primary
mechanisms through which stigma is
transmitted to the culture at large. In
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fact, however, stigma is carried by
our language, which constantly identi-
fies “crazy” with “stupid” and conveys
much false information about “nuts,”
“schizos,” and similar terms.

In addition, it is quite clear that ba-
sic attitudes about mental illness are
acquired at a very young age. Young
children are afraid of “crazy” people
and often make fun of emotionally
disturbed classmates. Strategies need
to be developed in the schools to head
off stigmatizing before it becomes in-
grained. To develop effective pro-
grams, researchers need more knowl-
edge about the development of stigma
in childhood.

In general, it seems that improved
understanding of the origins of stigma
and the mechanisms through which it
is transmitted would help in formulat-
ing strategies to overcome or prevent
stigma. Regearch to generate hypothe-
ses for strategies in this area should be
a focus of investigating stigma.

Experience and impact of stigma.
There has been much speculation
about the impact of stigma on men-
tally ill people and their families.
Only recently have there been organ-
ized efforts to ask them about their
experience, These few efforts have
generated much information about
stigmatization by professionals and
mental health programs and about the
reasons people who need help reject it.
This is a critical area for further re-
search.

In addition, it is important to ex-
plore further the experiences of men-
tally ill people seeking jobs, housing,
and friends, and to draw from their
experiences to develop strategies for
winning more tolerant actions in the
community.

Attitudes and behavior. Although
the bulk of research about stigma has
focused on attitudes and behavior of
the public and various subgroups,
much more research is necessary to

track changes over time; to target
groups who can be helpful; to under-
stand ethnic, cultural, and class differ-
ences; and to generate hypotheses
about what will create accepting atti-
tudes and actions. Several areas of
research seem particularly worth pur-
suing, including different reactions to
specific situations, such as supporting
community residences, hiring, being
friendly, giving health insurance, and
supporting research; different reac-
tions to different mental illnesses and
level 3 of functioning; the changing
attitudes of people exposed to the op-
portunity for receiving mental health
services, such as people who work in
settings with employee assistance pro-
grams; reasons for positive reactions
to mentally ill people in various con-
texts; reasons for shifts in attitudes
and behavior from negative to posi-
tive or vice versa; and the attitudes
and behavior of mentally ill people
and their families, including ethnic
and cultural variations.

The focus of all such research ef-
forts should be the generation of hy-
potheses about possible strategies to
build positive attitudes and actions
toward mentally ill people and their
families among the general public,
service providers, and mentally ill
people and their families.

Research Strategies. Research about
stigma is unquestionably difficult to
carry out in ways that will produce
findings that can be used to develop
strategies for change. A number of
research approaches, however, should
be encouraged.

First, the applicability of market
and advertising research to the prob-
lem of stigma should be explored.
Getting people to buy a product en-
tails the creation of positive attitudes
and actions. Market and advertising
research appears to provide effective
guidance to America’s industries; per-

haps it could advance mental health as
well.

Second, there are a number of op-
portunities for natural experiments.
Massachusetts and California have
mounted major antistigma campaigns;
their impact should be studied. Simi-
larly, NIMH'’s Depression Awareness
Recognition and Treatment program
should be extensively evaluated.
There is also much unrecognized anti-
stigma work in the day-to-day efforts
to develop adequate services for men-
tally ill people. Setting up community
residences, developing jobs for men-
tally ill individuals, building constitu-
ent organizations, advocating service
funding, and publicizing positive as-
pects of mental illness all involve de
facto, targeted, antistigma projects.
They offer a great laboratory for the
study of targeted antistigma strate-
gies.

Third, impressionistic studies can
often be very useful for generating
hypotheses. Given the fundamental
goal of stigma research to generate
strategies to overcome stigma, it
seems that some “soft” research
should be encouraged.

Fourth, the complexity of issues
about stigma often requires multi-
variate designs and sophisticated sta-
tistical analyses, neither of which (ac-
cording to Rabkin et al. [1980]) is
common to stigma research; both
should be encouraged.

Fifth, according to Otto Wahl (per-
sonal communication 1989), research
on stigma has used inconsistent meas-
ures. Some studies measure rejection,
and some look at attitudes or images.
Consistent language and consistent
measures are needed for research to be
more meaningful.

Conclusion. Stigma is a major im-
pediment to realizing the goals of
community mental health. Overcom-
ing stigma is, therefore, an essential

0T0Z ‘Sz AInr uo Ag Bio'sjeulnolpiojxo-unajngeluaiydoziyas//:dny wouy papeojumod


http://schizophreniabulletin.oxfordjournals.org

656

SCHIZOPHRENIA BULLETIN

element of the Nation’s effort to
mount an effective community mental
health system. Research about stigma
should be geared to the task of build-
ing an effective system of care, and
for this reason the highest priority
should be given to evaluating the ef-
fectiveness of strategies to overcome
stigma and to generating hypotheses
about what will work.

There are two fundamental
approaches to overcoming stigma:
global efforts to gain widespread
changes in attitudes and behavior, and
targeted efforts to overcome specific
problems. These problems include
lack of housing, work, and friends;
discrimination in many areas; reluc-
tance to seek or accept help; isolation
of family members who must be a pri-
mary source of support for their men-
tally ill relatives; and lack of financial
support for research, services, and
basic care.

Clearly, nothing else is as important
as finding ways to counter the general
tendency to identify mental illness
with violence, incompetence, and un-
reliability. Given the immediate need
to respond to the central problems
noted above, however, the focus of
research about stigma should be con-
structed around the relevance of such
research to solving these problems.
What must be clear is that research
about stigma is not simply a matter of
curiosity; it is a vital component of
the effort to enable severely mentally
ill people to lead decent lives in the
community.

Human Resource
Development (HRD)

The mission of a mental health deliv-
ery system is inextricably tied to its
human resources. Because mental
health systems are highly staff inten-
sive, the work force is the most valued
asset. HRD is a set of activities for

ensuring that the work force is large
enough and trained well enough so
that the system can fulfill its mission.
HRD activities are typically divided
into four functional areas: planning
and evaluation, work force manage-
ment, training and education, and
sanctions and regulations. These func-
tions influence the mix of skills neces-
sary for service delivery, the supply
and distribution of personnel, and use
of the work force. They ultimately
play a role in the success or failure of
an agency’s programs.

Despite the importance of the role
of human resources in the mental
health system, empirical research in
HRD is quite limited. The literature is
characterized by speculative and anec-
dotal information that is interesting
but less than useful in understanding
the preparation, recruitment, reten-
tion, and satisfaction of the system'’s
work force. Much of the current HRD
literature consists of descriptions of
the roles of particular professions in
specific institutions or facilities, and
model programs for preparing profes-
sionals for work in the system. Typi-
cally, the programs described are in-
novative ones that are responsive to
specific needs in particular contexts.
Empirical data are necessary to under-
stand the principles of HRD that may
be applied across a number of settings
within different disciplines.

This section summarizes the HRD
literature in the mental health field,
identifies the major concerns for cur-
rent work, and suggests possible strat-
egies for systems-level research.

Summary of Current Research. The
HRD literature in the mental health
field reflects the predominant con-
cerns of the work force. This literature
can be divided into six categories: hu-
man resource information and plan-
ning, professional education, effective
staff development, evolving roles in

the mental health professions, per-
formance and productivity standards,
and staff retention.

Human resource information and
planning. Human resource data are
important for estimating current and
future work force needs, improving
program efficiency, and assessing the
outcome of services. Several studies
have focused on trends in the number
and type of mental health profession-
als employed in different treatment
settings (Perls et al. 1980; Winslow
1982; Thompson and Bass 1984).
Some studies have attempted to differ-
entiate between types of CMHCs
(e.g., rural and urban, private and
public) (Siegel et al. 1983; Thompson
and Bass 1984; Leaf et al. 1985), but
no clear standards for optimal staff
mix in CMHCs have emerged from
this research.

The relationship between staff char-
acteristics and job function has been
studied (Siegel et al. 1983; Jerrell and
Di Pasquale 1984; Windle et al. 1988)
to determine the relationship between
professional disciplines and character-
istics of staff caseloads (Jerrell and Di
Pasquale 1984; Taube et al. 1984; Ai-
ken et al. 1985; Knesper et al. 1985;
Flaskerud 1986; Peterson and Cox
1988; Windle et al. 1988). This
research sought to determine who is
serving the target populations and
explain differences among profession-
al groups that serve various popula-
tions. The results demonstrate that
medical professionals, including phy-
sicians and nurses, tend to maintain a
higher percentage of severely mentally
ill clients among their caseloads (Flas-
kerud 1986; Peterson and Cox 1988;
Windle et al. 1988) than other mental
health professionals do. The reasons
for these differences have not been
explained.

The economic impact of various
staffing patterns also has received at-
tention (Madelian et al. 1980; Frank
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and Taube 1987). These studies sug-
gest that hiring decisions in mental
health facilities are not necessarily
based on cost minimization.

Professional education and train-
ing. Education and professional
training have received considerable
attention in recent HRD literature, but
most of the information presented is
descriptive. Reported research focuses
on identifying problematic areas in
professional training programs (Skolin
1989), assessing training needs of hu-
man service professionals, and pre-
ferred formats for training (Brown
and Bakker 1988). Generally, these
studies indicate a consensus among
providers regarding the training needs
of students and the continuing educa-
tion needs of practitioners. Educators
and practitioners also agree about is-
sues and problems related to field in-
struction.

A limited number of studies have
considered the benefits of training
nonprofessionals to provide adjunc-
tive services. There are some sugges-
tions that nonprofessionals can effect
beneficial client change if provided
with training and ongoing supervi-
sion; (Katkin et al. 1971; Brook et al.
1989), but other studies are less posi-
tive (Stephenson et al. 1973).

Staff development. Research in
staff development has focused on
identifying the managerial training
needs of clinicians who assume super-
visory responsibility (Silverman 1982,
1984; Talbot 1988; Paradis et al.
1989). Available data indicate that
most health care professionals who
assume managerial responsibilities do
not feel prepared for their new tasks
(Paradis et al. 1989). Middle managers
who have received formal preparation
rate themselves as better prepared to
assume this new role than their un-
trained counterparts do (Talbot 1988).
The value that providers attach to
such professional development activi-

ties is highlighted in a study of burn-
out among human service profession-
als (Peen et al. 1988). Human service
workers who were given opportunities
for professional development were
significantly more satisfied with their
work than those who did not have
these opportunities.

Roles of mental health profession-
als. There has been some inquiry
into the roles of professionals in the
mental health system (Adelson and
Leader 1980; Shindler and Berren
1981; Silverman 1984; Peen et al.
1988). This inquiry has included study
of the relationships between profes-
sionals of different disciplines. For
example, investigations of the roles of
social workers show that the actual
functions of these providers often dif-
fer from the ideal role as defined by
the profession (Ishiyama et al. 1962;
Adelson and Leader 1980; Shindler
and Berren 1981; Wallace et al. 1985;
Wooff and Goldberg 1988). One of
the few studies of the conflict between
psychiatrists and psychologists sug-
gests that disagreement on compe-
tency to perform certain tasks lies at
the basis of the rivalry (Shindler and
Berren 1981).

The literature indicates that psychi-
atrists have assumed a wider range of
roles in the mental health system in
recent years and that they now divide
their time among a variety of treat-
ment settings (Hosick 1989). Studies
document that administrators and
other mental health professionals
value the role of the psychiatrist in the
public sector (Ishiyama et al. 1962;
Shindler and Berren 1981; Faulkner et
al. 1987), but the high cost of psychi-
atric services is considered a serious
disadvantage (Faulkner et al. 1987).

Psychiatric nurses are expanding
their sphere of influence in mental
health settings. Most of the literature
detailing this movement is specula-

tive, but at least one study attempts to

show that the lack of a strong profes-
sional identity limits the role of the
nurse in psychiatric settings (Wooff
and Goldberg 1988).

The clergy continue to be a force
among the mental health professions,
whether in the formal mental health
system or through their natural com-
munity base, the churches and syna-
gogues. Although their presence is
important, at least one study shows
that their counseling activities still are
limited (Mollica et al. 1986). Clinical
chaplaincy in many psychiatric hospi-
tals and general hospitals provides an
important service that is more than
adjunctive to the core professions.
Also, local parish clergy are a part of
the informal network of resources that
may be useful to both clientele and
mental health professionals. Within
the mental health system, however,
the role of the clergy still is limited
and unclear (Bruce and Bruce 1989).

Performance and productivity stan-
dards. Measuring the performance
and evaluating the productivity of
mental health professionals are rela-
tively new practices about which little
has been written. One study docu-
ments an increase in the use of group
and family therapy after performance
standards for clinicians were imple-
mented (Quinn 1984). Other research-
ers suggest that adopting a private
practice model will improve the pro-
ductivity of service providers as meas-
ured by increased revenues (Winslow
1982). This is an area that will clearly
require further investigation as reve-
nue sources become scarce and the
public demand for accountability in-
Creases.

Recruitment and retention. The
recruitment and retention of psychia-
trists are major issues in the mental
health industry today. The number of
psychiatrists in public sector employ-
ment has been declining for almost
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two decades (Knesper 1981; Harbin et
al. 1982; Oliver and Rabiner 1982;
Mollica et al. 1986) and the number of
psychiatrists in CMHC leadership po-
sitions has shown an even greater de-
cline (Perls et al. 1980; Quinn 1984).
Medical schools also are experiencing
problems recruiting faculty and fel-
lows (Hosick 1989). These shortages
appear to be most acute in rural areas
where CMHCs have fewer affiliations
with training institutions (Perls et al.
1980).

The reasons for the shortage are
varied. One reason is the widespread
use of less costly providers who per-
form many of the functions once re-
served for psychiatrists (Blum and
Redlich 1980). These substitute per-
sonnel often have limited the role of
the psychiatrist to that of medication
management (Faulkner et al. 1987).
Programs that have succeeded in re-
taining psychiatrists define clear clini-
cal roles for psychiatrists and involve
them in the routine treatment of all
patients, not just in a few problem
cases (Harbin et al. 1982; Beigel 1984).
Other factors that influence a psychia-
trist's decision to work in a given de-
livery system include academic affilia-
tions, the potential for supervising
psychiatric residents, and program-
matic creativity and flexibility
(Harbin et al. 1982).

Studies of job satisfaction among
mental health professionals document
factors that affect the satisfaction of
providers, including nurses (Melick
1985; Power and Sharp 1988; Wooff
and Goldberg 1988), employees of
residential facilities (Holburn and For-
rester 1984), and professionals in com-
munity mental health (Buffum and
Ritro 1984; Peen et al. 1988). The re-
sults of these studies vary, but clearly
defined roles and performance expec-
tations are consistently associated
with job satisfaction.

Major Research Concerns. This re-
view underscores the need for more
empirical research on several issues of
concern to providers, administrators,
and policymakers in the mental health
field. Research in these areas can pro-
vide an important basis for policy de-
velopment, planning, and implemen-
tation of programming in the public
sector of mental health service deliv-
ery. Following is a discussion of the
major research concerns of HRD in
mental health.

Projecting human resource needs.
The major factors affecting the supply
and distribution of professionals
trained to provide mental health serv-
ices must be identified, and the impact
of these factors, individually and col-
lectively, must be assessed. Forecast-
ing models that relate the need for
mental health professionals to specific
services and clientele should be devel-
oped to identify potential shortages or
oversupplies for given geographic
areas.

Staffing patterns.  The staffing pat-
terns for providing specified services
to particular client groups need to be
identified. Presumably, various con-
figurations of staff are appropriate for
various treatment and rehabilitation
modalities for specific client groups.
Models determining the nature of
these configurations in given settings
need to be developed and tested in
relationship to the quality and appro-
priateness of care, use of services, ac-
cess to services, client outcome, effi-
ciency, and cost of delivery.

Research on the effect of various
staffing patterns can be divided into
several components. First, the effec-
tiveness of certain categories of pro-
fessional and paraprofessional work-
ers in specific contexts is an impor-
tant issue. Second, the impact of con-
figurations of staff members who form
teams for treatment needs examina-
tion: What combination or combina-

tions of professions work best? Con-
sistent with both of these issues is an
investigation of the effects of match-
ing clients and providers with respect
to gender, culture-ethnicity, and age.
Third, the effect of consumers and
family members serving as providers
deserves attention.

Performance and productivity. Re-
search is needed to assess the impact
of incentive programs and productiv-
ity standards on the performance and
satisfaction of employees. Anecdotal
evidence suggests that setting produc-
tivity standards and monitoring pro-
vider performance alters the types of
services delivered (e.g., group vs. in-
dividual treatment). Systematic stud-
ies are needed to assess how these
changes affect the quality and appro-
priateness of care.

Productivity programs typically
employ financial incentives to alter
provider behavior in the desired direc-
tion; two important issues are
involved. First, there is a need to de-
termine whether financial incentives
are the most effective motivator for all
types of staff; the relative effectiveness
of nonfinancial incentives for certain
categories of professionals and para-
professionals requires additional in-
vestigation. Second, studies are
needed to assess the impact of intro-
ducing income-maximizing behavior,
via incentive programs, on the atti-
tudes and values of providers of men-
tal health services as well as on client
outcomes.

Professionalism. The core mental
health professions of psychiatry, clini-
cal psychology, clinical social work,
and psychiatric nursing have been
undergoing changes since the begin-
ning of the community mental health
movement 25 years ago. Each profes-
sion has attempted to identify its
unique competencies, define its roles
and responsibilities, and improve its
own professional standing. In some
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instances, professional boundaries
have shifted as a result, and lack of
consensus on these changes may have
created confusion.

Research must assess what impact
external regulations (e.g., licensure
requirements, professional standards,
and reimbursement mechanisms) and
the emergence of new classes of pro-
viders have had on the core profes-
sions. It is important to know how
changes in the supply and use of avail-
able workers, the cost of services, and
the range and quality of programs
offered will vary with changes in the
regulatory environment. Of particular
concern is the role of licensure as a
means of rationing, which can alter
the cultural, racial, and gender mix of
the mental health work force. In turn,
the relationship between these vari-
ables and client outcomes needs to be
explored.

Conditions of employment. The
effects of the conditions of employ-
ment (e.g., policies and procedures,
organizational structure, compensa-
tion, career opportunities, profession-
al development) on staff satisfaction,
retention, recruitment, productivity,
and innovation require investigation.
There is sufficient anecdotal evidence
of excessive turnover in public sector
mental health to warrant investiga-
tion. Preliminary research efforts
must validate or invalidate the
assumptions of high staff turnover.
Research must then assess the impact
of staff turnover on client outcome
measures to determine the true cost of
turnover more accurately. Presum-
ably, turnover is related to the condi-
tions of employment. Research must
identify what conditions increase
worker satisfaction and whether “sat-
isfiers” and “dissatisfiers” are the same
for all categories of professionals and
paraprofessionals.

Staff development is a process that
ensures a well-trained, proficient

work force through job-related con-
tinuing education, skill development
opportunities, maintenance of creden-
tials, and peer review. Further
research is needed to determine
whether staff development improves
satisfaction with work as well as to
assess the impact of such development
on turnover and client outcomes.

Preservice education and training.
The role of preservice education is to
provide students with the skills,
knowledge, and attitudes necessary to
enter a given profession. State mental
health agencies have traditionally had
a role in this process by providing
field experiences to students and by
employing graduates. In recent years,
greater attention has been paid to the
number of collaborations between
mental health agencies and academic
programs. Diminishing resources
within the two environments as well
as rapid changes in state-of-the-art
service delivery are two major factors
contributing to a renewed interest in
the collaboration between States and
universities.

Research efforts must take several
directions. First, there is a need to
evaluate the success or failure of col-
laborative strategies to effect mean-
ingful and lasting changes in the qual-
ity and relevance of training pro-
grams. Indicators of success would
include the development and revision
of university curriculums that reflect
new technologies and recent research;
the development of high-quality field
placements for students in communi-
ties and State facilities; and joint re-
search efforts. Second, studies must
assess the outcome of collaborative
relationships in terms of the public
sector’s ability to recruit and retain
mental health professionals. Third,
existing and new programs must be
evaluated to identify the structures
and processes of mutually beneficial
and successful collaborations. The

impact of such collaboration on even-
tual client outcomes also warrants
attention.

An important issue in mental health
is training clinicians to become effec-
tive managers and administrators.
The effectiveness of available tools for
assessing training needs and the out-
come of training programs require
study. The outcomes of less costly,
experiential training programs supple-
mented by formal skills training and
packaged training materials must also
be evaluated.

Shifting locus of care. The down-
sizing of State-operated psychiatric
hospitals and the further development
of a community-based system of care
have several implications for the men-
tal health work force. A decrease in
the size of a State’s inpatient popula-
tion must be accompanied by a de-
crease in the size of hospital staffs.
States must ensure that qualified pro-
fessionals and paraprofessionals are
given opportunities to remain in pub-
lic sector employment. The roles of
community care providers are also
changing as outpatient programs shift
their focus from office-based therapies
to rehabilitation-oriented outreach
programs.

Studies are needed to identify vari-
ables that will have the greatest im-
pact on a State’s personnel redeploy-
ment and to identify the issues of
greatest concern to those facing rede-
ployment. This information can then
be used to develop and test model re-
deployment programs. Information
must be collected on the retraining
needs of personnel shifting from
hospital-based employment to com-
munity programs. A management is-
sue that must be addressed is how to
make such a transition without losing
productivity or compromising the
quality of care.

The shifting locus of care to com-
munity mental health staffs also re-
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quires study. The growing opposition
by mental health professionals to such
a shift is a major concern to officials
and administrators at the State and
local levels. Research must focus on
how to identify effective incentives for
professionals to work with severely
mentally ill people and other target
populations in naturalistic and non-
traditional settings. The question has
been raised whether professionals
view the loss of more traditional
office-based practice as a loss of status
within the professional community.
New ways of conferring status on
mental health professionals who as-
sume nontraditional roles may need to
be developed.

Research Priorities. The most urgent
HRD issue in mental health today is
the modification of the roles, skills,
and values of the core mental health
professionals in public sector employ-
ment. Community treatment
programs will not be successful if the
available work force, professional
organizations, and academic
programs are not supportive of and
receptive to changes in how services
are delivered to seriously impaired
people. Research must, therefore, fo-
cus on ways to motivate staffs to
work with seriously impaired clients.
Cost-efficient incentive systems are
needed to change the attitudes and
practice patterns of the core mental
health professionals.

Another research priority is the de-
velopment of training materials for
practicing professionals who serve
severely mentally ill people. It is not
enough to change the attitudes of pro-
fessionals; they must be given new
tools to work with. Again, incentive
systems are needed to ensure that pro-
viders stay abreast of current research
and that they develop their skills.

Another priority is the development
of effective collaborations between

State mental health agencies and aca-
demic programs. Studies are needed to
assess the outcome in terms of revised
curriculums, high-quality field place-
ments, and the ability of public agen-
cies to attract and retain graduates of
these programs.

Another area of concern that re-
quires immediate attention is the an-
ticipated redeployment of the work
force from hospital-based settings to
community programs and (within
community programs) from office-
based practice settings to the client’s
natural environment. The variables
that affect the success of redeployment
programs must be identified, and
model programs must be developed
and evaluated.

Finally, there is a need to further
develop the HRD capacity of States
and localities to facilitate work force
planning. Current data collection
techniques are necessary, but in them-
selves they are insufficient for plan-
ning purposes. Forecasting models are
needed to identify potential imbal-
ances in supply at both the national
and the State level. States must have
the technology to use these models
and have the capacity to develop
strategies that respond to changes in
the work force.

Research Strategles. A number of
promising research strategies emerge
in the present discussion. Collabora-
tive research could involve academic
and public sector service delivery con-
texts. Collaboration could be further
encouraged between service delivery
contexts and professional associations
(American Psychiatric Assodation,
American Psychological Association,
National Association of Social Work-
ers, American Nursing Association).
Emphasis could be placed on integrat-
ing research into the public sector serv-
ice delivery system, which would
probably be best accomplished

through academic linkages. Recom-
mendations for such integration for
the discipline of social work are dis-
cussed in a report by the NIMH-
supported Task Force on Social Work
Research (1991).

Evaluation research could be in-
creased in the workplace. For exam-
ple, what types of orientation pro-
grams are most useful in reaching
greater stability of staff, which is re-
flected by less turnover and greater
satisfaction ratings? Another example
is the use of peer support in teams that
work with severely mentally ill peo-
ple.

Research dissemination strategies
must vary with the product of the re-
search. Monographs supplemented by
meetings with key staff in State agen-
cies are an effective way of dissemi-
nating information about new pro-
grams, such as incentive programs for
professional staffs. Bringing State
agency leaders together on a regional
or national basis to discuss the out-
comes of different programs would
also promote the sharing of informa-
tion. A national HRD clearinghouse
or regional clearinghouses could elimi-
nate costly duplication of effort and
help States to find easily needed infor-

mation.

Dissemination

The research process, as well as the
translation of research into practice,
depends on the timely and effective
dissemination of findings to the broad
range of users, including policymak-
ers, providers, administrators, con-
sumers, and researchers. Experience
has shown that researchers are gener-
ally successful in disseminating their
findings to other researchers through
presentations at national meetings and
publication in scientific journals. The
weak links in the dissemination proc-
ess are generally found to be between
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researchers and the ultimate users of
research findings—the policymakers,
providers, administrators, and con-
sumers. The Panel recommends that
these concerns be addressed at two
levels: increased funding of research
to improve the design and effective-
ness of existing dissemination mecha-
nisms and the establishment of an
NIMH dissemination program specifi-
cally for mental health services re-
search.

There has been little recent research
in the mental health field regarding
the effectiveness of existing or innova-
tive dissemination mechanisms. How-
ever, the critical importance of achiev-
ing timely and effective transfer of
research information requires that
special attention be given to research
on effective dissemination. There are
many options to consider: informa-
tion retrieval systems, newsletters,
national meetings, consensus confer-
ences, continuing education, and jour-
nals, among others. In addition, there
are questions regarding factors that
affect individual motivation to seek
out and use new information, and
which can be potentially influenced to
encourage its use. This area of
research needs to be addressed within
the mental health field, building on
what is known about effective dissem-
ination in other fields.

The timely dissemination of
research findings using techniques de-
signed to meet the interests and needs
of different users requires a program-
matic effort. NIMH has a variety of
dissemination mechanisms, but it is
not evident that these are meeting the
special needs of clinical and mental
health services research to assess their
effectiveness. This review should lead
to specific recommendations for the
mission, organization, and funding of
a program for dissemination of new
research to the broad range of users.

Summary of
Recommendations

The Service Systems Research Panel
has found that opportunities exist
now, as at no time in the recent past,
to make rapid and significant
advances in the understanding of pol-
icy alternatives as well as in the capa-
bility to manage the mental health
service system effectively, by making
substantial new investments in serv-
ices research. The potential benefits to
the Nation extend beyond meeting its
commitment to care for the needy; the
proposed research could ensure that
the productive potential of the men-
tally disabled is achieved, that unnec-
essary health care costs are avoided,
and that those with severe mental ill-
ness have the opportunity to take an
active role in improving their lives.

The proposed goal for the research
program is to make possible a
national community-based system of
care for severely mentally ill people
that can intervene early to effectively
and efficiently apply proven treat-
ments to reduce symptoms and dis-
abilities associated with severe mental
illness. This system would have to be
accessible to all, provide comprehen-
sive services, and use treatments that
have been demonstrated to provide
the best patient outcomes possible.
The recommendations for research
listed below have been given the high-
est priority by the Panel; many other
important issues are identified in the
other sections of this report.

Who are the severely mentally ill
people in the community and else-
where? What are their needs for care?
What barriers do they face in gaining
access to appropriate services? An-
swers to these questions begin to de-
fine who should be eligible for public
services and how to ensure that those
who need services get them. Two is-

sues that merit special priority are as
follows:

¢ Development of national recom-
mendations on criteria to be used by
Federal, State, and local systems to
determine eligibility for publicly sup-
ported services. Criteria should be
based on research findings and should
be sensitive to the long-term service
needs of mentally ill individuals, their
changing disability status, and their
potential for increasing levels of self-
sufficiency and independence.

¢ Research about the preferences of
severely mentally ill individuals and
their families for service access and
provider arrangements. Barriers to the
use of appropriate services should be
examined.

What treatment, rehabilitation, and
support services are needed in the
community? How should services be
organized and provided to ensure the
best client outcomes? The evaluation
of organizational and financial models
of care, both existing and new, in
terms of impact on client outcomes
and costs can provide important infor-
mation to communities that are trying
to improve their mental health sys-
tems. Three issues deserve priority:

© Evaluations of local service sys-
tems and program models to deter-
mine which are most effective in en-
suring the coordination and integra-
tion of mental health services and
non-mental-health services to severely
mentally ill people. How well these
models meet the needs of special pop-
ulation groups (e.g., minorities, alco-
hol and other drug abusers, the home-
less, women, and patients refractory
to treatment) needs to be determined.

¢ Periodic national surveys of men-
tally ill people and their families to
examine trends in the use of mental
health services, sources of care, insur-
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ance coverage, and attitudes toward
mental health care.

® Development and testing of in-
struments for measuring client mental
health status, problem severity, and
functional status outcomes.

How should organizations provid-
ing financial support and services to
the severely mentally ill population at
national, State, and local levels be
coordinated and integrated to best
meet client needs? Community sys-
tems of care are subject to changing
State and national policies; research
should provide the information neces-
sary to ensure that these policies are
supportive of community systems and
that community systems have the
management tools to make effective
use of new policies. Four issues merit
priority:

¢ Multidisciplinary studies of the
relationship of the organization of
State and local governments to the
effectiveness of their public mental
health service systems, with special
consideration of accessibility of com-
munity services, integration of hospi-
tal and community care, coordination
of treatment, rehabilitation and social
services, adequacy of housing and
income support, integration of private
providers into the public system, and
the cost of the public system.

¢ Timely evaluation of innovations
in State and local policies, laws, and
system organization. Evaluations
should provide information that will
aid others in adopting and improving
the innovation.

® Studies on the impact of alterna-
tive organizational and contractual
relationships between public agencies
and private providers and their effects
on outcomes of care for people who
are severely mentally ill.

¢ Research to improve methods to
measure and evaluate service system
performance, and methods for gov-

ernment regulation and public moni-
toring of services.

How can services be financed to
ensure access to needed care? To what
extent should financing systems in-
clude income support and housing
support in addition to payment for
health and mental health services?
Financing mechanisms are the key to
making resources (i.e., services, in-
come, housing) available and encour-
aging efficient use of them. Three is-
sues merit priority:

¢ Studies to evaluate the extent to
which specific public financing mecha-
nisms provide appropriate incentives
for achieving public policy goals.

¢ Research to determine which
types of organizational and financing
arrangements lead to the best coordi-
nation of services to mentally ill indi-
viduals and at the same time encour-
age efficiency.

® Research to determine how enti-
tlement and income support mecha-
nisms can be more effectively struc-
tured to ensure that minimum care

requirements are met.

How can the legal system interact
with the service system to ensure ade-
quate care for severely mentally ill
people? Many severely mentally ill
individuals come into contact with the
legal system, yet coordination
between the legal and service systems
appears to be minimal. Four issues
merit priority:

® Research on individual and family
perspectives about legal actions in
which they might become involved or
have been involved (e.g., guardian-
ship, violation of the law), and exami-
nation of the effects of those actions
on mentally ill individuals.

¢ Studies of the movement of se-
verely mentally ill individuals
between the criminal justice and men-

tal health systems and the relationship
of such movement to type of treat-
ment and criminal activity, and the
appropriateness of assigning severely
mentally ill people to the criminal jus-
tice system.

® Research into patient, family, and
clinician perspectives on the role of
outpatient commitment and other co-
ercive strategies aimed at increasing
patient compliance; assessment of the
contribution of specific coercive strat-
egies to changes in client outcomes.

¢ Studies to evaluate the effective-
ness of using the law to promote coor-
dinated care and adequate housing.

What can be done to reduce the
stigma of mental illness and mental
health care and increase community
acceptance of mentally ill people?
Although progress has been made,
stigma remains a substantial barrier to
seeking care and impedes service pro-
vision. Three issues merit priority:

¢ Research on the effectiveness of
programs to improve community ac-
ceptance of mentally ill people, assist
mentally ill individuals in accepting
their need for help, and reduce stigma-
tizing behavior among professionals.

¢ Efforts to generate and rigorously
test potentially effective strategies to
improve community acceptance of
mentally ill individuals and commu-
nity readiness to support public care
for them and their families.

¢ Development of information to
respond to myths about the incidence
of violent and criminal behavior
among the mentally ill population.

What are the personnel require-
ments to provide adequate care for
severely mentally ill people? Well-
trained and highly motivated people
are critical to the development and
operation of an effective mental health
system. Four issues merit priority:
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¢ Research into strategies whereby
the public mental health sector can
better attract and motivate staff.

 Efforts to assess the types of con-
tinuing training required to ensure
that the work force has up-to-date
skills.

¢ Innovative models for improving
collaboration between the public men-
tal health sector and universities to
provide better professional training.

¢ Research and demonstrations to
evaluate programs for redeploying
trained mental health personnel to
meet the new needs for care in differ-
ent settings.

What data sources are required to
provide timely information for public
policymakers and to accelerate
progress in mental health services re-
search? Timely and reliable informa-
tion gathering and dissemination are
central to effective public policymak-
ing and providing a basis for new re-
search. Three issues merit priority:

¢ Efforts to strengthen the NIMH
National Reporting Program and pro-
mote the recommendations of the
Panel on the NIMH National Report-
ing System.

® The development and dissemina-
tion of timely data reports on trends
in mental health services to policy-
makers, researchers, and providers.

¢ Research using data collected un-
der the National Reporting System for
program evaluation and policy analy-
sis.

The Federal investment through
NIMH in systems and services
research needs to be substantially in-
creased to develop the information
needed by Federal and State policy-
makers and by the managers of pro-
grams and providers for services to
severely mentally ill people. The Fed-
eral investment in fiscal year 1990
came to $24.9 million. (Service sys-

tems research $7.3 million, research
demonstrations $12.4 million,
research centers [excluding clinical
research] $4.5 million, and State
capacity $0.7 million.) It is recom-
mended that this amount be increased
to $50 million in fiscal year 1993 and
further increased in each of the suc-
ceeding 5 years. Only with this level
of investment will it be possible to
ensure that the mental health system
will have the information it needs to
effectively meet the needs of severely
mentally ill people and to control
costs.
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