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COMPTROLLER GENERALrS 
REPORT TO THE CONGRESS 

DIGEST ------ 

WHY THE R.EVIEW WAS MADE 

To assist the Congress in its 
deliberations on extending or 
modifying the Community Mental 
Health Centers program, GAO re- 
viewed: 

--The administration of the program 
by the National Institute of 
Mental Health, Department of - ' ;' 
Health, Education, and Welfare 
(HEW). 

--Management activities of 12 
centers in 7 States. 

--Use of construction grants by 9 
centers in 6 States. 

NEED POR MORE EFFECTIYE 
MANAGEMENT OF COMMUNITY 
MENTAL HEALTH CENTERS PROGRAM 
National Institute of Mental Health 
Department of Health, Education, 
and Welfare B-164031(5) 

staffing during the early periods of 
centers' operations. 

Through August 1973, 392 centers had 
become operational and another 148 
were being developed. During this 
period $793 million of Federal funds 
were obli 
(See p. 33 

ated for this program. 

The centers have increased the 
accessibility, quantity, and type of 
community services available and 
have enhanced the responsiveness of 
mental health services to individual 
needs. Some success also has been 
realized in mobilizing State and 
local resources to further program 
objectives. 

GAO did not assess the effect of Also the 12 centers reviewed have 
services on persons assisted by the established the five services the 
centers. Observations were made, National Institute considers 
however, on the quantity and type of essential: 
services provided by the centers 

inpatient, outpatient, 

reviewed. 
partial hospitalization, emergency, 
and consultation and education. 

FINDINGS AND CONCLUSIONS 

The purpose of the Community Mental 
Health Centers program, representing 
a new approach to the care of the 
mentally ill, was to make it 
possible for most of them to be 
treated in their own communities. 

The Community Mental Health Centers 
Act provides Federal grant 
assistance for construction and for 

The National Institute, the States, 
and the centers, however, need to 
improve performance in some program 
areas substantially for continued 
progress toward program objectives. 

These areas include planning related 
to the area to be served (catchment 
area) and services provided, 
centers' ability to operate without 
continued Federal asssistance, 
monitoring and evaluation, 
coordination of center activities, 
and use of construction resources. 
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According to HEW the magnitude and 
range of problems identified in this 
rep6rt are not out of the ordinary 
for newly developing programs. 
Administering complex service 
delivery organizations is difficult, 
particularly when emphasis is placed 
on initiating services, The need to 
continue activity that will bring 
about management improvements in the 
areas identified is clearly 
recognized. 

hproued pZanning 

Federal regulations limit the size 
of a catchment area to no less than 
75,000 and no more than 200,000 
persons. The National Institute may 
authorize exceptions. 

However, strict adherence to these 
regulations has in some instances 
(1) impeded program performance by 
dividing existing plannin 
political jurisdictions, 9 

areas and 
2) caused 

services and facilities to be 
duplicated in some areas, and (3) 
caused spending for mental health 
services to be unevenly distributed 
within a political jurisdiction. 
(See p. 5.) 

A better job needs to be done in 
identifying local mental health 
needs. State plans usually contain 
general data, such as suicide rates, 
admissions to State mental hospitals, 
number of welfare cases, and per 
capital income, which may be suffi- 
cient to justify initiating a 
program in a catchment area but not 
to justify continuing the same 
services year after year without 
assessing them in relation to 
community needs. 

In addition, data in State plans is 
not always current or of value to 

. 

individual centers in planning 
programs. (See p, 8.) 

Most centers reviewed had not made 
specific studies of their catchment 
areas which would enable them to set 
priorities and compare services 
provided against these priorities. 

The availability of funds to match 
Federal grants and the interests of 
the professional staffs of the 
centers were often important 
influences in establishing program 
emphasis within a center. 

Although needs met by programs 
established in this manner are 
probably valid, there is no 
assurance that they are the only 
needs or the highest priority needs 
of the catchment areas. Also, once 
programs are established, they tend 
to dominate center activities in 
subsequent years. 

Citizen participation and community 
involvement in center programs has 
varied widely, ranging from minimal 
to active. Community representa- 
tives and advisory groups have 
often had little voice in setting 
program priorities and direction or 
in determining how center funds are 
to be used. (See p. 12.) 

Centers ' eapabi Zi ty 
to operate without 
continued FederaZ assistmce 

Without continued Federal 
assistance, some services, 
especially those which provide 
little or no revenue, will probably 
be curtailed or eliminated at many 
centers. The alternative financial 
sources available cannot 
realistically replace Federal funds 
in total. 

ii 



Insurance coverage for outpatient 
services--provided to most 
patients--is usually quite limited; 
most patients served come from lower 
income groups and thus have limited 
ability to pay for services. 

The States have been a significant 
source of support for many of the 
centers reviewed, but their 
commitment to center programs has 
varied considerably. Local 
communities in most instances have 
not provided significant financial 
support. 

Some centers can increase revenues 
by improving their billing and 
collection systems, but the increase 
overall would probably not be 
substantial because of low income 
and limited insurance coverage. 
(See p. 18.) 

Monitoring and evaZu.ation 

Program evaluation efforts at most 
of the 12 centers reviewed were 
almost nonexistent because the 
centers placed little emphasis on 
this activity as did the National 
Institute during the early years of 
the program. 

In addition, the National Insti- 
tute's plan to monitor center 
activities by site visits has not 
always been effective because 
procedures for carrying out visits 
have not always been followed and 
centers have not always acted on the 
National Institute’s recommenda- 
tions. 

Evaluations made by private 
contractors for the National 
Institute have been of limited value 
because of problems df timeliness 
and quality of the work. (See 
p. 32.) 

CoordGiatingdrientaZ health .+eYjvices 

A system for the coordinated 
delivery of mental health services 
has not been fully developed 
because : 

--Working relationships between 
centers and State mental hospitals 
need to be improved. 

--Effective procedures have not been 
developed for referring persons 
requiring mental health services 
from other community organizations 
to centers. 

--Some centers are not following up 
on patients referred to other 
organizations to see that the serv- 
ices are provided. (See p. 44.) 

Constrmcti~ centers 

GAO's review of funds provided for 
constructing community mental health 
centers showed that more than $23 
million was tied up in 32 stalled 
projects. Many of these projects 
appeared to have incurred serious 
delays in starting construction 
because the National Institute did 
not require the applicants to 
furnish, before grant approval, 
adequate data concerning ability to 
begin construction within a 
reasonable time. (See p. 56.) 

Five completed projects which had 
received Federal funds of about 
$3.5 million were experiencing de- 
lays in beginning operation or were 
operating on a minimal basis because 
operating funds from non-Federal 
yu;;e; were not available. (See 

. . 

In a few instances the National 
Institute transferred or was 
contemplating the transfer of 
construction grants from one grantee 
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to another after the obligational 
period provided in the act had 
elapsed. GAO believes that this is 
improper. (See p. 64.) 

RECOMMENDATIONS 

The Secretary, HEW, should direct 
the National Institute of Mental 
Health to improve program adminis- 
tration by: 

Improved phnning 

--Assuring itself, before awarding a 
construction or staffing grant, 
that the catchment area is 
appropriate for effectively 
delivering mental health services. 

--Requiring centers to perform 
community need studies which would 
enable them to set priorities and 
periodically update such studies 
to permit a comparison of services 
with the priorities. (See p. 16.) 

Financing 

--Providing technical assist 
the centers in developing 
self-sufficiency financial 
and in improving their bil 
collection systems. 

ante to 

plans 
ling and 

--Considering and, if deemed 
appropriate, working toward 
expansion of coverage provided by 
third-party payment programs for 
mental health outpatient services 
and services provided by 
nonphysicians. (See p. 30.) 

Monitoring and evaZuat<on 

--Insuring that program evaluation 
contracts are effectively moni- 
tored and that evaluation results 
are made available to centers. 

. 

--Developing a more effective site 
visit program that would improve 
program management and be of 
greater assistance to centers. 

--Insuring that the site visit 
program which is developed is made 
standard for the 10 HEW regional 
offices so as to promote more 
effective and accurate analysis 
of program status and performance. 
(See p. 41.1 

Coordination of services 

--Requiring centers to establish 
more formal arrangements for 
patient referral between the 
centers and other community 
agencies. (See p. 54.) 

Construction of centers 

--Obtaining from grantees firmer 
assurances that facilities can be 
completed within a reasonable time 
and that funds will be available 
to adequately operate and maintain 
the facilities after construction. 

--Identifying, on a case-by-case 
basis, the factors which have (1) 
stalled construction projects and 
(2) prevented the operation of 
completed facilities and helping 
grantees to remedy the situation. 

--Stopping the practice of changing 
grantees under the construction 
program after the if-year obliga- 
tional period provided in the act 
has elapsed. (See p. 66.) 

AGENCY ACTIONS AND 
UNRESOLVED ISSUES 

HEW agreed that the report identi- 
fied a number of problems in man- 
aging the Community Mental Health 
Centers program. According to HEW, 
though such problems are not 

iv 



atypical of developing service 
delivery programs, they do point 
directions in which improvement 
can and should be made. As dis- 
cussed in the HEW comments (see 
app. I), a number of efforts have 
already been undertaken; others 
will be initiated. 

HEW did not agree that the practice 
of changing grantees under the con- 
struction program after elapse of the 
availability period provided in the 
act should be stopped. However, 
HEW's General Counsel had been 
requested to review this situation. 
(See P. 67.) 

The State mental health agencies and 
the individual centers reviewed were 
given an opportunity to comment on 
GAO's findings. Their comments have 
been considered in this report. 

MATTERS FOR CONSIDERATION 
BY THE CONGRESS 

This report should assist the Con- 
gress in its consideration of several 
bills introduced in the 93d Congress 
to extend and modify the Community 
Mental Health Centers program which 

expired on June 30, 1974. GAO testi- 
fied before the Subcommittee on 
Public Health and Environment, House 
Committee on Interstate and Foreign 
Commerce, on February 19, 1974, and 

- r ::, 

discussed the matters presented in 
this report. 

Program modifications being proposed 
should assist in solving the follow- 
ing problems: 

--Need to establish more appropriate 
catchment areas. (See p. 14;) 

--Need to improve the centers' 
capability to operate without 
continued Federal financial 
assistance. (See p. 29.) 

--Need to improve program monitoring 
and evaluation. (See p. 40.) 

--Need to coordinate center 
activities with those of other 
mental health and social service 
agencies and to involve the 
community in establishing center 
objectives. (See p. 53.) 

--Need to improve use of construc- 
tion funds. (See p. 65.) 

Tear Sheet V 



CHAPTER 1’ ’ 
- - 

'INTRODU~TI'ON 

The first significant legislation dealing with mental 
illness was the National Mental Health Act (42 U.S.C. 201), 
enacted in July 1946. The act created the National Insti- 
tute of Mental Health (NIMH). During the 10 years after it 
was founded, NIMH was the source of much that was innovative 
in American mental health training, research, and practice. 
The Mental Health Study Act of 1955 (42 U.S.C. 242b) author- 
ized, among other things, a nationwide analysis and 
reevaluation of the human and economic problems of mental 
illness. A Joint Commission on Mental Illness and Health 
was formed to carry out this study. 

Recommendations based on a report by this Commission 
were included in the 1963 Presidential message that set the 
stage for introducing legislation to authorize Federal fi- 
nancial assistance to establish community mental health 
centers. Such a program began with the Community Mental 
Health Centers (CMHC) Act of 1963 (42 U.S.C. 2681) which 
authorized grants for constructing centers. In 1965 the act 
was amended (42 U.S.C. 2688) to authorize grants to help pay 
for professional and technical personnel to staff the 
centers for 51 months. 

Subsequent amendments authorized construction and 
staffing grants to provide services for alcoholics, narcotic 
addicts, and children. In 1970 the duration of all staffing 
grants was extended from 51 months to 8 years. The 
legislative authority for new grants under the CMHC program 
expired on June 30, 1974. . 

CMHC PROGRAM 

The purpose of the program is to make it possible for 
most mentally ill persons to be treated in their own commu- 
nities. 

The program is administered by NIMH which is now a part 
of the Alcohol, Drug Abuse, and Mental Health Administration 
of the Department of Health, Education, and Welfare (HEW). 
In 1962 NIMH estimated that about 2,300 centers would be 
needed nationwide to provide services at the community level 

1 



L 
A  

for all Americans. NIGH later revised the estimate downward 
to about 1,500. The program’s major objectives are to: 

--Improve the organization and delivery of community 
mental health services by developing a coordinated 
system. 

--Increase the accessibility of mental health services 
to all in need. 

--Increase the quantity and range of available commu- 
nity mental health services. 

--Enhance the responsiveness of mental health services 
to community and individual needs. 

--Provide a single high-quality standard of community 
mental health care. 

--Decrease use of State mental hospitals, 

--Increase the participation and support of State and 
local groups in the program. 

Federal grants are awarded to public agencies and 
nonprofit private organizations for constructing and staff- 
ing centers. Construction grants are awarded to help meet 
the cost of constructing (excluding acquisition of land), 
acquiring, orremodeling facilities. For each fiscal year, 
the Secretary of HEW allocates funds to the States under a 
formula which considers the States’ populations, the extent 
of need for centers, and the States’ financial need. The 
Federal share of constructing a project may not exceed 66- 
2/3 percent if it is in a nonpoverty area or 90 percent if 
it is in a poverty area. 

Federal staffing funds provided under the CHMC act are 
considered “seed money” for the establishment of centers, 
and, after a certain operating period (now 8 years), States 
and local communities are expected to meet the total costs 
of operating the centers. According to the act, in making 
such grants, the Secretary of HEW shall consider the States’ 
needs for CMHC programs, their financial needs, and their 
populations. 
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Staffing grants.to centers serving non-poverty areas may 
not exceed 75 percent of total staffing costs for the first 
2 years of operation, 60 percent for the third year, 45 per- 
cent for the fourth year, and 30 percent for the next 4 
years. The maximum percentage for centers serving poverty 
areas is 90 percent for the first 2 years, 80 percent for 
the third year, 75 percent for the fourth and fifth years, 
and 70 percent for the next 3 years. 

In the 10 years since CMHC legislation was enacted, 392 
centers have become operational and another 148 are being 
developed. Centers are required to furnish five 
services--inpatient, outpatient, partial hospitalization, 
emergency, and consultation and education. 

From the program’s inception in 1963 through September 
1973, Federal funds totaling $793 million h&e been obli- 
gated for construction ($216.8 million) and staffing ($576.2 
million) grants. The number and status of funded projects 
follow, 

Centers receiving: 
Construction grants 

only 
Staffing grants only 
Construction and 

staffing grants 

Total 

Centers in: 
Poverty areas 
Nonpoverty areas 

Funded 

108 34 31 
154 117 76 

278 241 86 

287 
253 

Total 

cp era- 
tional 

Percent 
operational 

73 

77 
67 

73 

Several bills have been introduced to the 93d Congress 
to extend and modify the program. The Subcommittee on Public 
Health and Environment, House Committee on Interstate and 
Foreign Commerce, held hearings and on April 11, 1974, referred 
House bill 14214 to the full Committee. As of that date, Senate 
bills 1998 and 3280 were being considered by the Senate Commit- 
tee on Labor and Public Welfare. Proposed modifications (see 
ch-s. 2, 3, 4, 5, and 6), if enacted and properly implemented, 
should assist in solving many problems we identified. 

3 



This is our second report to the Congress,on the CMHC 
program. On July 8, 1971, we issued a report entitled “The 
Community Mental Health Centers Program--Improvements Needed 
in Management @-164031Q2)) .‘I This second report refers to 
previous recommendations on which corrective action was 
promised . Some of the same problems still exist, and more 
action is needed to solve them. (See pp. 38 and 63.) 



CHAPTER’ 2 ‘ 

IMPROVED PLANNING NEEDED 

TO ACHIEVE PROGRAM OBJECTIVES 

The centers have increased the accessibility, quantity, 
and type of community services available and have enhanced 
the responsiveness of mental health services to individual 
needs, Some success also has been realized in mobilizing 
State and local resources to further program objectives. 

Also the 12 centers reviewed established the five serv- 
ices NIMH considers essential: inpat.ient, outpatient, 
partial hospitalization, emergency, and consultation and 
education. 

However, program performance could be improved by (1) 
establishing more appropriate service areas, (2) improving 
planning to identify the mental health needs of the service 
areas and to set priorities to meet those needs, and (3) 
involving the community more in developing and operating 
centers’ programs. 

c 
ESTABLISHING SERVICE AREAS 

NIMH guidelines refer to the catchment area concept as 
the cornerstone of the CMHC program in that the concept 
focuses CMHC responsibility and concern on the mental health 
needs of the total population. Catchment area boundaries 
are determined and drawn by the responsible State agency, 
The boundaries are based on such factors as existing 
neighborhoods, planning areas, physical environment, and 
available resources, Federal regulations limit the size of 
a catchment area to no less than 75,000 and no more than 
200,000 persons. Exceptions to this requirement may be 
authorized by NIMH, and 13 percent of all funded centers 
have been granted exceptions. 

However, strict adherence to these regulations has (1) 
impeded program performance by dividing some existing 
planning areas and political jurisdictions, (2) caused 
services and facilities to be duplicated in some areas, and 
(3) caused spending for mental health services to be 
unevenly distributed within some political jurisdictions, 
Examples follow, 
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we Florida established a 3-county area CHighlands, Polk, 
and Hardee) as a mental health district-with an esti- 
mated population of about 301,000, of which 255,000 
resided in Polk County. Because it did not conform 
to catchment area size limits, the district was 
divided into two catchment areas and Polk County was 
split between the two areas. One center was estab- 
lished in Winter Haven to serve half of Polk and all 
of Highlands County. Polk County continued to 
operate a 32-bed psychiatric unit for indigent 
persons in that part of the county outside the Winter 
Haven center’s catchment area, 

Polk County has provided no financial support for the 
center, and the center director said that he expected 
no support because the county was planning to improve 
mental health services in the other catchment area 
using existing county facilities and could not assist 
the Winter Haven center. Winter Haven center offi- 
cials believed the 3-county area was a natural unit 
that .could have been adequately served by the Winter 
Haven center and this would have thereby provided 
greater use of the center facilities and staff, The 
center director said establishing a center to serve 
the other part of Polk County would be more costly 
and inefficient than expanding the Winter Haven 
center to include all of Polk County. 

The Director of the State Division of Mental Health 
advised us in March 1974 that, in his opinion, the 3-county 
area with a population exceeding 295,000 was too large for 
the Winter Haven center to serve adequately, 

--Denver was divided into four catchment areas to 
conform to catchment area size limits. Centers were 
set up in two of these areas. One of the centers 
is operated by Denver General Hospital which 
serves the entire city. We were advised that 
expenditures for mental health services in the catch- 
ment area where the center was located were about $25 
per capita; in the other catchment areas, expendi- 
tures were about $5 per capita. We were also advised 
by the director of the Denver General center that 
this difference has resulted in complaints from 



organizations that provide ~mental health services in 
other parts of the city. 

--Orange County, Florida, and the city of Orlando, were 
divided into three catchment areas to conform to 
catchment area size limits. The southeast part of 
the county along with Osceola County was designated 
as the catchment area to be served by the Orange 
MemoriBl.Hospital center. Before the center was 
established, Orange County had established clinics to 
take care of patients discharged from mental insti- 
tutions to the county and to handle referrals from 
local psychiatrists and other mental health facil- 
ities in the county. Also available was a SO-bed 
psychiatric ward in a general hospital in North 
Orlando. 

The Director, Orange County Department of Social Serv- 
ices, said that many people served by county clinics 
preferred those facilities because they were more famil- 
iar with them and services were free. She also said 
the county preferred working with the hospital in North 
Orlando, rather than the center, because it had a locked 
and secure ward. The center's inpatient unit was oper- 
ating at about 50 percent of capacity during calendar 
year 1972, and we were told that since July 1972 the 
State mental hospital serving the area had made no 
referrals to the center. 

The Chief of the Division of Mental Health in one State 
agency advised us that, when an existing catchment area's 
population approaches or exceeds 200,000, there is pressure 
from HEW to create one or more new catchment areas, each 
with its own administrative unit. According to this State 
official, this often results in increased administrative 
costs and the breaking up of natural population groupings. 

IDENTIFYING MENTAL HEALTH NEEDS 

A better job needs to be done in identifying local 
mental health needs. State plans usually contain general 
demographic data, such as suicide rates, admissions to State 
mental hospitals, number of welfare cases, and per capita 
income, which may be sufficient to justify initiating a 
program in a catchment area but not to justify continuing 



the same services year after year without assessing them in 
relation to community needs. 

Most centers reviewed had not made studies of their 
catchment areas which would enable them to set priorities 
and compare services provided against these priorities. The 
availability of funds to match Federal grants and the 
interests of the centers’ professional staffs were often 
important influences in establishing program emphasis within 
a center. Although needs met by programs established in 
this manner are probably valid, there is no assurance that 
they are the only needs or the highest priority needs of the 
catchment areas. Also, once programs are established, they 
tend to dominate center activities in subsequent years. 

State identification of 
mental health needs 

NIMH guidelines urge grant applicants to seek the 
assistance of State authorities in developing a program of 
mental health services that will respond to needs of the 
population to be served. These guidelines also require that 
State plans be updated annually. 

Data in the State plans was not kept current and was of 
limited value in planning local programs. 

In Colorado, for example, the first State mental health 
plan was prepared in 1965. The plan remained largely un- 
changed until 1969 when it was rewritten and updated. In 
1973 the plan was again rewritten, and a section on area 
programs was added which described the general charac- 
teristics of each area within the State, 

In addition to not being updated annually, the plan did 
not specifically address the needs of any of the State’s 
catchment areas, Though the need for centers was expressed 
in terms of available facilities, mental health personnel, 
and the economic condition of the area, the plan provided 
little or no guidance on the types of local programs needed. 

The Acting Coordinator, Community Mental Health 
Programs, Colorado Division of Mental Health, advised us in 
July 1972 that the State’s construction plan could become a 
useful operating document if it were updated. He stated 
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that the current plan is basically a carbon copy of past 
plans. 

Community identification of 
mental health needs 

Most centers reviewed had not studied community mental 
health needs to support their initial staffing grant appli- 
cations and, in applying for Federal assistance to expand 
programs, had cited their prior experience to justify the 
expansions. Demographic data similar to that included in 
State plans was generally used to support the need for the 
initial staffing grant. In addition, as discussed on page 12, 
mechanisms were not always established to involve citizens -- 
or community organizations in identifying needed mental 
health services. The following examples illustrate the 
necessity of making such studies and establishing programs 
to meet high-priority needs. 

--The Concord, Massachusetts, center, in applying for a 
grant in 1969, cited alcoholism as a problem in the 
catchment area; 30 percent of the State hospital 
admissions were diagnosed as alcoholics. The annual 
report for 1972 stated that alcoholism was by all 
accounts the problem for which services were least 
well organized and effective in the area. In April 
1973 we were told that a great need for more services 
existed, but the center at that time had no formal 
alcoholism program. In March 1974 the center 
director informed us that, although a separate 
alcohol unit had not been established, the staff was 
aware of the problem and many patients received care 
on a decentralized basis. 

--A study of mental health needs in Albuquerque, New 
Mexico, in 1965 showed that only limited mental 
health services were available for children.- NIMH 
awarded the Bernalillo County center five staffing 
grants, totaling about $1.2 million, between February 
1967 and August 1969. But in April 1973 there was a 
2- to 3-month waiting list for emotionally disturbed 
children needing treatment. The center director said 
that this service had not been expanded because the 
program planner had no expertise and little interest 
in the area. This service now has top priority, but 
NIMH funds are not available for expansion, The 
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center director advised us that programs for children 
accounted for 25 percent of all center expenditures 
as of March 1974 but that the problem of providing 
services to children was greater than any single 
center could satisfy. The director agreed that 
sufficient emphasis may not have been placed on 
children’s programs in the early development stages 
of the center. 

*The Adams County, Colorado, center received four 
staffing grants, totaling about $543,000, between 
January 1968 and July 1971. No formal study of 
community mental health needs was made to support the 
need for any of these grants. The largest grant, 
$277,000, was awarded in August 1969 to provide 
services for children enrolled in four school 
districts within the county, The center professional 
staff said the application was justified on the basis 
of a large youth population in the area, patient 
referrals from schools, availability of matching 
funds, and staff knowledge of the catchment area. 
According to one staff member, this county’s needs 
for a school program were probably no greater than 
the needs of any other county in the State, but, 
since the school districts provided the funds to 
match the Federal grant, a mental health program was 
initiated in the school districts and 60 mental 
health workers were involved in it. 

In citing the above examples, we are not questioning 
the desirability of those services provided by centers. We 
cite them only to indicate the necessity to study needs in 
order to set priorities and compare services with them. 
This would enable program changes that would better match 
resources with priorities. A position paper adopted by the 
American Psychological Association in 1966 pointed out that, 
when a center is established, provision should be made for 
periodic review of center programs to insure that community 
needs are being met. 

An NIMH official told us in March 1974 that greater 
attention to needs assessment in the review of continuation 
grant applications by regional offices may be an appropriate 
step in this direction. 
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Further evidence that the centers should direct greater 
effort to determining whether service programs are properly 
alined to meet community needs is provided by our analysis 
of records at 11 of the 12 centers reviewed and census data 
for the catchment areas, Appendix III gives detailed 
results of our analysis. In summary, we found that: 

--Children under age 5 and persons age 65 and over were 
underserved in proportion to their numbers in the 
catchment areas. 

--Persons age 20 to 44 and those in low-income cate- 
gories are represented on patient records in numbers 
well above their proportion in the catchment areas. 

--With only two exceptions, centers were serving a mix 
of patients reasonably representative of the ethnic 
makeup of the catchment areas. 

Center officials commented that: 

--Children and elderly persons are less desirable to 
work with because a highly specialized staff is 
needed to provide children’s services and it is dif- 
ficult to show success in treating elderly patients. 

--Some services are provided to children through 
consultation and education or are recorded in 
parents I case files and as such are not shown in pa- 
tient statistics. 

--Nursing homes and geriatric programs provide services 
to the elderly; in addition, the elderly often 
consider themselves self sufficient and hesitate to 
request services. 

--Higher income groups seek private care. 

--Lack of public transportation and outreach services 
caused a minority group to be underserved in one 
area, 

Officials at one center advised us in March 1974 that 
there was a question on whether the incidence of mental 
disturbance in children under age 5 was as high as among 
adults. On the other hand, they indicated that adolescents 
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and young adults are often in periods of high stress, which 
might account for their being “overserved” in proportion to 
their numbers in the general population. 

An official at another center felt parents frequently 
believe children will grow out of a problem, an idea which 
he believes is reinforced by family physicians. Consequently, 
referral is not made to a center until another agency, such 
as the school system, also notes that there is a problem and 
encourages the parents to seek assistance for the child. 

Community involvement 
in establishing centers 

NIMH guidelines call for community involvement in 
developing and operating the centers’ programs to insure 
that they will respond to the community mental health needs 
and have a public base of support. Community involvement 
was significant in establishing only 2 of the 12 centers 
reviewed. In some instances center officials, in the early 
years of the program, placed little emphasis on obtaining 
community participation in determining what services were 
necessary and how they would be delivered. It appears that 
NIMH placed more emphasis on getting the centers operational 
and making services available than on learning from the 
community what services it considered most important, 

This situation seems to have improved considerably, 
except that many community advisory boards still are not 
influencing decisions on program priorities and fund alloca- 
tions. Most center officials seem reluctant to involve 
community advisory boards in decisionmaking. 

Several examples of the extent of community involvement 
in center activities follow. 

--Three NIMH reports on site visits to the Denver 
General center indicate that community involvement 
has been lacking in program planning since the center 
began, NIMH site visit reports describe the center’s 
citizen council as impotent and unresponsive to 
community needs. 

--The Director of the Illinois Mental Health Insti- 
tutes Community Mental Health Program informed us 
that mental health professionals did the bulk of the 
initial planning for the program in Chicago. 
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Community involvement, according to the Director, was 
minimal because of a lack of interest. Through 
interviews with representatives of community 
organizations in the Chicago area, we confirmed that 
there had been little or no involvement in estab- 
lishing center programs. We were advised, however, 
that community participation in this center’s activ- 
ities had increased significantly since the center 
was created. 

--An NIMH site visit to the Maine Medical Center Commu- 
nity Mental Health Program disclosed that, during the 
center’s planning phase, the area mental health ad- 
visory board attempted to become involved in develop- 
ing the application for Federal assistance. 
According to the report, the board’s actions were 
constantly frustrated by the actions of the individ- 
ual acting as board coordinator. When the center 
became operational, the board was nonfunctional. 

--In contrast, the application for Federal assistance 
from the Concord Area Comprehensive Community Mental 
Health Center in Massachusetts contained much 
evidence of community input in determining community 
mental health needs and suggesting programs to meet 
them, In 1964 all the social agencies providing 
services in the catchment area formed a planning 
group to determine the area’s mental health needs. 
An NIMH report on a site visit to this center 
acknowledged the significant degree of citizen input 
into this center’s program. 

An official at one center advised us in March 1974 that 
he did not feel that our above observations accurately showed 
the difficulty in making community involvement a reality. 
Citizen councils are more than willing to discuss an issue 
and provide input, but they usually disliked making decisions 
or expressing demands to agencies. 

The Chief of the Division of Mental Health of the State 
Department of Institutions in Denver advised in March 1974 
that: 
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--His division knew some center boards were ineffective 
and that there was little community participation in 
program planning in some cases. 

--The State had implemented and was enforcing standards 
requiring the governing boards of centers to assume 
responsibility for center operations. 

--Some Colorado centers are governed by boards elected 
by catchment area residents who shape the service 
programs and have veto power regarding program 
decisions. 

CONCLUSION 

For statewide planning purposes, it may be necessary to 
establish catchment areas using criteria similar to those 
required by NIMH. (See p. 5. ) However, before awarding a 
grant for constructing or staffing a center, NIMH and the 
State should consider whether the established area is the 
most appropriate for delivering mental health services, 
considering political, geographical, or other planning and 
service area boundaries and existing mental health 
facilities, Also NIMH should require centers to study 
community needs in order to set priorities and analyze 
services against them. This would allow program changes 
that would better match use of resources with priorities, 

We recognize the technological difficulties in 
performing valid need studies and even defining need as a 
prelude to priority setting. Despite these difficulties we 
believe greater attention should be paid to the 
priority-setting process to better match limited resources 
with community needs. 

LEGISLATION BEING CONSIDERED BY THE CONGRESS 

Legislation being considered by the House of 
Representatives (H.R. 14214) would require that States pe- 
riodically review their catchment areas to insure that (1) 
their sizes are such that the services to be provided 
through the centers (including their satellites) are readily 
available and accessible to residents, (2) the areas’ 
aries conform, 

bound- 
to the extent possible, to relevant bound- 

aries of political subdivisions, school districts and 
Federal and State health and social service progrims, and 
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(3) the areas 1 boundaries eliminate,. to the. exte.nt possible, 
barriers to access to the ce.nters’ services, including 
barriers resulting from areas’ physical characteristics, 
residential patterns, economic and social groupings, and 
transportation. 

To get the community involved in a center’s program, 
House bill 14214 would require a center to have a governing 
body of individuals who live in the catchment area and who 
are representative of the area’s residents, taking into 
consideration their employment, ages, sexes, and places of 
residence. At least one-half the members would be individ- 
uals who do not provide health care services. 

House bill 14214 would also authorize the Secretary, 
HEW, to make grants to public and nonprofit private entities 
to carry out projects to develop community mental health 
center programs. In connection with a project for a center 
program, the bill provides that the grant recipient (1) 
assess the needs of the area for mental health services, (2) 
design a community mental health center program for the area 
based on such assessment, (3) obtain within the area 
financial and professional assistance and support for the 
program, and (4) initiate and encourage continuing community 
involvment in developing and operating the program. 

One of the bills being considered by the Senate (S. 3280) 
would require centers receiving operating grants to periodi- 
cally review their catchment areas to insure that the size 
of the area is such that the services provided are available 
and accessible promptly and appropriately and that the 
area’s boundaries eliminate barriers to access to services. 

With regard to improving community involvement, Senate 
bill 3280 would require each center to establish a governing 
board composed of individuals, a majority of whom are being 
served by the center and who, as a group, represent the 
individuals being served by the center, considering the same 
factors discussed in House bill 14214. Senate bill 3280 
would require that the board meet at least once a month and 
set forth the functions to be performed by the board, 
including establishing center policy, approving the center’s 
annual budget, and selecting a director for the center, In 
addition, Senate bill 3280 would require each center to 
establish a professional advisory board, made up of members 
of the center’s professional staff, to advise the governing 
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board in establishing policies governing medical and other 
services provided by the center, 

Senate bill 3280 would also authorize the Secretary, 
HEW, to make planning grants to nonprofit agencies, 
organizations) and institutions which have demonstrated the 
capacity to prepare a satisfactory plan for providing 
comprehensive mental health services through a community 
mental health center. The grants would be to help meet the 
costs of evaluating the need for a center and developing a 
plan for providing comprehensive mental health services 
through such a center. 

REC’OMMENDATIONS TO THE SECRETARY OF HEW 

Periodic review of catchment areas as described in the 
proposed legislation should insure that the catchment areas 
are appropriate for effectively delivering mental health 
services. Also greater community involvement in center 
activities should help to insure that services respond to 
community needs. 

To further improve the planning and insure that 
services are provided in the areas of greatest need, we 
recommend that the Secretary direct NIMH, before awarding a 
construction or staffing grant, to assure itself that an 
appropriate and timely review has been made of the catchment 
area. We also recommend that NIMH be directed to require 
centers to study community needs, which would enable them to 
set priorities, and periodically update such studies to 

‘permit a comparison of services with the priorities. 

AGENCY ‘COMMENTS AND OUR EVALUATION 

HEW concurred (see app. I> with the thrust of our 
recommendations and found them consistent with the aims of 
the CMHC program. We were advised that more effective 
planning for community mental health services, to reduce the 
fragmentation and duplication of services at the local 
level, is both necessary and desirable. 

HEW advised us that the setting of priorities has been 
difficult for centers, considering their mandate to provide 
a broad range of services responsive to the needs of all 
catchment area residents. HEW agreed, however, that 
services should be clearly related to community needs as 
identified in both initial and continuation applications 
reviewed by HEW’s regional offices. Also HEW efforts will 
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be expanded to develop solutions to the technological 
problems in performing valid assessments of cemmunity needs 
and the importance of assessing community needs on an 
ongoing basis would be reaffirmed for both applicants for 
CMHC grants and for HEW staff in reviewing initial and 
continuation applications. 

In commenting on the problems caused by the 
establishment of certain catchment areas, HEW stated: 

“* * *we do not believe, as indicated in the GAO 
report, that the catchment area requirement has 
generally served as an impediment to more 
effective planning.” 

We believe that the catchment area concept can help in 
planning for and coordinating the many services necessary to 
provide an adequate mental health program in a geographic 
area if adequate recognition is given to such matters as the 
service area boundaries of other care-giving organizations 
and the political boundaries of those entities which will be 
expected to help finance centers’ operations. 

In addition, though catchment area boundaries are drawn 
by the States, the criteria by which the catchment area 
boundaries are established are promulgated by NIMH, which 
makes it the responsibility of NIMH to insure that the 
boundaries established are the most appropriate for the area 
to be served. 

HEW agreed with our observations on the variability of 
community participation in planning and developing community 
mental health services. The extent to which citizens can 
make a meaningful contribution depends, in large part, on 
their knowledge, experience, training, and working relation- 
ships with center administrators. To enhance citizen 
involvement in center activities, HEW established a Center 
for Citizen Participation that will plan and initiate 
actions designed to upgrade the quality of citizen 
participation. 
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CHAPTER 3 

CENTERS' CAPABILITY TO OPERATE 

WITHOUT CONTINUED FEDERAL ASSISTANCE 

The Congress, in response to an increasing awareness at 
the local and State level of a critical need for improved 
mental health services, considered it the Federal 
Government’s proper role to provide financial assistance for 
operations while the States and local communities worked out 
new patterns of responsibility for mental health. 

I The Congress intended, however, that Federal assistance 
be ‘Pseed money” to help the centers during their early 
periods of operation and that Federal assistance be 
gradually reduced and replaced by three principal sources, 
as follows: 

--Communities, through taxes and voluntary funds, were 
expected to provide much of the support. 

--States were expected to expand their support of 
community services. 

--Patient fees and expanded insurance coverage for 
mental illness were‘expected to cover an increasing 
portion of the costs. . 

Some States reviewed are assuming an increasing share 
of center costs. However, communities in most instances 
have not provided significant financial support to the 
centers. 

-~ 
- ,f One factor limiting the centers’ ability to become 

2 self sufficient is the number ~of ~loti-income patients served. 
At eight centers 55 to 95 percent of the patients reported 
earning less than $8,000 annually. The centers use a 
sliding fee scale to reduce fees for persons with low 
incomes D and this limits the revenue available from patient 
services. 

An additional factor affecting centers’ ability to 
become self sufficient is that the centers, for the most 
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part s receive little or no revenue from their consultation 
and education service- -a required service--provided to 
community organizations. 

As a result, many centers’ capability to provide the 
full range of mental health services considered necessary 
for comprehensive care without continued Federal assistance 
is questionable, Officials in 9 of the 12 centers reviewed 
expressed a need for Federal funding to continue beyond the 
8-year grant period if services are to be maintained at 
their present levels. They voiced concern that the 
expiration of Federal staffing support would cause program 
deterioration and a curtailment of or an end to certain 
services which are not revenue producing. Two centers were 
already experiencing financial difficulties and had 
initiated cutbacks and realigned services. 

Also insurance coverage for outpatient mental health 
services is generally limited. Outpatient service is pro- 
vided to most patients, In 1963 the President directed HEW 
to explore steps for expanding private voluntary health in- 
surance to include coverage of mental health care. HEW ef- 
forts in this area have not produced significant changes in 
coverage. 

SOURCES OF REVENUE 

As shown in. the table on page 26, the majority of 
financial support for the centers has come from Federal and 
State sources. 

For the centers reviewed, Federal support ranged from 
18 to 81 percent in 1970 and from 19 to 86 percent in 1972; 
State support ranged from 2 to 51 percent in 1970 and from 8 
to 70 percent in 1972. The remaining revenues came from 
local sources, fees, and fund raising. 

States 

. 

Although the States have been a significant source of 
support for many of the centers reviewed, their commitment 
to center programs varied considerably, as shown below. 
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Name and location of center 
and date of tstablfskmt: 

Uatfomfda average 

wfnterwaveatbspftal. 
gter$een. fla. l 

.  ‘. 

IllIRofs ItsMa Health In- 
stftutesC-itynMtal 

lbaelth iiT Chfca $' .I 
Oct. %7 

Ravmswood Haspftal. 
ChIcago. Ill., 
June 1972 

Adams County Center, 
gsercccrty. COlO.. 

Bethesda Psychiatric 
Hospftal. 

Denver. COlO.. 
Aug. 1969 

Hemorlal Center, 
Nandan. Il. Dak.. 
July 1966 

South Central Center, 
Jamestown, N. Oak., 
Aug. 1968 

SOURCES OF FLMM RECEIVED BY CENTERS 

Pwcmltaf total raveaus 
Total Federal Federal Stat L 1 

fundi ftiis Fees wmn-anee 
Serifces FUlld- 
Hsdfcare Msdfcafd Other rafsfnp macd- re- m 

1969 $173,622,000 
1971 301,522.wo 

547$31 
1.299.493 

1970 
1972 

667,403 
1.205.857 

1910 1.620.930 
1972 1.812.265 

Ei 

1970 
1972 

ii% 

1970 
1972 

1970 

1972 

1970 
1972 

1970 
1972 

l.hs.470 

654,900 
1,253,250 

309.2% 

693.719 

a6 
2 

C 
2 

6 

8 

aIncludes revenue frm fees, Insurance. Medicare. and Hsdicafd. No data was avaflable on the amounts collected from each source. 

b1972 percentages do not total to 1W percent because the total revenues shown represent the value of services provided, whereas the 
receipts frm fees. Insurance, Madlcare, and Hsdfcafd represent cash collected at tk tfms of oar review. 

CPledlcare and Nadfcafd provided a total of 5 parcmt. 

dlnforfmtion not avaflable. 

Seas than 1. 
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--Colorado provided up to 85 cents’ for each catchment 
area resident. Additional amounts may be 
appropriated depending on the merits of budget 
requests. A State official advised us in March 1974 
that Federal staffing grants have begun to reach the 
end of their eighth year and that the State’s General 
Assembly has not committed itself to continuing all 
expiring staffing grants at the existing level. 

--Florida provided up to 65 percent of eligible center 
costs, excluding the Federal share, but reserved the 
option to reduce this amount. 

--Illinois made grants-in-aid available to centers 
offering specific services, but the State legislature 
does not make commitments beyond 1 year. 

--Maine’s policy is to provide block grants to 
catchment areas by appropriating $1 per person per 
year on the basis of the catchment area popula- 
tion. 

--Massachusetts will fund up to 60 percent of eligible 
center costs. 

--New Mexico has no legislation requiring financial 
assistance to centers, but assistance has been 
provided. 

--North Dakota limits assistance to 40 percent of total 
center operating costs. 

Communities 

Local support for centers reviewed varied. Of the 12 
centers reviewed, 7 received no local support. 

Only three were receiving city support. In one case 
the center actively solicited this support, and the center 
expects to eventually obtain 10 percent of its revenue from 
the city. 
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Some county governments were providing support but it 
was minimal, except for two centers. The counties served by 
one center initiated a mill levy to provide support. The 
revenue from the levy, however, will not be sufficient to 
offset the declining Federal assistance. The other center 
receives county funds appropriated to support a school 
mental health program. 

Third-party programs and patient fees 

Support from third parties (i.e., private carriers, 
Medicaid, and Medicare) at five of nine centers was less 
than 20 percent of the total center revenue. Third-party 
payments have been mainly for inpatient treatment. 
Insurance coverage for outpatient services, which comprise 

I the majority of center services, has provided only a small 
percentage of center revenues. An expansion of insurance 
benefits for outpatient services would greatly increase 
center revenues. 

Financial support from patient fees in 1972 was less 
than 15 percent of total revenues at 9 centers. Patient 
fees have pkovided only small amounts of revenues because 
large numbers of patients have low incomes and cannot pay 
for services. Federal grant terms provide that the centers 
serve all persons regardless of ability to pay. 

Although improved billing and collection procedures 
could increase revenues at some centers, the increase 
overall will probably not be substantial because of the low 

. income and the limited insurance coverage. 

Third-party payment programs 

Records selected at random at each of nine centers 
showed that between 13 and 67 percent of the patients had 
some type of insurance (private or Federal under Medicaid or 
Medicare). Insurance data in the records did not show 
whether the patients had inpatient, outpatient, or both 
kinds of coverage, but billing data indicated that coverage 
was mainly for inpatient services. This, of course, is 
important to the centers because inpatient care is a 
high-cost service. However, the apparent lack of outpatient 
coverage is significant because this service is by far the 
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predominant service provided to patients. , Therefore, even 
though the cost of this service is less than the cost of 
inpatient service, the volume of service would make it an 
important revenue source to centers. 

To a large extent, it appears that more outpatient 
revenue is not being obtained because of limitations on 
reimbursement provided by insurors--private and Federal. 
For example: 

--An outpatient clinic not affiliated with a general 
hospital is generally disqualified for reimbursement. 

--Outpatient services provided by mental health workers 
in individual and group sessions without direct su- 
pervision by a physician or psychiatrist are generally 
not eligible for reimbursement. 

Other factors limiting revenue from third-party payment 
programs are the deductible and coinsurance clauses. 
Deductibles,must be paid by the patient, and coinsurance 
provisions require the patient to share in the cost of 
services. Deductibles in policies offered by several major 
insurors range from $50 to $150, and coinsurance clauses 
provide that patients pay from 20 to 50 percent of 
additional costs. A large percentage of the centers’ 
patients have low incomes and probably could not pay the 
required deductible and coinsurance amounts. 

The President, in a message to the Congress in 1963, 
stated that HEW had been directed to explore steps for 
encouraging and stimulating the expansion of private 
voluntary health insurance to include mental health care. 
NIMH officials could not point out any real accomplishments 
resulting from this direction. Efforts were limited to 
working informally with several labor unions and the HEW 
Social and Rehabilitation Service to encourage inclusion of 
mental health service insurance coverage in contract 
negotiations with employers and under Medicaid. No effort 
has been made to work directly with private insurors. 

Private insurance coverage for mental health care 
varies widely. Of seven plans we examined, those available 
to Federal employees appeared to contain the most extensive 
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coverage for outpatient’ care. But even these plans 
generally exclude services not provided under the direct 
supervision of a psychiatrist as well as marital, family, 
and other counseling. A Blue Cross and Blue Shield official 
said this is also true of mental health coverage provided in 
most of the basic plans offered by Blue Cross and Blue 
Shield. 

Under the Social Security Act, Federal and State aid 
(Medicaid) is available in most States to indigent persons 
in need of medical care. 

States administer Medicaid and establish eligibility 
criteria for persons needing medical care and for the 
clinics providing it. Eligibility criteria vary by State 
and, as a result, the amounts of revenue the centers receive 
from Medicaid vary. 

Medicare, the Federal insurance program generally for 
persons aged 65 and over, provides for psychiatric coverage 
but contains restrictions generally based on the type of 
facility in which service is provided. Under part A of 
Medicare: 

--Insurance for inpatient services in a psychiatric 
hospital is limited to 190 days.in a lifetime. 

--Insurance for inpatient services in the psychiatric 
wing of a general hospital’ is subject to the same 
limitations as medical-surgical services; i.e., up to 
90 benefit days may be used for each spell of 
illness. 

Physicians’ services are reimbursable under the 
optional part B of Medicare, but services to mentally ill 
patients are subject to limitations. Essentially, 
reimbursement for physicians’ services rendered to 
outpatients is limited to 50 percent of the charge or $250 a 
year, whichever is less. This also applies to physicians’ 
charges incurred for inpatient care in a freestanding 
center. Other physicians’ fees for hospital inpatient 
treatment of mental illness are reimbursable according to 
Medicare payments for general illnesses. 
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Patient fees 
. 

As required by NIMH, all centers receiving Federal 
funds must serve all persons regardless of ability to pay. 
Consequently, most centers have developed a sliding scale, 
based on family income, to determine what fees patients 
should pay for treatment. 

Poverty is a major constraint on collecting patients’ 
fees in many catchment areas because 222 of the 392 
operational centers are in designated poverty areas as 
determined by the Secretary, HEW. Also, at eight centers 
visited, the proportion of patients served who reported in- 
comes of less than $8,000 ranged from 55 to 95 percent. 
It is unrealistic to expect much revenue from such patients. 

Inadequate billing and collection systems 

Adequate accounting systems are necessary for a center 
to bill and collect charges for services, Most centers 
visited had inadequate accounting systems and lacked 
procedures or had poor procedures for billing and collecting 
charges. 

Billing and collection problems varied by center; 
examples follow. 

--At the Adams County, Colorado, center, insurance data 
was not transferred to the billing statements; thus 
private insurance companies were not always billed. 
Patient records were not appropriately noted to 
enable proper billing and thus caused loss of 
revenue, 

--At the Denver General center no one was responsible 
for monitoring the submission of forms for billing, 
Consequently, 6 of 15 service units, providing almost 
half of the services, were not forwarding data needed 
to bill patients. The billing department was over 90 
days behind in sending out bills for the other units, 
and charges had not been established for various 
psychiatric services. We estimated that this center 
may be losing about $290,000 annually by failing to 
bill Medicaid. Billing delays resulted in a loss of 
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Medicaid revenues because bills for services to 
eligible Medicaid patients will not be honored in 
Colorado if they are submitted more than 90 days 
after services are provided. 

--At the Winter Haven, Florida, center, there were no 
written billing and collection procedures for 
outpatient services. The hospital had not billed 
Medicare for outpatient services since October 1971; 
outpatients were billed at less than 100 percent of 
the normal cost of the services and bills were sent 
directly to patients even though the patients were 
insured; and insurance claims were disallowed because 
of inadequate documentation. 

,‘I ,’ ,. 
--At the Illinois Mental Health Institutes Community 

Mental Health Program, under the control of the 
Illinois Department of Mental Health, collection 
procedures for inpatient care were centralized in the 
State offices while charges for outpatient care were 
billed andcollected by the outpatient clinic. The’ 
State offices did not receive adequate data and 
inpatient services were not always billed. The 
outpatient clinic billed patients directly even 
though they had insurance. Furthermore, the 
outpatient department could not bill insurance 
companies because of inadequate records. 

The incentive for two centers to maximize collection of 
. patient fees and third-party payments was limited because 

the centers did not directly benefit from these collections. 
In one instance, collections were transferred directly to 
the local general fund. In the other, all collections other 
than Medicaid were deposited in the State mental health 
fund; Medicaid collections were deposited in the State 
general revenue fund. In these instances the State and 
local governments are assisting the centers financially. 

IMPACT OF REDUCED FEDERAL ASSISTANCE 
ON CENTER PROGRAMS 

Services which generate the least revenue are most 
likely to be curtailed or realined if the centers cannot 
offset the loss of Federal assistance from other revenue 
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sources. Invariably, consultatiori and’education services to 
the community were mentioned as most likely to be affected 
by a decrease in Federal assistance. These services are 
most ‘frequently provided free to community agencies and, 
therefore, will become a financial burden to centers when 
Federal assistance ends. 

Other changes likely to be made if the loss of Federal 
assistance cannot be offset are: 

--Inpatient care may be emphasized because the cost of 
this service, as contrasted with that for outpatient 
service, is reimbursable under third-party payment 
programs. 

--Outreach activities in the community will be reduced. 

--Evaluations, in the few centers where they are being 
made, will probably be curtailed or stopped. 

RESULTS OF PRIOR STUDIES ON 
C!%TER S’ CATABILITY TO O?EMTE 
WITHOUT FEDERAL ASSISTANCE 

NIMH in 1969 contracted with the Stanford Research 
Institute to study the sources of funds for community mental 
health centers. The study objectives were to determine 

--the present and probable sources of funds for centers 
when Federal assistance ends, 

--implications of variations in funding patterns for 
the services provided, and 

--the present and probable center and State actions 
needed to maintain and increase funding levels. 

A report on the study, accepted by NIMH in 1970, showed that 

--few centers had made long-range plans to replace 
Federal funds ; 

--in general, accounting systems were inadequate; and 
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--financial subport patterns for centers were extremely 
variable and sources of funds were Federal grants, 
State and local governments, fees, third-party 
payments, and philanthropic contributions. 

NIMH, in commenting on the report, said that the report 
listed some observations about present and probable funding 
patterns but did not suggest specific policy alternatives or 
make recommendations on action needed to replace center 
funds. Although NIMH considered the findings less than 
definitive or not applicable to all centers, NIMH comments 
stated that efforts were being increased to assist centers 
in financial management and resource development. 

In December 1972 NIMH contracted with Macro Systems, 
Inc., to study trends in sources of funds for community 
mental health *centers. The study’s objective was to 
determine whether the conclusions reached in the Stanford 
Research Institute study were still valid. The final report 
made in May 1973 stated that it was apparent that the 
financial situations of most centers had not changed 
significantly since the Stanford study. 

The report stated that few centers had developed 
realistic plans in anticipation of the end of Federal 
assistance partly because of optimism that Federal support 
would continue and because other sources of funds usually 
cannot or will not make firm commitments of assistance. 
Implications of the loss of Federal revenue were considered 

_ to be far reaching and- would probably include 

--altered service delivery patterns and 

--centers’ increased need for technical assistance in 
preparing for the end of Federal assistance. 

The report suggested that NIMH could soften the impact 
on centers when Federal assistance ends by: 

--Beginning a program to convince center administrators 
that Federal support will end and that they should 
begin planning for that development. 
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--Assisting centers to identify alternative sources of 
funds; plan programs to secure additional revenues 
from those sources ; and maximize income from 
third-party sources , particularly Medicare and 
Medicaid. 

--Assisting the centers in planning resource allocation 
so that inevitable restrictions in service programs 
will have the least impact on the overall quantity 
and quality of mental health services. 

During our review we were told by NIMH headquarters 
officials that efforts to assist the centers in maximizing 
income from third-party sources have generally been informal 
and, because of limited staff, assistance to the centers in 
planning for the end of Federal support has not been 
effective. 

CONCLUSION 

Despite the eventual end of Federal assistance, most 
centers will likely continue to operate. However, the 
concern voiced by the center officials that the end of 
Federal support would result in curtailment of center 
programs is real. It appears unlikely that the alternatives 
available to decrease centers’ dependence on Federal 
assistance can realistically replace Federal funds in total, 
but insurance coverage for outpatient services and improved 
financial management practices would go a long way toward 
achieving this goal. 

LEGISLATION BEING CONSIDERED BY THE CONGRESS 

Legislation being considered by the House of 
Representatives (H.R. 14214) recognizes that the centers are 
providing free consultation and education services to 
community residents and agencies. To assist in providing 
these services, annual grants would be available to centers 
to cover the costs of these services under certain 
conditions. 

To prevent a significant reduction in the types or 
quality of services, House bill 14214 would: 
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--Provide for financial distress grants to be made when 
centers cannot continue to provide services or when 
the quality of services would be impaired without 
continued Federal assistance. 

--Require centers to develop plans for the eventual end 
of Federal financial support under the CMHC act and 
to make adequate arrangements to secure all 
available payments for services. 

Senate bill 1998 being considered by the Senate would 
authorize grants for an indefinite period for consultation 
and education services beginning in the ninth year after the 

, first year that a grant for operating costs has been made. 

Senate bill 3280 would authorize grants for an 
indefinite period to help a grantee meet reasonable costs of 
operation. The bill provides that grants be approved only 
if the applicant has made and will continue to make every 
reasonable effort to collect appropriate reimbursements for 
services to individuals covered under Medicare, Medicaid, or 
any other public assistance program or private health 
insurance program and from individual patients according to 
their ability to pay. 

Senate bill 3280 would also authorize the Secretary, 
HEW, to provide technical assistance to organizations 
eligible to receive planning, development, or operating 
grants authorized by the bill. This would, in part, help 
these organizations to collect reimbursements from third- 
party carriers and from recipients of care having no 
insurance, 

RECOMMENDATIONS TO THE SECRETARY OF HEW 

If enacted, the proposed legislation would improve cen- 
ters’ financial situations and the capability of centers to 
collect payments from third-party carriers and individual 
patients. To assist in this matter we recommend that the 
Secretary of HEW direct NIMH to: 

--Provide technical assistance to the centers in 
developing self-sufficiency financial plans and in 
improving their billing and collection systems, 
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--Consider and, if deemed apiropriate, work toward 
expanding coverage provided by third-party payment 
programs for mental health outpatient services and 
services provided by nonphysicians. 

AGENCY COMMENTS AND OUR EVALUATION 

According to HEW, action was being taken to improve the 
centers t capability to operate without Federal assistance. 
(See app. I.) Specifically, new regulations are being de- 
veloped which will require centers to prepare financial plans 
and third-party payment goals as a preaward condition for a 
grant. In addition, a series of workshops on financing sys- 
tems has been conducted for centers on a region-by-region ba- 
sis and a variety of materials and manuals have been and are 
continuing to be developed to assist centers with their fis- 
cal management operations. Also a training program is being 
conducted on using and teaching cost-finding and rate-setting 
techniques to analyze and evaluate centers. 

These actions, if properly implemented, should help im- 
prove the financial situations of centers, We believe that 
the requirement for centers to prepare financial plans and 
third-party payment goals as a condition for receiving a 
grant should impress upon centers the importance of develop- 
ing funding sources and provide a useful mechanism for HEW 
to assess a centerss likelihood to develop adequate financing 
for its operations. 

HEW considers it appropriate to work toward the expansion 
of coverage provided by third-party payment programs as we 
suggested. HEW indicated that the absence of mental health 
care coverage equal to general medical care coverage is a 
serious economic barrier to the purchasing power of the pop- 
ulation at risk and to the maintenance and growth of avail- 
able, accessible, and appropriate treatment resources. The 
Administration’s national health insurance proposal includes 
benefits for mental health coverage of inpatient,.outpatient, 
and partial hospitalization care, with organized care settings, 
such as community mental health centers, given preferential 
benefits for outpatient care. 
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CHAPTER 4 

MONITORING AND EVALUATION OF THE CMHC PROGRAM 

NIMH has had little success in developing an effective 
program for measuring the accomplishments of the CMHC 
program. Evaluations at most of the 12 centers reviewed 
were almost nonexistent because the centers have placed 
little emphasis on this activity as did NIMH during the 
early years of the program. NIMH officials said that 
results of contracted evaluations were of little value in 
decisionmaking because- of the time-consuming review required 
to evaluate the plans, the long time frames needed to com- 
plete evaluation studies, and the quality of such studies. 
Moreover, NIMH’s plan to monitor center programs by site 
visits has not always been effective because NIMH personnel 
have not always followed procedures for carrying out such 
visits and centers have not always acted on NIMH recommenda- 
tions. 

The Secretary , HEW, is authorized to make funds 
available for program evaluation either directly or by 
grants and contracts, in amounts not to exceed 1 percent of 
the appropriations made under the act. NIMH encourages 
centers to evaluate their programs and has made funds avail- 
able to hire professional and technical personnel. NIMH 
guidelines indicate that an evaluation program should 
provide objective information on centers’ progress in 

. delivering mental health service. 

EVALUATION BY NIMH 

Evaluation by NIMH has been carried out, in part, 
through private organizations working under contract. From 
July 1969 through December 1973, NIMH contracted for 29 
evaluations at a total cost of about $2.9 million. As of 
March 1974, reports on 20 had been completed. 

When program evaluation by NIMH began in 1969, funding 
and monitoring of evaluation contracts was the 
responsibility of the division administering the CMHC 
program. A project officer from this division was assigned 
to monitor each contract. According to an NIMH official, 
these project officers were assigned this responsibility in 
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addition to their regular responsibilities and often found 
little time for monitoring. In addition, project officers 
and the contractors had little experience in evaluating 
mental health activities. 

Some of the problems arising from this situation can be 
seen in the results obtained on certain contracts. For 
example : 

--A contract was awarded for $356,650 to develop a 
program for evaluating patient care. After almost 3 
years of work and expenditures of over $330,000, the 
contractor did not succeed in developing a manual 
useful for conducting patient care reviews. NIMH 
said that the contractor did not set a goal of 
developing a specific product useful to NIMH but 
rather was inclined to treat the project as a grant 
for basic research. 

--A contract was awarded for $192,810 to perform a 
study on the accessibility of community mental health 
centers ; completion was to be in June 1972. NIMH . 
found that the contractor had inadequate knowledge of 
the complexity of the centers’ programs. In its 
critique of the Contractor’s report, NIMH stated that 
the study was hampered by the lack of a clear concept 
of “accessibility” and nearly all the findings were 
subject to serious methodological and interpretive 
questions. 

NIMH criticized some additional contracted studies for 
using too limited a sample or not including centers 
representative of the entire program. An example of this is 
a $52,000 contract to study the relationships between the 
community mental health centers and other care-giving 
organizations. The contractor’s final report was accepted 
in December 1971, and NIMH stated that the case studies in 
the report illustrated a wide range of strategies for 
developing contracts with other care-giving organizations. 
However, NIMH also said that the small sample size would ‘not 
allow it to apply the findings to ceritors in general. 

An NIMH headquarters official advised us that, though 
NIMH has sent copies of some reports to the centers, NIMH 
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does not regularly distribute reports on these contracted 
studies to the centers. Instead, it has sent to all centers 
a list of reports with instructions on how to obtain them. 

In October 1971 the Director of the Office of Program 
Planning and Evaluation in NIMH announced that the evalua- 
tion program was being modified. One change was that 
project officers from the program planning and evaluation 
staff were assigned contracts so that the Director would be 
regularly informed of contract problems and progress. 

NIMH conducted an internal study during 1972 to 
determine the reasons for criticism of the evaluations. The 
results of the study showed that the level of monitoring and 
the level of NIMH collaboration in a study were significant 
factors in the success or failure of a study. The most 
useful products came from contracts in which there was a 
close or collaborative monitoring relationship between NIMH 
and the contractors. 

Evaluation plans for fiscal year 1973 indicated that an 
effort would be made to recommend for funding only those 
studies on which a member of the evaluation staff could 
spend at least 30 percent of his time. More widespread 
dissemination of reports to interested personnel or profes- 
sionals was also planned. 

Although it was too early for us to look into the 
effect of these 1973 changes on NIMH evaluation efforts, the 
Director, Office of Program Planning and Evaluation, has ex- 
pressed concern about NIMH’s ability to monitor evaluation 
done under contract because HEW will not allow funds avail- 
able for evaluation to be used to pay travel costs of the 
staff. He has also expressed concern about using contracts 
for evaluations because of the time-consuming administrative 
requirements and the long time frame needed to complete 
evaluations. In addition, staff shortages and the 
increasing number of evaluation contracts which have been 
let make it difficult to maintain the desirable level of 
monitoring. 
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Effective use of evaluation funds will require that 
NIMH provide the staff necessary to monitor evaluation 
efforts. 

EVALUATION BY CENTERS 

Program evaluation at most of the 12 centers reviewed 
was minimal or nonexistent, The reasons given for the lack 
of emphasis on this activity vary; the need for staff to 
provide direct services predominates. We found that: 

--At the center operated by the Illinois Mental Health 
Institutes in Chicago, evaluation positions had been 
funded in each of its 6 grant years. One full-time 
and one part-time position were never used for 
evaluation (the part-time position was used to 
provide services such as babysitting at the center 
and for staffing a center youth program). Another 
part-time position was used to gather program~sta- 
tistics, but no evaluation was performed. One fuil- 
time and one part-time position had been vacant more 
than 1 year. In March 1971 NIMH recommended that the 
positions be used for the purpose intended, but this 
recommendation was not implemented. NIMH made no 
followup to secure implementation. 

In March 1974 the program director advised us that the 
Illinois Mental Health Institutes has made some attempts at 
evaluating its programs but has found this task very 
difficult and complex. He believed techniques for 
evaluating mental health programs are needed. 

--At the Ravenswood Hospital in Chicago, one half-time 
and two full-time positions for program evaluation 
were included in the initial staffing grant applica- 
tion. The positions were not filled in the first 
grant year ending in June 1973 because of emphasis on 
delivering services, the uncertainty of continued 
Federal assistance, and lack of personnel. 

--At the Maine Medical Center in Portland, no funding 
had been requested for program evaluation staff 
during 4 years of operation because evaluation was 
not considered a priority activity and matching funds 
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were not available. Maine, with NIMH assistance, is 
expected to develop a system to evaluate center 
programs using uniform procedures at all centers, but 
the center director doubted whether the project would 
succeed, because of the extreme difficulty in assess- 
ing the quality of mental health services. NIMH has 
held a conference on evaluation for all centers in 
HEW region I to impress on them the importance of 
developing this activity. 

--At the South Central Mental Health and Retardation 
Center in Jamestown, North Dakota, one position had 
been funded, in part, to perform program evaluation 
but much of this staff member’s time was devoted to 
providing clinical services. In response to NIMH 
criticism of certain aspects of the center’s opera- 
tions, NIMH was advised in April 1973 that more 
program evaluation would be done. 

--At the Adams County Mental Health Center in Commerce 
City, Colorado, the original staffing grant applica- 
tion did not include a program evaluation position 
because priority was placed on delivering services. 
A decision was made in April 1971 to employ a 
full-time research psychologist. At the time of our 
review, a system was being developed to integrate the 
collection of clinical and financial data. NIMH has 
provided financial assistance to determine the feasi- 
bility of establishing the system nationwide, 

-At the Denver General Center, three staff positions 
for program evaluation were funded in 1967 and 12 
positions were added in 1969. The center also added 
eight more positions for program evaluation with 
funds from an NIMH research grant in May 1971. NIMH 
criticized the center’s evaluation and in June 1971 
threatened to suspend funding partially because of 
concern that evaluation was not being done as de- 
scribed in the grant application. In August 1972, an 
NIMH site visit report showed that some very sophis- 
ticated evaluation work was being done but nothing of 
use was being provided for local program management 
purposes and no significant program change could be 
attributed to the evaluation. At the time of our 
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review, three studies had been completed, but only 
one contained a recommendation for-improving center 
operations. The center director accepted and acted 
on the recommendation. 

Although a few centers achieved some progress in 
developing evaluation systems, the ineffectiveness of such 
programs in most centers visited indicates a strong possi- 
bility that NIMH expectations for information on center 
progress will not be realized. Also the fact that centers 
have not used some funds provided for this activity indi- 
cates that NIMH needs to monitor use of evaluation funds. 
If centers are to focus their efforts on the most urgent 
mental health problems in their areas, NIMH should emphasize 
evaluations. 

SITE VISIT PROGRAM 

The site visit program was designed to annually review 
and evaluate the CMHC program for compliance with the grant 
terms and to assist the grantee in the continuing develop- 
ment of the centers’ programs. The site visit program had 
the following problems: 

--Site visits in some regions are not being made 
annually, though required. For example, as of March 
1973, a center in Orlando had not had an NIMH site 
visit since March 1969. Vacancies amounting to 
32 percent of the authorized staff had resulted in 
delays of 2 to 4 weeks in treating new patients at 
this center. NIMH officials were not aware of this 
situation because sites were not visited annually. 

--Problems and deficiencies noted in site visits have 
not been followed up for correction. For example, 
following a site visit to the Milwaukee County, 
Wisconsin, mental health center in March 1970, NIMH 
made 12 recommendations for improving operations. 
The center did not provide a written response to 
these recommendations, and, at the time of our field- 
work, NIMH had not visited the center to see if the 
recommendations had been implemented. We visited the 
center in August 1973, and, though some progress had 
been made, some of the problems (including the need 
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for center advisory committees and an increase in 
consultation and education services) that brought 
about NIMH recommendations in March-1970 were still 
in evidence. An HEW region V official said that 
sites were not visited annually because of a staff 
shortage. 

--Site visit staffs often do not include persons having 
financial expertise. For example, at three centers 
in the Denver region, the grantees were having 
problems in obtaining funds to replace declining 
Federal assistance and were concerned that, without 
continued Federal assistance, the programs would 
deteriorate o Site visit reports showed the financial 
resources of these centers to be adequate. A State 
official advised us in March 1974 that the Colorado 
Division of Mental Health had agreed with the HEW 
regional office to assume the primary responsibility 
for scheduling and planning site visits. 

In addition, the center at Winter Haven, Florida, 
improperly claimed,about $160,000 of Federal staffing funds 
for personnel who were not bona fide center employees and 
for personnel whose salaries were not eligible for staffing 
grant support e 

HEW regional officials told us action would be taken to 
recover any ineligible payments. 

Although this problem was noted at only one center 
* visited, similar situations may exist elsewhere among the 

358 operational centers which have received staffing grants. 
This further illustrates the importance of improving the 
site visit program. 

During the development of our report to the Congress on 
“The Community Mental Health Centers Program--Improvements 
Needed in Management” (B-164031(2)) issued on July 8, 1971, 
the Director, NIMH advised us that: 

“A concerted effort is now being made to develop 
more comprehensive review procedures to focus 
particular emphasis on the management and fiscal 
plans in the case of active grants. * * * The 
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grants management staff will participate in 
periodic center grant review visits, and will 
employ an expanded format for these reviews 
designed to gather information on the actual use 
of grant funds and the adequacy and availability 
of funds from other sources. These revised 
management efforts will be implemented in the 
immediate future. ” 

HEW regional offices are responsible for carrying out ’ 
the site visit program. Authority for implementing action 
to suspend or terminate grants is the joint responsibility 
of the regional offices and NIMH. Although the NIMH policy 
manual prescribes the procedures to be followed for site 
visits and reporting, there appears to be little regional 
adherence to these procedures. NIMH headquarters staff 
reported to us knowledge of 130 formal site visits and 
additional informal visits to centers by regional office 
staff in 1973. Since 392 centers had received Federal funds 
and were operational as of September 1973, it is clear that 
not every center was visited. 

NIMH headquarters officials responsible for managing 
the mental health centers program advised us that, although 
they have policymaking responsibility, they do not have 
supervisory authority over regional personnel and cannot 
enforce agency policy. This situation resulted from a 
recent organizational change which requires that regional 
personnel report to the Office of the Assistant Secretary 
for Health and not to NIMH. 

A NIMH headquarters official said there were an 
insufficient number of professional staff to adequately 
monitor regional office activity relating to conducting the 
site visit program. A regional official stated that the 
region had insufficient staff to perform annual site visits. 
Furthermore, we noted that there was little participation by 
the grants management staff in the site visit program which is 
necessary for an effective program. 

The limited number of site visits, the lack of followup 
on deficiencies noted during site visits, and the lack of 
personnel able to deal with problems impedes NIMH from more 
effectively fulfilling its role of managing the CMHC 
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program. Responsible headquarters and regional office 
personnel need to be more active in implementing the site 
visit program. Personnel should be made available to assist 
the grantee in developing the center program and to review 
the grant for compliance with NIMH requirements. Imple- 
mentation of the management efforts promised in response to 
our previous report (see p. 38) would improve the site visit 
program. An NIMH headquarters official stated that more * 
uniform standards for site visits among the HEW regional 
offices would promote more accurate analysis of program 
status. 

CONCLUSION 

NIMH needs to substantially improve its evaluation 
efforts to determine if the CMHC program objectives are 
being accomplished. NIMH also needs to improve its site 
visit program and place increased emphasis on monitoring 
program evaluation contracts. In addition, the centers need 
to continually evaluate the impact of their programs on the 
mental health of catchment area residents. 

LEGISLATION BEING CONSIDERED BY THE CONGRESS 

Legislation being considered by the House of 
Representatives (H. R. 14214) contains several provisions 
which would require more extensive evaluation of the CMHC 
program. Specifically, recipients of grants for the initial 
operation of centers and for consultation and education 
services would be required to compile, evaluate, and report 
certain statistics and other information to HEW on (1) the 
cost of the center’s operation, (2) the patterns of use of 
services, (3) the availability, accessibility, and accept- 
ability of services, and (4) the impact cf services upon the 
mental health of catchment area residents. 

Under House bill 14214, recipients of such grants 
would, in consultation with the residents of their catchment 
areas, be required to review their program of services and 
the statistics and other information gathered, to insure 
that their services respond the needs of these residents. 
All centers would be required to establish an ongoing qual- 
ity assurance program, including utilization and peer review 
systems. 

40 



House bill 14214 would also require grant recipients to 
obligate funds annually to continually evaluate the 
effectiveness of their programs in serving the needs of 
their catchment areas and to review the quality of the 
services provided by the center. Such funds would be not 
less than 2 percent of the amount obligated by the center in 
the preceding fiscal year for operating expenses. 

@ne Senate bill (S. 1998) would require a center to 
spend no less than 1 percent of any operating grant which it 
receives for evaluating its programs’ effectiveness in 
serving the needs of its catchment area and for reviewing 
the center’s services. 

The other Senate bill (S. 328d) would require centers 
applying for operating grants to have an effective procedure 
for developing, compiling, evaluating, and reporting to HEW 
data on the (1) costs of their operations, (2) patterns of use 
of their services, and (3) impact of their services upon the 
health of those individuals which they serve, Senate bill 
3280 would also require, similar to House bill 14214, that 
such centers use an amount equal to 2 percent of their prior 
year’s obligations for operating costs for a program of 
continuing evaluation. 

RECOMMENDATIONS TO THE SECRETARY OF HEW 

The legislative proposals cited above should, if 
enacted and properly implemented, improve the evaluation 
process and produce valuable data for determining the 
effectiveness of the CMHC program. 

To further improve program evaluation efforts, the 
Secretary of HEW should direct NIMH to: 

- - Insure that program evaluation contracts are 
effectively monitored and that evaluation results are 
made available to centers. 

--Develop, with the assistance of the HEW regional 
offices, a more effective site visit program that 
would improve program management and be of greater 
assistance to centers. 
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--Insure that the’site visit program which is developed 
is made standard for the 10 HEW regional offices so 
as to promote more effective and accurate analysis of 
program status and performance. 

AGENCY COMMENTS AND OUR EVALUATION 

HEW concurred with our recommendations. (See app. I.) 
HEW took exception, however, to our observations on the 
effectiveness of the site visit program, stating: 

“***While we recognize that there is need for 
improvement, we have found the site visit approach 
to be a meaningful and generally successful 
approach to monitoring. While there have been 
problems precluding visits to every center on an 
annual basis, in individual cases, site visits 
have served to identify deficiencies for follow-up 
action. It should be noted that a more effective 
site visit program should be possible because of 
the decentralization of community mental health 
center grant authorities to the Regional Offices.” 

* * * * * 

“***In some regions, there has been a problem 
visiting every center on a strict annual basis. 
This highlights the need to develop additional 
techniques that will strengthen this developing 
facet of Regional Office function ***.I’ 

We agree that techniques need to be developed to 
improve the HEW regional office administration of the site 
visits. However, the development of these techniques must 
correspond with an increased effort to visit the centers 
regularly consistent with stated policy and with a site 
visit team which includes sufficiently varied disciplines to 
evaluate both programmatic and management functions of a 
center. Information provided by one HEW regional office 
indicates that current manpower levels and organizational 
structure will not enable the regional office to maintain 
even the current level of site visits. 
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Regarding our recommendation on developing site visit 
standards, HEW stated that a site visit protocol for use in 
all 10 HEW regions is being developed. We believe that a 
standardized approach to the site visit program among the 
HEW regions, when coupled with the assignment of adequate 
resources, will greatly facilitate center evaluation which 
is essential to insure most efficient and effective use of 
limited Federal resources. 

Concerning program evaluation being carried out by 
individual centers, HEW commented that our report did not 
reflect two current activities to improve this aspect of 
center operations. According to HEW, two contractors are 
addressing the problems caused by both a lack of qualified 
staff and general sophistication about project evaluation 

I within individual centers. One contractor is preparing a 
series of workshops to which centers will be invited to send 
staff for the purpose of presenting and sharing information 
on how to evaluate various aspects of center operations’. 
The first of these workshops,was held in November 1973 and 
another was held in March 1974. 

In addition, a consortium of mental health centers and 
grant-in-aid clinics in Florida has been funded to test 
various program evaluation methodologies to see how they 
work in real settings. According to HEW, a public - - L 
demonstration of findings was held for many centers in May 
and a final report is due’ on this activity in August 1974. 
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‘CHAPTER 5 

‘COORDINATING MENTAL HEALTH ‘SERVICES 

In establishing the CMHC program, NIMH set up 
guidelines aimed at developing a system for the coordinated 
delivery of services by the centers, State hospitals, and 
other organizations. 

The expectations of these guidelines are not being 
fully realized because: 

1. Working relationships between the centers and 
State mental hospitals need to be improved. 

2. Effective procedures have not been developed for 
referring persons requiring mental health services 
from other community organizations to centers. 

3. Some centers are not following up on patients 
referred to other organizations to see that 
services are provided. 

The emphasis on developing a coordinated system of 
mental health services has varied widely among centers. 
Some developed good relationships with other organizations 
and were holding periodic meetings with them to discuss 
cases of mutual interest. In one -area where services needed 
to be coordinated with those of other organizations, offi- 
cials of these organizations were sometimes totally unaware 
of the services available from the center. Relationships 
with the State hospitals followed the same pattern. Some 
centers screened patients being admitted to State hospitals 
and consulted about the problems of patients being dis- 
charged by the hospital into the catchment areas; other 
centers did not always screen patients admitted to State 
hospitals and patients were released into catchment areas 
without notice to centers, 

WORKING RELATIONSHIPS BETWEEN CENTERS AND 
STATE ‘HOSPITALS NEED TO BE IMPROVED 

The Congress intended that the newly created centers 
and the existing State mental hospitals should cooperate 
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with one another in serving the mentally ill. When the CMHC 
act was passed in 1963, it was anticipated that the centers 
would build on and be a part of the existing community 
resources --both public and private--and provide a wide range 
of community services to the mentally ill. Emphasis was to 
be placed on prevention, treatment, and rehabilitation at 
the local level instead of confining patients in an institu- 
tion. 

Roles not clearly defined 

The roles of State mental hospitals and centers have 
not been defined or clearly understood. 

According to State hospital and center officials in 
Colorado, -their roles in providing mental health services 
have not been well defined. As a result, there has been 
competition for patients; duplication of services; and in 
some cases, a lack of services. Also little cooperation 
existed in planning aftercare for patients in some 
instances. 

State hospital officials in Colorado, North Dakota, and 
New Mexico all appeared to agree that their future role was 
to provide specialized services and long-term care to the 
more difficult cases and to chronic patients while the 
centers l role was to serve the less severely disturbed 
patient requiring short-term care. On the other hand, State 
hospital officials in Colorado and New Mexico criticized 
centers for wanting to treat only the easier patients while 
sending the more difficult cases to the State hospitals. 
They also criticized centers .for not providing adequate 
services in areas involving the elderly, persons with 
alcohol problems, and children. 

Extent ‘to tih2c.h center’s are screening 
p’a’t’i’e’nts ‘fo’r’ State ‘ho’sp’ital’s ‘and __~~_ .-. -.._ 
providing care to ex-patients 

The extent to which centers screened patients before 
admission to State hospitals varied considerably from area 
to area as did the number of patients the State hospitals 
referred to the centers for additional services. Mental 
health professionals commented that mental patients should 
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be given aftercare for a period of time after discharge from 
a hospital m 

To determine the extent of cooperation between centers 
and State hospitals, we randomly selected some fiscal year 
1972 hospital case files for patients released to a specific 
catchment area to determine whether patients were screened 
by the centers before admission to the hospital and whether 
they were referred to the center after release. The results 
of this work are summarized below. 

Colorado 

--Adams County Center--Of 17 patients released by Fort 
Logan State Hospital 9 only 2 were referred to the 
center for aftercare and the center contacted 1 of 
the 2. A need for more effective referral was shown 
because 3 of the 15 patients not referred sought 
services at the center after discharge from the 
hospital. The center had seen 9 of the 17 patients 
before admission to Fort Logan Hospital. 

--Of seven patients released by Colorado State 
Hospital, six were referred to the center and the 
center contacted five of the six. 

--Bethesda Center--Of 16 patients released by Fort 
Logan Hospital, only 1 was referred to the center for 
aftercare. Of 20 patients entering the State 
hospital from the catchment area, 1 was screened 
before admission, 

--Denver General Center- -Of 22 patients released by 
Fort Logan Hospital, only 7 were referred to the 
center for aftercare. The center contacted only 
three of the seven referred. Of 16 patients released 
by Colorado State Hospital, I4 were referred for 
aftercare and the center contacted 9 of the 14 
referred, 

New Mexico 

--Bernal’illo County Center- -Of 25 patients released by 
New Mex’ico State Hospital, 19 were referred to the 



center for aftercare and the’ center contacted 18 of 
the 19 referred. Two of the patients were referred 
to other agencies and followup on the other four was 
not recommended. The Director of Psychiatry at the 
hospital told us admissions to the hospital from 
Bernalillo County had decreased since the center was 
established, He said that, although there is no 
State requirement that patients be screened before 
admission, he would like to see such a policy imple- 
mented. He also said that many patients now bypass 
the center because the police and the courts refer 
patients directly to the State hospital. After his 
review of 11 patient records of Bernalillg County 
residents admitted to the State hospital in 1972, he 
believed 8 of these patients could have been ade- 
quately treated at the center. 

North Dakota 

--Memorial Center- -All seven patients released by North 
Dakota State Hospital were referred to the center for 
aftercare and the center contacted them all. 

--South Central Center--All 10 patients released by the 
hospital were referred to the center for aftercare 
and the center contacted 8. 

Massachusetts 

--Concord Center--Of 30 patients released by 
Metropolitan State Hospital, 15 were referred to 
area agencies for aftercare. Available information 
indicated that the center provided aftercare to “at 
least 5 of the 30 patients discharged. State 
hospital officials said that only 8 of 69 admissions 
from this catchment area during the year ended 
January 31, 1973, were screened at the center before 
admission. 

Maine 

- -Portl’a’nd Center- - All 15 patients released by Augusta 
State Hospital were referred to the center for after- 
care. The center contacted 13 of the 15, 1 failed to 
keep an appointment, and the center had no record of 
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the remaining patient. Hospital records showed that, 
for the first 3 months of1973, the center referred 
55 of 72 admissions from the catchment area. 

Illinois 

--Illinois Mental ‘He’al’th Institutes ‘Community Mental 
He a’l’th P’r o’g’rain- -Of 99 patients admitted to the State 
and county hospitals in calendar year 1972, the center 
screened only 14 before admission. We attempted to 
obtain, but were refused, information from the State 
hospital to determine the number of patients released 
and referred to the center. The director of this pro- 
gram informed us in March 1974 that most persons ad- 
mitted to the State hospital without screening went 
there by themselves or were taken there directly by the 
police or relatives, thus giving the center no oppor- 
tunity to screen them, 

Florida 

--Orange Memorial Center--In May 1973 a Northeast 
Florida State Mental Hospital official advised us that 
the Orange Memorial center had been ruled out as an 
effective facility to provide aftercare services to 
patients released from the State hospital. At that 
time patients were being referred to a county mental 
health clinic with a copy of the written notification 
going to the Orange Memorial Center, The center had 
been the agency responsible for aftercare since August 
1970 and, although notified of 117 discharges to its 
catchment area, the center had treated only 5 and 36 
had returned to the hospital. 

The foregoing examples indicate a need for more effec- 
tive coordination of services by center and State hospitals. 

Reasons given by State hospital personnel for not making 
more referrals to centers were: 

--Centers do not provide the frequent aftercare services 
considered necessary, 
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--Centers are reluctant to go into the patients' homes - 
but instead would rather provide services in a 
clinic. 

--Centers provide limited services in specialty areas. 

--Centers do not want to deal with hard chronic cases. 

In addition, some centers provided limited aftercare to 
former State hospital patients. One center, for example, 
was not contacting patients released from the State hospital 
in the catchment area, but many of these patients were 
receiving services from a county mental health clinic. 

At another center, the services provided to former 
State hospital patients generally involved visits to nursing 
and boarding homes to consult with staff on patient cases 
and to provide staff training. The catchment area served by 
this center had approximately 1,200 nursing home beds, of 
which an estimated 50 to 60 percent were occupied by either 
ex-State mental hospital patients or persons with histories 
of mental illness. Personnel at one nursing borne told us 
they needed more help to care for these patients. Personnel 
in another nursing home said they were caring for ex-mental 
patients who could benefit from sheltered workshops and 
halfway houses. 

Contrary to the views of personnel in these nursing 
homes, center staff said that operators of these homes are 
reluctant to have them provide services other than medica- 
tion or recreation. Activities in some of these homes were 
very limited, and one center staff member believed that 
ex-mental patients were better off in the State hospital be- 
cause the State hospital had activities for them. The 
program director of another center stated that, after a 
patient spends a long period in a State hospital, chances of 
rehabilitation are less. He stated that, as a result, he 
has not stressed treatment of patients with chronic 
illnesses. 

COORDINATION BETWEEN CENTERS AND 
OTHER COMMUNITY ORGANIZATIONS 

Although few community organizations had a major role 
in establishing centers or in setting up their initial 

49 



programs (see p. 12), most centers reviewed had established 
relationships with such organizations and agencies. Center I 
patients are being referred for services to other organiza- 
tions and vice versa, and coordination between centers and 
other organizations, although informal, is being 
strengthened. 

But cooperation can be improved. Cooperative 
agreements have not been worked out in some instances with 
community organizations, such as police departments and 
churches, and few centers had adequate followup systems to 
determine whether those organizations saw or assisted 
patients referred to them, 

Community organizations that come in contact with 
persons needing mental health services or that provide 
services which may assist these persons are numerous. They 
include law enforcement groups, churches, courts, schools, 
welfare agencies, and alcoholism and narcotic treatment 
organizations. Because the number of organizations is 
large, the problems involved in coordinating activities 
become very complex. 

For example, center professionals in the children’s 
services program at the Denver General Center said that the 
task of coordinating activities with outside agencies 
providing mental health services to children was over- 
whelming. They said that the Division of Youth Services of 
the Colorado Department of Institutions attempts to 
coordinate city and State services but the only way to 
effectively coordinate program activities is through 
neighborhood teams that are closer to the problems. 

Some centers indicated the need for better coordination 
with community organizations. In some areas this was indi- 
cated by a lack of communication on the part of centers with 
organizations providing mental health services. In others D 
the need for coordination was manifested in the organiza- 
tions ’ lack of knowledge about centers’ activities and the 
dissatisfaction with the services provided by centers. 
For example: 
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--During our interview’with a pol.ice official in 
Mandan, North Dakota, he received a call from someone 
contemplating suicide. He was unaware that the 
center could handle such cases. 

--Staff members of county organizations, such as the 
Mental Health Association, the Department of Social 
Services, circuit court, and public shools in 
Orlando, indicated some dissatisfaction with the 
center’s services. We were told that there was a 
lack of communication between the center and 
the Department of Social Services; that there was a 
long waiting period for children’s services at the 
center ; and that the court complained the center was 
directly transferring patients, committed to the 
center for care, to the State hospital. In March 
1974 the center director advised us that, though some 
agencies and individuals might be dissatisfied with 
center services, he did not believe they represented 
the majority--with whom communications had been 
established. He also said that, although there was a 
period when a $-week delay for services existed, 
corrective action was taken and walk-in services were 
initiated. 

--The Director of the Council of Churches in 
Albuquerque said there was a need for improved 
coordination between the center and the local Council 
of Churches, even though the council offered marriage 
and family counseling. The council director said the 
center provided the council with no consultation 
service and has not solicited its input for estab- 
lishing center programs. 

Patient referrals. between centers 
and other org’ani’zat’ions 

For the most part, agreements between centers and other 
organizations were informal. Formal agreements were usually 
limited to those instances when another organization was 
providing one of the five required services for a center. 
In many instances these arrangements appeared satisfactory, 
On the other hand, some centers expected patients to make 
their own arrangements for services and schedule their own 

51 



appointments with the organizations to which they had been 
referred, and few of’the centers visited had developed 
procedures for following up on referrals. As a result, some 
patients considered to be in need of services had not re- 
ceived them. 

NIMH regulations require that centers establish 
adequate referral systems, including followup when referrals 
to organizations are routine or fairly frequent. However, 
in some centers there were no procedures for referral or 
followup. Examples of problems follow. 

--The Illinois Mental Health Institutes Community 
Mental Health Program had no central control of 
patient referrals. Staff members agreed that the . 
referral process needed improvement. The Institutes 
director expressed concern about this situation and 
planned to discuss possible corrective action with 
the program director. 

--The Concord, Massachusetts, center had no system for 
tracing referrals to other organizations. Center 
personnel did not contact organizations to check on 
referrals, and the center maintained no record of 
patients referred. 

--The Orlando center had formal agreements for referral 
of patients between an alcohol treatment unit and a 
State vocational rehabilitation unit; 15 to 20 
patients were referred to the latter unit each month. 
Center officials said that personal and telephone 
contacts on patient referrals were made. But, 
because no record of referrals was maintained, we 
could not evaluate the effectiveness of the system. 

--A Denver center had no formal system for insuring 
that patients referred to community organizations 
reached the organizations. Patient records for 32 
referrals made in January 1973 showed that 7 of the 
32 did not contact the organizations to which they 
were referred. 

The director of one center advised us in March 1974 that 
he agreed there is a problem in “tracking” patients. He 
stated that no one seems to have a solution for this problem 
because many patients change residences frequently or don’t 
keep appointments. 
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CCWCLWXONS 

Greater emphasis should be placed on establishing more 
effective relationships between centers and other community 
organizations. Without such emphasis, the congressional 
expectation of cooperation between the centers and State 
hospitals and making the centers a part of community re- 
sources will not be fully achieved. Action should be taken. 
by NM-I, in cooperation with State mental health author- 
ities, to more clearly define the role of the centers and 
State hospitals. 

If effective coordination of community resources is to 
be achieved and patients are to be handled in the most 
effective manner, centers must initiate more formal systems 
of referral. The present informal systems are easily 
subject to breakdown and provide no performance record to 
enable centers to assess the effectiveness of referral 
systems. 

States must also take more concerted action in 
requiring their agencies, including public mental health 
institutions, to coordinate activities with community mental 
health centers and other community resources. Effective 
referral and followup systems require coordination and 
collaboration from all levels. 

LEGIS’LATI’ON BEING CONSIDERED BY THE CONGRESS 

Legislation being considered by the House of 
Representatives (H. R. 14214) provides that: 

--A center coordinate its services with those of other 
health and social service agencies in the catchment 
area to insure that the center’s patients have access 
to all health and social services they may require. 

--A center help the courts and other public agencies to 
screen catchment area residents being considered for 
referral to a State mental facility to determine if 
they should be referred or treated in the community. 
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--A center provide followup care for catchment area 
residents who have been discharged from a State 
mental health facility. 

One of the bills being considered by the Senate (S. 
3280) specifies that the comprehensive mental health 
services which shall be provided by a center shall include 
(1) assistance to courts and other public agencies in 
screening individuals being considered for referral to a 
mental health facility for treatment to determine whether 
they should be referred and (2) followup services to 
individuals who have been discharged from a mental health 
facility, 

RECOMMENDATIONS TO THE SECRETARY OF ,HEW 

Program modifications similar to those above should 
result in more effective coordination of services between 
centers and State and community organizations. To make 
coordination of community resources more effective and to 
insure that patients receive needed services, we recommend 
that the Secretary of HEW direct NIMH to require centers to 
establish more formal arrangements for patient referral with 
other community organizations. 

AGENCY COMMENTS AND OUR EVALUATION 

HEW concurred (see app. I) wi-th our recommendation and 
stated that soon to be promulgated regulations will require 

. centers to coordinate their services with other human 
services within the catchment area, HEW advised us, 
however, that NIMH cannot require State hospitals, or other 
service providers, to coordinate their services with 
community mental health centers. Nonetheless, HEW indicated 
that increased attention to the State plan for mental health 
services and the assignment of greater priority to such 
issues in the monitoring of centers should result in sub- 
stantial improvements. 

We realize the difficulty involved in coordinating 
mental health services at the local level, especially in 
those areas where numerous agencies and organizations 
provide services essential to the well-being of the mentally 
ill. By requiring centers to enter into formal agreements 
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with other service providers in an area, howeyer, we believe 
coordinating can be improved. In addition, formal agree- 
ments can be used to clearly define the responsibilities and 
roles of various agencies, delineate referral and followup 
procedures, and eliminate unnecessary duplication of 
services. 



CHAPTER 6 

NEED FOR MORE EFFECTIVE USE 

OF CONSTRUCTION RESOURCES 

Funds provided for constructing centers have not been 
used in the most effective manner. At the time our 
fieldwork was completed, construction funds totaling about 
$23 million were tied up in 32 stalled projects. Many of 
these projects appeared to be seriously delayed in starting 
construction because NIMH did not require the applicants to 
furnish, before grant approval, adequate data concerning 
ability to begin construction within a reasonable time. 

Also five completed projects which had received Federal 
funds of about $3.5 million were experiencing delays in 
beginning operation or were operating on a minimal basis 
because non-Federal operating funds were not available. 

In a few instances NIMH had transferred or was 
contemplating the transfer of construction grants from one 
grantee to another after the obligational period provided in 
the CMHC act had elapsed. In our opinion, this is improper. 

CONSTRUCTION GBJNT AWARD PROCESS 

Federal funds for constructing centers are made avail- 
able to the Secretary, HEW, for allocation to the States. 
The funds are allocated to the States for a fixed period 
only 3 usually the year of appropriation and the next fiscal 
year. States may request the Secretary’s approval to 
transferlunused funds to other States for the purpose of 
constructing menta, 1 health centers or for use within the 
State for constructing facilities for the mentally retarded. 

To participate in the construction grant program, a 
State must designate a single State agency to administer the 
program and to prepare a State plan which sets forth,, among 
other things, an orderly program for constructing centers on 
the basis of a statewide inventory of existing facilities 
and a survey of need. The State agency must review the plan 
at least annually and submit any required modifications to 
HEW. 



Grants are awarded to appli’cantS for a specified share 
of construction costs, and the grantees must obtain matching 
funds. They must also provide NIMH with assurances that 
construction will begin within a reasonable time after the 
grant award and that funds will be available to adequately 
operate and maintain the facility after construction. 

Applications for grants under the CMHC construction 
program are in four parts: 

1. Initial estimate of cost. 

2. Source and location of applicant’s funding. 

3. Land description. 

4. Revised application after construction bids have 
been received and actual costs are known. 

NIMH obligates funds upon the approval of part 1, which is 
often before completion of the steps necessary to obtain 
matching funds and acquire the project site. When problems 
with these matters cause a delay, the catchment area is 
deprived of mental health services. Examples are described 
below. The amount of NIMH funds awarded for construction 
grants and the number of projects funded and operational are 
on page 3. 

GRANT RECIPIENTS UNABLE TO BEGIN CONSTRUCTION 
AND GRANT IMPROPERLY TRANSFERRED 

Lutheran South Hospital, Matteson, Illinois, was condi- 
tionally awarded a construction grant in June 1967 even 
though an NIMH trip report of December 1966 noted that the 
grantee had raised only half the matching funds and it was 
not clear where the remainder would be obtained. Also, on 
two occasions just be-fore approval of the application, HEW 
region V personnel expressed concern about the catchment 
area because it divided communities and cut off some prime 
financial resources. Although potential financial problems 
had been identified, the conditions included in the approval 
of the application concerned only design of the facility and 
availability of services to persons unable to pay. In June 
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1968 the grantee received additional Federal funds, bringing 
the total award to $873,147 for constructing the facility. 

In April 1970 NIMH noted that the grantee was still 
having financial problems and was considering merging with 
another hospital and constructing the proposed facility in 
an adjacent catchment area. The hospitals merged and in 
January 1971 the Illinois Department of Mental Health re- 
quested a change in grantee and project location. In July 
1971 NIMH advised the grantee that a complete revision of 
the application was required, and in January 1972, the 
Illinois Department of Mental Health advised NIMH that a 
consultant was doing a feasibility study of the project. In 
November 1972, NIMH had not received a revised application 
and, according to the records, no official change had been 
made in grantees. In February 1974 NIMH advised us that the 
project was at a standstill and there was no projected date 
for starting construction. As of that date more than 6 
years had passed since NIMH initially approved the construc- 
tion award. 

The Dallas Neuropsychiatric Institute was awarded a 
construction grant of $2 million in June 1968 subject to 
four conditi’ons, two of which related to developing an 
appropriate design for the facility. In June 1969 the 
design was approved, but later the same month a cost analy- 
sis of the architect’s presentation indicated that the 
facility could not be constructed within the proposed 
budget. In August 1971 the Governor of Texas requested that 

. NIMH hold the project open because he believed the legisla- 
ture would give favorable consideration to a request for 
matching funds. 

In January 1973 the Dallas Board for Mental Health and 
Mental Retardation wanted to pick up the grant, and NIHM 
notified the grantee that the grant would be terminated June 
30, 1973, if no action was taken toward construction. On 
August 8, 1973, more than 5 years after approval of the ini- 
tial grant application, NIMH notified us that a new grantee 
would take over the grant and was seeking approval of a site 
from the Dallas County Commissioners. In March 1974 an NIMH 
official said the grant had been withdrawn from the Dallas 
Neuropsychiatric Institute. 
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As stated previously, Federal funds appropriated for 
constructing centers are available for a fixed period only. 

.During this period, grants may be made for either con- 
structing new facilities or acquiring, expanding, 
remodeling, and altering existing buildings. 

In a few instances, similar to those described above, 
NIMH transferred or was contemplating the transfer of 
construction funds after the obligational period expired. 
This is, in our opinion, contrary to the express language of 
the act (42 U.S.C. 2682 (a)) as well as the general rules 
governing availability of appropriations. 

ASSURANCE OF FINANCING FOR OPERATION AND 
MAINTENANCE COSTS NOT ADEOUATELY FULFILLED 

One of the five completed centers which were 
experiencing delays in beginning operations or were 
operating on a minimal basis (see p. 56.) was the 
Cherokee-Etowah-DeKalb Mental Health Center in Gadsden, 
Alabama, which was awarded a construction grant of $650,000 
in June 1969. The grantee assured NIMH that sufficient 
non-Federal funds would be made available to operate and 
maintain the facility for the purpose for which it was 
constructed. However) in identifying its source of 
operating funds, the grantee indicated in the construction 
grant application that a Federal staffing grant of $329,000 
was needed to provide 52 percent of all center revenues 
during the first year of operation. Federal staffing 
assistance was not made available and operating problems 
were encountered as described below. 

Construction of the facility, a 2-story building with a 
32-bed inpatient section on the second floor, was completed 
in March 1972, formally opened in June 1972, and officially 
accepted by the architect in January 1973. In February 
1973, much of the facility, including the inpatient unit, 
was not in use because of financial problems. In addition, 
in March 1973, the HEW Associate Regional Health Director 
for Mental Health advised the Chairman of the center’s 
governing board that there was no inpatient, emergency or 
partial hospitalization service-- three of the five required 
services. Moreover, there appears to be little hope of 
fully using the inpatient facility because the center lacks 
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the accreditation needed to qualify for third-party 
reimbursement, To compound the financial problem, one of 
the counties in the catchment area withdrew its financial 
support and asked to be assigned to another area. Because 
of these financial problems, the center entered into an 
agreement with an adjacent facility, Baptist Memorial 
Hospital, to provide inpatient services. 

NIMH could have requested a refund of the construction 
grant because the grantee could not provide the five essen- 
tial services, but, because there was no other provider of 
mental health services in the area, it awarded the grantee a 
staffing grant of $455,000 in September 1973 for the period 
of,operations beginning November 1, 1973. The amount of the 
grant award was less than the amount requested by the 
applicant. Concern was expressed by the project reviewer 
that the community might not be able to support a center 
program at the level of funding proposed by the applicant. 
The grant was awarded on the condition that the grantee 
provide financial and staffing plans and appoint a full-time 
director. 

One of the mental health problems cited in justifying 
the need for this center was raised by law enforcement 
officials in Cherokee and Dekalb Counties. They stated in 
1968 that a center was needed because disturbed men and 
women had to be held in jail while awaiting commitment to 
the State hospital. They said that one patient had been 
held in jail for several weeks under these circumstances. 
The center director told us that during May 1973, the only 
month for which statistics were readily available, 28 people 
were jailed in the 2 counties under lunacy warrants and, 
during a jail visit on June 25, 1973, he contacted 4 such 
persons, including 1 who had been jailed 9 days. 

The center inpatient facility which will not be used 
contains four secure rooms which presumably could be used as 
an alternative to the jails if additional resources were 
available. 

In March 1974 the center director informed us that: 

--Plans for use of center inpatient facilities had not 
been officially proposed to HEW; however, informal 
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plans provide for use of the facilities for an 
expanded outpatient program and for office space. 

--The adjacent hospital will continue to provide in- 
patient services. 

--The lack of anticipated Federal funds, not the lack 
of local funds, has delayed implementation of 
services. 

ASSURANCE THAT GRANTEE WOULD PROVIDE 
ALL REQUIRED SERVICES NOT ADEQUATELY FULFILLED 

To be eligible for a construction grant, a grantee must 
agree to provide at least the following services: 
emergency, outpatient, partial hospitalization, inpatient, 
and consultation and education. NIMH considers these 
services essential and they must be available to all 
catchment area residents. 

NIMH, in October 1967, awarded the Richmond County 
Hospital Authority a construction grant of $821,104 to build 
a psychiatric inpatient facility at University Hospital in 
Augusta, Georgia. University Hospital was to provide 
inpatient and emergency care, and two affiliates, the 
Medical College of Georgia and the Richmond County Health 
Department, were to provide the three remaining services. 

The facility at University Hospital opened in January 
1971. An NIMH site visit made in December 1971 showed that 
problems at the center warranted the grantee’s attention. 
Among the problems were: 

--A comprehensive center as described in the grant 
application was not in operation. 

--There was little, if any, indication that anyone 
associated with University Hospital was familiar with 
the grant application or was committed to the CMHC 
concept. 

The grantee replied to the report in June 1972, 
agreeing that a comprehensive center was not in operation 
but disclaiming responsibility for providing all five 
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essential services. NIMH replied that, as the grantee for 
the construction project, the authority gave assurance that 
such service would be provided. Since NIMH had no contract 
with the affiliate agencies, it must look to the authority 
as the accountable agency. 

In January 1973 NIHM Headquarters and regional office 
personnel discussed the problem and agreed to conduct a site 
visit to document the situation and make recommendations. 
The site visit was made in February 1973, and it was 
reported that no semblance of a CMHC program was in 
operation. The grantee was given 30 days to provide a plan 
and timetable to correct the deficiencies noted, and, if the 
plan was not forthcoming, legal action would be initiated to 
recover Federal funds involved. 

Following this notice additional correspondence was 
exchanged. In June 1973 the authority again agreed that the 
essential services were not being provided but said that it 
had no way’of forcing the affiliates to live up to the 
agreements. We were told that the affiliates did not honor 
the agreements because their plans had been contingent on 
receiving a Federal staffing grant. 

On August 7, 1973, the HEW Interim Regional Health 
Director informed the Richmond County Hospital Authority 
Chairman that he had determined the authority was not 
operating a community mental health center as called for by 
the NIMH construction grant agreement and that he was 
calling upon the authority to refund the Federal Government 
its share of participation in the project facilities. We 
had previously advised HEW regional officials that we 
concurred that there were legitimate reasons for taking this 
action. 

The authority responded to the HEW letter by offering 
to meet with HEW and discuss the authority’s position. 
During the next several months a number of formal and 
informal meetings were held between HEW and authority 
officials to attempt to resolve the problems surrounding 
this grant. 

On November 19, 1973, the authority provided the HEW 
Associate Regional Health Director for Mental Health a 



summary of progress being made to overcome eight major areas 
of deficiency identified by HEW. In responding to this 
letter, the Associate Regional Health Administrator for 
Mental Health stated that (1) he believed that real progress 
was being made toward meeting the CMHC requirements 
associated with the construction grant and (2) he was 
pleased that communication problems had been overcome so 
that HEW and the Hospital Authority could work together to 
insure comprehensive mental health services for Augusta area 
residents. 

The vice-chairman of the authority advised us on March 
7, 1974, that he had been informed that all center services 
were expected to be operational by March 15, 1974. He 
stated that, although a staffing grant application had not 
been submitted, funding for center operations would be 
available. 

Although it now appears that progress is being made 
toward establishing a comprehensive community men?nhealth- ’ 
program in Augusta, a number of issues were raised but not 
resolved when the grant application was approved. For 
example, NIMH stated that the review of the grant 
application in 1967 showed it did not provide for 
coordination with affiliate agencies, did not consider 
community resources, and would not meet the area’s needs. 
In addition, it appears that NIMH had identified but had not 
resolved the need for (1) Federal staffing grant assistance 
for affiliate agencies, (2) making the grantee aware of its 
responsibility for establishing the community mental health 
center, and (3) coordinating mental health services. These 
factors, which NIMH apparently knew at an early date, have 
contributed to the delay in establishing a community mental 
health center providing comprehensive services to the 
Augusta area. 

In response to our July 1971 report, HEW said it was 
taking action to strengthen the preaward grant review and 
monitoring procedures. HEW stated that: 

“* * *we have assigned responsibility to the 
grants management staff of the Institute for 
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active involvement in the review of grant applica- 
tions prior to award and for providing a con- 
tinuing review and evaluation of management 
aspects of active grants.” 

In view of the continuing problems identified in the 
construction and initial operation of some centers, we 
believe more effective action is necessary to provide the 
solutions promised by HEW. Since these problems tend to re- 
duce the centers’ effectiveness in providing needed mental 
health services and delay the establishment of needed centers, 
immediate action is necessary to identify the factors causing 
these problems and to remedy the situation on a case-by-case 
basis. 

CONCLUSION 

Awarding construction grants without adequate assurance 
that the grantee will be able to meet the grant terms does a 
disservice to both the grantee and the entire CMHC program. 
The grantee thus spends time and money in attempting to 
initiate mental health services, which unnecessarily ties up 
program funds that could have been used in other locations. 

HEW believes CMHC construction grants have the 
expressed purpose of serving a designated population within 
a given catchment area and, so long as the purpose of the 
grant remains the same and the same population is to be 
served, it is not necessary to deobligate or reobligate 

. funds. 

Generally, when an appropriation is made available 
until a specified date or for a specified period, its 
availability relates to the authority to obligate the 
appropriation. An appropriation is obligated when a 
definite commitment is made or a legal liability incurred to 
pay funds from such appropriation. To justify charging an 
appropriation after its period of availability for 
obligating purposes has expired, some action creating a 
definite liability against the appropriation must have been 
taken while it was available for incurring obligations. 

Approved applications for Federal assistance may be 
amended after the availability period expires. However, the 
practice of changing grantees after the availability period 
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expires, in our opinion, involves more than just an 
amendment of the approved application. The consequences 
that could result from substituting one grantee for another 
after the period of availability are of genuine concern to 
the Government. 

We believe the CMHC act reflects the Congress 
determination to respond to mounting evidence that the 
mentally ill will often recover sooner and more fully when 
they have a comprehensive treatment program in the home 
community. To organize and fully develop quality services 
on a community-wide basis within a reasonable time after 
funds are appropriated, it is critical that HEW obligate its 
funds expeditiously in a particular community or make such 
funds available to other communities. If HEW is permitted 
to substitute one grantee for another after the availability 
period, the realization of this objective would be severely 
hindered and the funds could lie idle for unnecessarily long 
periods. I 

Moreover, p ermitting the deobligation and reobligation 
of CMHC funds beyond the period of availability would, in 
essence, be interpreting the act as being open ended for 
obligation purposes. Such an interpretation would be 
contrary to the express language of the act as well as the 
general rules governing the availability of appropriations. 

Thus, it is our opinion that, if mental health funds 
made available under the act are deobligated, they must be 
reobligated during the period in which such funds are made 
available for obligation by the appropriation act under 
consideration. Reobligation after such period has expired 
is improper. 

LEGISLATION BEING CONSIDERED 
BY THE CONGRESS 

One of the bills being considered by the Senate (S. 
3280) authorizes the Secretary, HEW, to require that any 
grantee return to the Secretary any funds obligated for 
construction but remaining unexpended after a reasonable 
time and that the returned funds be used to make other 
grants for construction of centers during the fiscal year in 
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which the funds are’ returned and the next fiscal year, The 
provision in the bill would, if enacted, appear to provide a 
reasonable solution to this problem. 

RECOMMENDATIONS TO THE SECRETARY OF HEW 

We recommend that the Secretary require NIMH to: 

--Obtain from grantees firmer assurances that the 
facility can be completed within a reasonable time 
and that funds will be available to adequately 
operate and maintain the facility after construction. 

--Identify, on a case-by-case basis, the factors which 
have (1) caused construction projects to become 
stalled and (2) prevented the operation of completed 
facilities and assist grantees to remedy the situa- 
tion. 

--Stop changing grantees under the construction program 
after elapse of the Z-year obligational period pro- 
vided in the CMHC act. 

AGENCY COMMENTS AND OUR EVALUATION 

HEW concurred (see app. I) with the intent of our first 
two recommendations and said it had taken corrective action. 

We were advised that, to insure that construction is 
. related as closely as possible to program needs, priority 

for awarding fiscal year -1974 funds will be given to 
applicants which already have operational mental health 
programs. In addition, a financial plan supported by 
documentation is now required in lieu of written assurances 
by the applicant that funds will be available. 

We were advised that a case by case analysis of the 32 
“delinquent” construction projects was made; 15 of these had 
changed status (3 had initiated construction, 2 had changed 
grantees, 2 had withdrawn their applications, and 8 had 
shown varying degrees of progress in moving toward 
construction) and 17 still remained delinquent. HEW did not 
supply us with sufficient details to enable us to evaluate 
the extent of progress made to initiate construction on the 
8 projects. 
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HEW will continue to give technical assistance to’ 
mobilize the resources of the catchment areas having 
“delinquent” projects so that a where possible, community 
mental health programs could be initiated. 

HEW did not agree that the practice of changing 
grantees after elapse of the obligational period provided by 
the CMHC act was improper or that the practice should be 
stopped, However, the HEW General Counsel was asked to 
review this situation. 
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CHAPTER 7 

SCOPE OF REVIEW 

Our review concerned the progress made by NIMH and 
local agencies in establishing and operating community 
centers providing mental health services. 

We did not assess the effect of services on patients. 
However, observations were made on the quantity and types of 
mental health services provided. 

We 

1. 

2. 

3. 

reviewed: 

The program’s authorizing legislation. 

Funding available to NIMH. 

Procedures being followed by centers in involving 
the community in identifying needs and delivering 
of services, funding available to carry out the 
p’rogram, and coordination of mental health serv- 
ices with State and community agencies. 

4. Centers 1 capability to become financially 
self-sufficient. 

5. The program evaluations being made by NIMH and 12 
centers reviewed. 

6. Progress toward opening and/or constructing 
centers that received construction grants. 

We examined instructions and guidelines relating to 
grant awards and centers’ operations and reviewed center 
records to determine the extent to which patients were being 
referred to the centers by other organizations capable of 
identifying persons with mental problems or by centers to 
other organizations providing services not available at 
centers. 

Our review was made at NIMH headquarters in Rockville, 
Maryland; the regional offices of HEW in Chicago, Boston, 
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Denver, Dallas, and Atlanta; and at the 21 centers listed in 
appendix I I, We made a comprehensive review of 12 centers 
and gathered information on the use of construction grants 
by 9 other centers, 
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE 
OFFICE OF THE SECRETARY 

WASHINGTON. O.C. 20201 

APPENDIX I 

APR 25 1974 

Mr. Gregory J. Ahart 
Director 
Manpower and Welfare Division 
United States General Accounting Office 
Washington, D. C. 20540 

Dear Mr. Ahart: 

The Secretary has asked that I respond to your request 
for comments on your draft report to the Congress entitled 
"Need for More Effective Maqagement of Community Mental 
Health Centers Program." They are enclosed. 

We appreciate the opportunity to comment on this draft 
report before its publication. 

Sincerely yours, 

Enclosure 
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DEPARTMENT OF HEALTH, EDUCATION, AND WELFARE COMMENTS ON GENERAL, ACCOUNTING OFFICE 
REPORT ENTITLED: 
CENTERS PROGRAM 

NEED FOR MORE EFFECTIVE MANAGEMENT OF COMMUNITY MENTAL HEALTH 

Introduction 

In brief, the GAO review of 12 community mental health centers was under- 
taken to assist the Congress of the United States in its consideration 
of the extension and/or nodific ation of the CXHC Act. GAO's purpose was 
not to provide an extensive analysis of t'ne CXX Program or its contribution 
to and impact on the mental health service delivery system. Rather, GAO 
Zocused on identifying problems in the managsnent and administration of 
CXXs which, if corrected, would lead to increased program effectiveness. 
Thus ) while the review disclos& that "the operational centers have 
increased the accessibility, quantity and type of service available at 
the community level, and have enhanced t'ne responsiveness of mental health 
services to individual needs," such findings were not central to the core 
of the study. 

It should also be pointed out that the magnitude and range of problems 
identified by the GAO are not out of the ordinary for newly developing programs. 
The administration of complex service delivery organizations is difficult, 
particularly when an emphasis is on initiating services. The need to continue 
activity that will bring about management improvements in the areas identified 
is clearly recognized. 

Por purposes of clarity, we shall focus our response on the recommendations 
in each of the chapters. Inasmuch as the recommendations are often 
general, however, and do not reflect some of the major issues raised in 
the body of the report, we shall also provide some substantive comments 
as appropriate. 

Major Issues 

(1) IMPROVED PLANNING NEEDXD FOR CXKCS 

GAO Recommendations. Periodic review of catchment areas as described 
in the proposed legislation should provide assurance that the area to 
be served by a CXHC is appropriate for the effective delivery of mental 

.health services. Also, greater community involvement in center activities 
should help to ensure that services are responsive to community needs. 

To further improve the planning process and ensure that services are 
provided in the areas of greatest need, we recommend that the Secretary 
of XEW direct NIMH, prior to the award of B construction or staffing 
grant, to assure itself that an appropriate and timely review has been 
made of the area to be served by the center. We also recommend that 
NIGH be directed to require centers co perform community need studies 
which would enable them to set relative priorities and periodically 
update such studies to.permit an analysis of services against the . 
priorities. 
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DHEU Comments. We concur with the thrust of the above recommendations 
and find them to be consistent with the aims of the C?MC Program. More 
effective planning for community mqntal heaith services, with &he aim of 
reducing the fragmentation and duplication of services at the local 
level, is both necessary and desirable. Broad assessment of community 
needs based on demographic data is expected to be an integral part of 
each community mental health center grant application, along with a 
discussion of how these needs are to be met. The setting of relative 
priorities, however, has been a difficult process for C?;i!Cs in light 
of their mandate to provide a broad range of services responsive to 
the needs of all residents of the catchnznt area. !<e agree, however, 
that services should be clearly related to community needs as identified 
in both initial and continuation applications reviewed by Regional Offices. 

In brief, we do not believe, as indicated in the GAO report’, that the 
catchment area requirement has generally served as an impediment to’more 
effective planning. While it is true that in some cases, catchment area 
boundaries have not been congruent with other service areas, in most 
instances, the catchment area has resulted in more effective and 
coordinated service delivery. This has been demonstrated in both - 
federally and non-federally sponsored studies*. 

Basically, the 75,000 to 200,000 population limit established for catch- 
merit areas by reg*ulation ensure that C?lHCc will mouht sufficiently broad 
programs to meet a variety of needs without becoming so large as to run 
the risk of mirroring large public mental institutions, Despite these 
limits, however, it is clear that there are cases where CXHCs may 
reasonably serve larger or smaller populations. In fact, some 13 percent 
of all CMliCs have been granted exceptions to these requirements. When 
there is evidence that exceptions to these limits will enhance service 
delivery, such exceptions have been readily granted. 

It is further important to stress that catchment area lines are determined 
and drawn by the States and not by the NIMH. Each State is required to 
take into account a variety of factors designed to assure, to the maximum 
extent possible, that coordinated service will result. Regulations 
require, for example, that “cognizance be taken of other health planning 

*See: Tischler, G. et al., The impact of catchmenting, Administration in 
Nental Health, Winter 1972 

Contract #HSM-42-72-96, Viability of the Catchrent Area Concept in the 
Community Nental Health Centers Program, Arthur D. Lit:le, Inc., 
Cambridge, Uss, 

Wolford, J. et al., The effect on hospitalization of a camunity mental 
health/mental.retardation center, American Journal of Psychiatry, Aug. 1972 
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The problems of coordinating service delivery are real and complex and 
the drawing of boundaries will often highlight the existing duplication 
and fragmentation of service. Unlike other agencies, CXIiCs are charged 
with the responsibility for addressing such problems. Cstchment areas 
crystallize difficulties in coordination; the bulk of available evidence, 
however, strongly suggests that catchment areas facilitate effective 
coordination. 

Nith regard to the performance of need studies, it is clear that the 
identification of needs at the State and local. level is an important 
step in more effective planning. In recognition of this fact, the CMHC 
A mendnents of 1970 (P.L. 91-211) authorized initiation and development 
graxs for the assessment of co---*’ YW.Unity needs in poverty areas. To date, 
these grants - limited to a maximum of $50,000 for one year -- have been 
awarded in 26 poverty catchment areas, enabling more effective pianning. 
Such planning grants, however, are limited by legislation to designated 
poverty areas and are not available for non-poverty areas. Increased 
attention to the needs assessment process in the review of initial and 
continuation applications will help ensure that services are relevant 
ad appropriate in all areas. Further, we will eqand our efforts to 
dsvslo? solutions to the technological problems in performing valid 
assessments of co&unity need. 

Our eqerience verifies the variability of community participation 
fn the planning and development of community mental health services. 
Although regulations require every community mental health center 
to have some form of community representation, the mechanisms utilized 
to accomplish this vary. Khile center advisory boards are the most 
common means of promoting citizen involvement, in some instances, 
members of center advisory boards are elected, selected by the State 
or local mental health authority, or chosen by an already existing 
board as replacements.for members whose terms are expiring. 

While we agree that citizen involvement should be promoted and 
reflected in center programming, the extent to which such citizens . 
c;an make a meaningful contribution depends, in large part, on their 
knowledge, experience, training and working relationships with CKHC 
administrators. To enhance this process, we believe the training of 
board members and other citizen participants should be actively promoted. 
In recognition of the need for more effective planning for citizen 
involvement in community mental health center programs, a Center for 
Citizen Participation has been established within the Community Mental 
Health Services Support Branch, Division of Mental Health Service 
Programs. Within the context of the CXHC Program, this Center will 
plan and initiate actions designed to upgrade the quality of citizen 
participation. 

74 



APPENDIX I 

We shall continue to explore and implement tie most effective ways 
of bringing about needed improvements. These range from updating 
guidelines for the development and review of State plans to 
implementing, effective July 1, 1974, a simplified State plan 
pr&edure. In addition, we shall reaffirm the importance of assessing 
community need on an ongoing basis, both by applicants for CXHC 
grants and by DREW staff in the review of initial and continuation 
applications. 

(2) CAPP.BILITY OF CENTERS TO OPER4TE VITEOUT FEDERAL ASSISTAXE 

GAO Recommends that the Secretary of KFJ direct NPIK to: 

-- provide technical assistance to the centers to assist then 
in developing se1 f-sufficiency financial plans and to 
improve their billing and collection systems, 

-- consider, and if deened appropriate, work toward expansion ’ 
of coverage provided by third-party payment programs for 
mental heaith outpatient services provided by non-physicians. 

DHEN Comments . The NIPS concurs with these recommendations and has, 
in fact, already devoted considerable resources to address these 
areas. 

specs =-I ~~c,cally, the GAO report icdicated that m.ost of tlae centers 
visited had inadequate accounting systems and poor procedures for 
billing and collecting charges. New regulations as presented in 
45 CPR Part 74, recent amendments to the CX-X regulations, and 
health services funding regulations requiring improved management 
of program income will address this area. Tnese new regulations 
will require the preparation of individual financial plans and 
third party reimbursement goals as a pre-award condition for each 
grant. Further, as part of our technical assistance efforts, 
we are in the process of continuing our devciopment of materials 
that may be used by CXHCs to upgrade iheir financial systems. 
During the past year, for example, a series of workshops on 

’ financing systems has been conducied for co~unity mental health 
centers on a region by region basis. In addition, a variety of 
materials and manuals have been, and continue to be, developed 
to assist centers with their fiscal management operations.* Also, 
the Institute has developed through contract a procedure for 
identifying fiscal management needs of CXXCs. As a result of 
contract #HSM-42-72-181, we are conducting a training program 
on using and teaching cost-finding and rate-setting to analyze and 
evaluate community mental health centers, 

*E.g. * NINH hianagement Methodology Reports, Series C, No. 5, No. 6, 
No. 7, No. 8, on Accounting Guidelines, Cost Finding and Rate Setting, 
Statistical and Accounting Systems, and Definition of Terms, respectively. 
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Ericfly, the GAO report identifies a number of issues related to the 
financing of community mental health centers. Regarding the 8 year . 
duration of staffing grant sqqort, we agree with the judgment that 
most community mental health centers will not cease operations at the - 
end of the 8th year. This i-s, we believe, a reflection of the 
validity of the seed money approach. Currentiy, Federal staffing 
grants provide only some 31 percent of average CXiX revenues. 34 
percent is provided,by State governments with local governments 
accounting for roughly 10 perceni. Receipts froo service, including 
third-party payments (insurance, Medicare, Nedicaid) and patient 
fees account for neaiiy a quarter of CMC revenues. 

At a second level, the GAO report addresses the issue of mental 
health coverage in insurance plans. We do consider it appropriate ' 
to work toward the expansion of coverages in t:?e direceion noted 
by the GAO. it is clear that the extent and nature of such coverage 
will have a marked impact on the shape of the mental health delivery 
syszem. 

Although mental health coverage is ganernlly less extensive when 
cozpsred to coverage for general medical care, the differential 
between mental health and medicai insurance coverage is greatest 
for ambulatory care -- the prime focus of the community mental 
health center.Elental health insurance benefits include a higher 
~erce2tag.e of co-i. nsurance or higher fixed co-payments, lower dollar 
limits for maximum reimbursable charges, low annual dollar limit for 
reimbursable charges and often disproportionately lower lifetime 
dollar limits. 

Furtherinore, there are 20 commercial insurance companies which will 
write individual coverage for psychiatric hospitalization, but only 
two which will provide some outpatient psychiatric benefits within 
major medical policies. 

Our principal concern is that the coverage of ambulatory mental 
health care be expanded at least as dramatically as general medical 
ambulatory care in all major medical insurance programs. The 
absence of such equitable coverage is a serious economic.barrier to 
the purchasing power of the population at risk, and to the maintenance 
and growth of availabie accessible and appropriate treatment resources, 
such as community mental health centers. Current Administration 
proposals for national health insurance (CHIP) include benefits for 
mental health coverage of Inpatient, outpatient and partial hospital- 
ization care, with organized care settings, such as CXIiCs, given 
preferential benefits for outpatient care. 
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(3) ?l@NITORING AND EVALUATION OF CMXs 

CA0 Recozmndations. To further improve program evaluation efforts, 
the Secretary of HEW should direct NIMH to: 

-- ensure that program evaluation contracts are effectively 
.monftored and that results of such evaluations are made 

-- 

-- 

available to operating centers; 

develop, with the assistance of the HEW regional offices, a 
more effective site visit program that wouid improve program 
management and be of greater assistance to operating cerrters. I 

ensure that the site visit program w'nich is developed is made 
standard for the 10 HEW Regional Offices so as to promote 
more effective and accurate analysis of program status. 

DREW Comments. We concur with the above recommendations, although 
it is important to point out that the NIMH has undertaken important 
steps in the areas of program evaluation contracts, improving the 
capacity of centers to perform self-evaluation, and monitoring site 
visiting community mental health centers. It is particularly essential 
to note these efforts in light of the fact that they are not pointed 
to in the GAO report.* 

It is true that a num3er of contract studies are open to criticism 
on the basis of too small a sample or lack of representativeness in 
general. Because of the great variation in cotchncnt area size and 
population and the program variations which are directed at varying 
community needs, it is difficult to select a sample of CMhCs which 
can truly be called a national sample. We note that GAO had this 
same problem in reviewing only a sample of 12 centers in relation 
to individual center evaluation capability. NIGH surveyed all 
operating centers concerning evaluation capability and found a great 
variation in capability throughout the country. 

The comments made by GAO regarding self evaluation by community 
mental health centers do not reflect current activities to improve 
this aspect bf CMHC operations. Two contracts currently funded 
from evaluation set aside resources are addressing the problems 
caused by both a lack of qualified staff and general sophistication 
about project evaluation within CXHCs. The first is a contract 
shared by the Langley-Porter Neuropsychiatric Institute, of the 
University of California in San Prancisco, and by James Sorensen of 
the University of Denver. This team is involved with Regional Office 
staff in preparing a series of workshops to which all Centers in a 

* A list of evaluation studies is available from the Office of 
Program Planning and Evaluation, NIXH. Copies of evaluation reports 
are available from.the US Commerce Department, National Technical 
Information Service, 5285 Port Roysl Rd. Springfield, Va. 22151 
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given Region are invited to send a program director, cllnlcni~- 
director and research director for the purpose of presenting and 
sharing the best available info,,... --ition on how to evaluate various 
aspects of Center operations. The first of these workshops took 
place in Berkeley, California in ?lovember. Another was held in 
Yinchester, seu Hampshire in tiarch, 1974. Others are scheduled 
.for Regions XI, III, VII, and X prior to the end of this fiscal 
YCiX. These workshops are not self-contained activities but 
lather are part of Regional strategies to promote self evaluation 
capabilities in CXiCs, and more generally, to other Federally 
sponsored organized care settings. In addition, a Consortium of 
Piental Health Centers and grant-in-aid cli-;lics in the State of 
Florida has been funded over the past year to test out various 
existing h’1,N-I developed local program evaluation methodologies . 
to see how they work in real settings rather than on paper. 
A public demonstration of findings will be held for many centers 
in Region IV in May, and a final report is due on this activity 
in June. . 

With regard to the monitoring of community mental health centers 
through site visits, we must take exception to the GAO’s initial 
conclusion that this effort has been ineffective. Glhile we 
recomize that there is need for improvement. we have found the 

. sire visit approach to be a meaningful and generally successful 
approach to monitoring. Kiiile there have been problems precluding 
visits to every center on an annual basis, in individual cases, site 
visits have served to identify deficiencies for follow-up action, 
It should be noted that a more effective site visit program should 
be gosaible because of the decentralization of cormntinity mental 
health center grant’authorities to the Regional Offices. 

. . . 
* 

ne site visit team generally consists of Regional Office staff, 
representatives of State and local mental health departments, 
outside consultants and increasingly, representatives of citizens’ 

’ ’ groups. The center’s operations come under extensive review and 
where problems are identified, the center is required to submit a 
plan for corrective action. Subsequent site visits are made to * 
ascertain whether the plan has been satisfactorily implemented. 
WC will make efforts to improve the timeliness to provide technical 
dssistance. 

Strictly speaking, it is true, as pointed out in the GAO report, 
that NI1M is less directly involved in making site visits. The 
Regional Offices of DIIEX, however, though not under the organizational 
jurisdiction of the NZM, do make a substantial number of site visits 
per year. In some regions, there has been a problem visiting every 
center on a strict annual basis. This highlights the need to develop 
additional techniques that wiil strengthen this developing facet of 
Regional Office function, to ensure that centers are operating in 
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compliance with the terms of the grant and ti:~t centers receive 
appropriate technical assistance in both programmatic and management . 
arc33 to enhance their capacity for de’F:verlng adequate menral health 
services. With regard to t:ie third GM rticommbtion, we are, r’or, 
cxaqie, deveLoping a miform site visit ~rorocol for use in all ten 
regions and are prepared to field test the instrument. tJe share the 
concern of the GAO in this matter, and with Regional Office coordina- * 
tion, are currently addressing the problem. 

(4) COORDINATING MENTAL HEALTH SERVICES 

GAO Recommendations. 

To make coordination of community resources more effective and to 
ensure that patients in need of services receive them, we recommend 
that the Secretary of HEW direct NIMX to require centers to establish 
more formal arrangements for patient referral between a center and 
other community organizations. 

DREW Comments . We concur with this reconznendation. Soon to be 
promulgated regulations require CXiiCs to coordinate their services 
with other human services within the catchment area, reflecting our 
strong concern with this issue. 

As indicated in the discussion on planning the coordination of 
di\rerec o rganizations and services is a highly corr..plex task.. 
Nonetheless, community mental heaith centers have rcade important 
strides in effecting such coordination. Some 92 percent of CKXs 
are the result of the affiliation of two or more already existing 
community agencies. In some instances, as many as 18 different 
agencies have come together to provide a comprehensive program for 
the area. Further, a recent stud) r* has indicated that 53 percent 
of CMICs have formal affiliations with public mental institutions. 
In addition, many CMYHCs maintain a variety of informal working 
relationships. Center staff, for example, have participated in 
pre-discharge planning for one-third of ail patients discharged 
from State hospitals to tiie catchntent areas in which centers are 

* operating. However, it is important to note that h’IMH cannot 
require State hospitals, or other service providers, to coordinate 
their services with conmndnity mentai health centers. To maximize 
effective coordination and continuity of care, it is important tfiat 
service providers under State and local jurisdiction, as well as 
CMHCs be required to coordinate services. Xonetheiess, we believe 
through regulation, increased attention to the State plan for mental 
health services, and a reexamination toward assignment of greater 

. 

*Contract #Ii%-42-70-107, Study of the relationship between community 
mental health centers and state mental hos,?itals, Socio-Technical 

’ Systems Associntcs, Boston, Xass. 
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priority on such %ssues in,the monitoring of CMHCs will result in 
subsixnt id iin~i~~‘,c:;,,,:~,i.,. 

(5) SEED FOR EORE EFFECTIVE USE OF CO:~STXCTI(!!; RESWRCES 

GM3 Recorrmendations, We recomend that the Secretary require NINH to: 

-- obtain from grantees firm& assurances that the construction 
of a facility can be COiCplCted within a reasonable period of 
time and that funds will be available to adequately operate 
and maintain the facility after construction. 

-- identify, on a case by case basis, the factors which Save 
(1) caused construction projects to becom stalled and 

,,.. ,' 

(2) prevented the operation of coasleted facilities and 
assist grantees 60 remedy the situation. 

-- stop the p;eactice of changing grantees under the construction 
program after elapse of the two year obligaeional period 
provided in ehe CHIC ACE. 

DI-IEX Cements. We axm.ar with the intent of rhe first two of these 
recomendations, and have, in fact, taicen several steps in the 
directions pointed to by the GAO. IJe do not agree with the third 
rccocxndati.on and believe the GAO to be in error in i&s interpretation* 
Eowever , as discussed further, we have asked the General Counsel, MEkI 
to review this situation, 

A basic thrust of the Community Mental Eealth Centers grogram has 
been to increase the volume of mental health services at the iocai 
level. Our experience has verified the finding of the GAO that in 
rmny instances9 the complexities of constrkting new faci%ities 
for the delivery of mental health services has led to inordinate 
delays in the initiation of such services. Thus, while we recognize 
the continued need for new construction in certain areas, we have 
increasingly stressed the priority of renovating already existing 
facilities rather than constructing new ones. IA addition, to 
ensure that construction is related as closely as possible to program 
needs, priority for the award of fiscal year 1974 funds wi2.Z be 
given to applicamts who already have operational menta3. health 
service programs, 

Assurances that a facility constructed with CHH& funds will. have 
adequate sources of funds available to launch and maintain a program, 
have been required ,as part of the application process. Given the 
length of tine necessary to construct facilities, Sowcver, in some 
instances, sufficient funds did not materialize when the center was 
ready to begin operations. As a result, we hcve communicated 
(April 1973) more stringent requirements to the Regional. Off ices 
of HEW; a financial plan supported by docmentation is ;1ow required . 
in lieu of written assurances by the applicant that funds will be' 
available. 

With regard to the!recoxmendation that a case by case analysig of 
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. _ 
; -. . . . ., : .* -'- -' _,,.., . :+ , : e ., . :., !{.,k . . .: 

. *: ., ,: * -:,t. . 
,“ :\ * I : &:c*. ;. 

. ., ;., '. : *i.( . . . . .' . . * , ,.- . ..: 
. . . . ~: . . 

“delinquent” ias been done. 
*. 

construction projects be made, that too, . ’ * __ 
..It may be noted thnt whil o 32 construction projects were dclaycd at one 
‘poPnt i3st ytxlr, 15 of these have had a chan~c in status (3 have initiated ’ 
cons true t io11 9 2 hove changed graatccs, 2 have witixiran their applications 
‘and 8 have shown varying dqrccs of progress in moving romrd coxxxructfon). 
Uhile 17 still rcmnin “dclinqucnt ,” we will continue our technical assist- 
ance efforts so that the rcsourccs ef these catchmcnt arcas can bc . : . . 
mobilized ad uhcrc possitlc, programs can be inirintcd. . . . . . *.a . .:; : . 

. . ,..“Q . *. . . ; 
.-As indicated above3 WC do not qrcc with the interpretkttion of the GAO 

regarding the transfer of construction grantees. CXHC construction grants 
have the esprcssed purpose of serving ;I designated population within a ’ 

.'.gzven crttchmxtt arca. So long as the purpose of the grant remains the .’ ’ . 
same, vith the same population to be served, it is not n’ccessary to [i. ‘. Y ’ 
de-obligate or re-obiigate funds. While we take’ exception to’ the .‘* : 

’ interpretation -of the GAO in this regard, WC have requested the Ccnoral’. 
Counsel, REV, to consider the issue raised by the CA0 and to render an . 
authoritative lt?gal opinion. _ &. ; . 

. ‘1 ‘... ,. _. . . . .-,,’ a”$.?. .: . . ,’ 
.’ ft is our understanding that the GAO recommendation does not apply to ; :I 

grants transferred under circumstences described in the DHCV Office of 1 _. 
General Counsel opinion dated October 23, 1966 (copy attached). Until . .. 

. an affirmative iegnl opinion,is rendcred, transfers will not be made :’ 
of construction grants not consistent with the 196E opinion. . . . : . . . . -, . . ' : ', -8 . . . ._ ..: ;-:.z. ._ . ., : 

’ Overv3ew and Assessment ‘- 
* . :: /. .; ..;* . , *’ ~ . . . . ‘. . 

f .f ,,:, .., ..] ;eS. ,: 
. . . . ‘. . . . w : . . . , a.‘. - . 

:.a 1 ..: 

~ In summary, the GAO draft report has identified a number of problem 
r. . 
.’ 

areas relevant to the management of the community mental health centers 
program. While such problems are. not atypical of developing service . 

’ delivery programs, they do point directions in which ir;lprowcments can . 
‘. and should be made. As discussed in the body of this response, a number 
* Of important efforts- have already been undertaken and are ongoing; * : , . 

others will be initiated. * 
. 

-. . _‘. ‘. ‘. . . . . . -. . . . . . .’ 
. . . i . . . 

-9 :. . . . . - . ..a 

: . . 

. - . . - . . . . - . . 

. 
, ‘.’ ‘a . ._. ’ 

. 
.I . 

. . . . . . * 

: . .’ 
. . 
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?&ntal heC?tlz fxility construction --;tsscr;nccs--Joint fip?licents 

As you know:, FeZcr~:l Si;lds obli~,atcci for ox project nxy 
iloc, subsequent to the c::?irz.tion of tilcir fircc?l. ycJr avaikbility, 
be trznsfcrrzd to c D:iJ project. 21 
regard this as a ns;lcZojez.t. 

&J? Zrzntly YOU do not, ho;:~vcr, 
A;tbOUgYi thcr.-c vi11 be some chcnf;c 

l with respect to responsibility for cocsfrnction znd operation oi the 
project, Cnc! S07iic chAr.Se Cs LO dcsip,n i:;l.d I.ocztion, it zppcars ti;St 
there will bc no basic chnn;7c ix r?:r: ty,oa of facility Co be coiXt~ilckc?d 
or in the area to be served by such facility. 1:~ urrdcrsttlnd that ix is 
not unusual to mociify the dcsigc rc:;J ci;x;- P Cite locntion of the >rojcct 
subsequent to approvc?f 02 Fart 1 of t!~e applicnticn. Cincc the F'cdcr~l 

L/ Although not entirely clear from the material submitted, KC assume 
that both parties arc? State agcncics *but that they opcratc as scpzrat. 

. entities. 

(Gardner, 
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obligation rcm3ins the same, _ 3/ and since modification or;’ facility 

it would seen that the necc ssary assurances in this case 
could be ~OSC effectively oLtaiccd by permittin the I’:cw JCSSCY 
College of :kciicine and Dentis+-ry, subject to the approval of the 
Secretary, to by added ;IS CI joint ~~??.ictilt. In viw of the 
substzutial in-;oiveacnt of both the LJq3rrxa~ of Institutions and 
the ?i;ttr Jesse:? College of ?:kicinc, it 1;oul.d appear to us thst sccil 
3 joint application ::ould 52 t;?e most satisfactory means of satisf:rin~ 
legal and adi:inistrative recliircm;;snts. Altc~notivcly, ~OZ:~VCL', ~OQ 
night be able CO find that the necessary assurances can be o’btaincd 
by means of contractual arrx~cxcntc between the parties whereby the 
Federal .govern=lent could looic to the parties, individually or jointly, 
for carrying cut all Zccieral rcquiremcnis. 

Our i’,czional At-torncy in ITa.7 Yor!c, to whom TiC arc s&din;: 
a copy of thLs memorandum, has studied the issues raised in this 
case and is ;:rqared to coxider any ;mrtlcuiar arrangements which 
you and the parties may r;ish TO adopt. 

3-/ Cf. 39 Co?p. Gen. 296 holding that a Federal grant made in one fiscal 
year based on specific objectives and estimates of project costs give: 
rise to definite and czximum obligation of U.S. and the cnlargcment o: 
the grant beyond the original scope creates additional obligation and 
must be regarded as a new grant. See also section 403 (b) of P.L.88- 
specifically authorizing the use of subsequent allotments where estim; 
cost of approved project is revised upward. 

k/ See 42 CFi3 5 5[+.209 (cl) (e). The crucial issue in such cases is 
whether the proposed chan~c is of such a substantial or essential 
nature that it must be considcrcd a “new” project, or t:hcther the 
proposed revisions are b:ithin the scope of the original application. 
See, sm. , mrcmo, GC (itourkc; to GC:MVI (Stafford), July 1, 196s; 
~XTJO, CC (itOi:ilCr) to G. C. Files, June 11, 19G5; memo, CC (ltourkc) 
to h’Il+DZG (Scudder), Feb. 14, 1957. 
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. 

COMMUNITY MENTAL HEALTH CENTERS REVIEWED 

HEW 
City and State region 

Reviewed in detail: 
Maine Medical Center 
Emerson Hospital 
Orange Memorial Hospital 
Winter Haven Hospital 
Illinois Mental Health 

Institutes 
Community Mental Health Center 
Ravenswood Hospital 
Bernalillo County Center 
Denver General Hospital 
Adams County Center 
Bethesda Psychiatric Hospital 
Memorial Center 
South Central Center 

Reviewed construction grants only: 
The Greater Bridgeport Center 
Erich Lindemann Center 
John C. Corrigan Center 
Cherokee-Etowah-DeKalb Center 
Northside Hospital Center 
Central DeKalb Center 
St. Joseph's Hospital Center 
University Hospital Center 
Milwaukee County Center 

Portland, Maine I 
Concord, Mass. I 
Orlando, Fla. IV 
Winter Haven, Fla. IV 

Chicago, Ill. V 
Chicago, Ill. V 
Chicago, Ill. V 
Albuquerque, N. Mex. VI 
Denver, Colo. IV 
Commerce City, Colo. VIII 
Denver, Colo. VIII 
Mandan, N. Dak. VIII 
Jamestown, N. Dak. VIII 

Bridgeport, Conn. 
Boston, Mass. 
Fall River, Mass. 
Gadsden, Ala. 
Atlanta, Ga. 
Decatur, Ga. 
Tampa, Fla. 
Augusta, Ga. 
Milwaukee, Wis. 

I 
I 
I 

IV 
IV 
IV 
IV 
IV 
V 
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COMPARiSCN OF cATCHMENT AREA CHARACTERISTICS 

Maine Medical Center, 
Portland, Maine 

Emerson Hospital, 
Concord, Mass. 

Orange Memorial Hospital, 
Orlando, Fla. 

Winter Haven Hospital, 
Winter Haven, Fla. 

The Medical Center, 
Chicago, Ill. 
(note b) 

Ravenswood Hospital, 
Chicago, 111. 

Bernalillo County Center, 
Albuquerque, N. Mex. 

Denver General Hospital, 
Denver, Cola. 

Adams County Center, 
Commerce City, Colo. 

WITH THOSE OF PATIENTS SERVED 

Ethnic Groups 

Percent in catchment area Percent served by center 
White Black Spanish Other White Black Spanish Other -- -- 

99.4 0.3 0.3 

97.2 2.0 .8 

96.9 2.7 .4 

(a) (al (al (al 

26.6 20.9 

98.1 .2 

38.9 3.0 

49.4 3.1 

1.7 

55.0 3.1 

59.3 9.6 28.2 2.9 

83.5 .7 14.2 1.6 

Bethesda Psychiatric Hospital, 
Denver, Colo. 95.3 .4 

Memorial Center, 
Mandan, N. Dak. 97.0 - 

South Central Center, 
Jamestown, N. Dak. 99.7 - 

3.3 

aComparable information not obtained from this center. 

1.0 

3.0 

99.4 - 

99.3 0.7 

97.6 1.8 

(al [a) 

28.5 32.6 

96.2 .8 

s 

50.3 3.3 

58.6 16.7 

93.3 1.2 

97.2 1.4 

98.2 - 

.3 , 98.9 - 1.1 

0.6 

.6 

(al (a) 

22.9 13.2 

3.0 

45.3 1.1 

22.5 2.2 

4.9 

.7 

.6 

.7 

w 
1.8 

bInformation on ethnic group not available on 2.8 percent of records sampled. 
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Income Groups 

Maine Medical Center, 
Portland, Maine 
(note a) 11.7 26.2 31.6 30.5 

Emerson Hospital, 
Concord, Mass. 4.0 13.6 23.3 59.1 

Orange Memorial Hospital, 
Orlando, Fla. 
(note b) 16.0 28.3 27.0 28.7 

Winter Haven Hospital, 
Winter Haven, Fla. (c) (c) (c) (c) 

The Medical Center, 
Chicago, Ill. [c) (c) (c) (c) 

Ravenswood Hospital, 
Chicago, 111. 

Bernalillo County Center, 
Albuqberque, N. Mex. 

Denver General Hospital, 
Denver, Colo. 

Adams County Center, 
Commerce City, Colo. 

[ 29.3 ] [ 70.7 ] 

(fl (fl (fl (fl 

23.3 31.7 25.2 19.8 

7.9 20.4 36.0 35.7 

Bethesda Psychiatric Hospital, 
Denver, Colo. 8.7 19.4 26.2 45.7 

Memorial Center, 
Mandan, N. Dak. 21.2 30.1 26.4 22.3 

South Central Center, 
Jamestown, N. Dak. 20.8 33.6 22.5 23.1 

aIncomes of 26.7 percent of patients served were not shown. 

bIncomes of 13.9 percent of patients served were not shown. 

%omparable information not obtained. 

dIncome category was 0 to $7,799. 

eIncome category was $7,800 and above. 

fNot available. 

Percent in catchment area 
0 $4,000 $ 8,000 $12,000 

and 
over 

Percent served by center 
0 $4,000 $ 8,000 $12,000 

and 
over 

36.6 26.2 7.6 2.9 

18.4 14.9 24.1 42.6 

29.5 38.0 10.8 7.8 

(cl (cl (cl (cl 

(cl (cl 

[ d54.9 ] 

(cl ICI 

t e45.1 ] 

(fl (fl 

72.1 23.0 

25.2 38.0 

38.2 28.4 

40.5 30.1 

48.0 33.0 

(fl (fl 

3.6 1.3 

25.2 11.6 

16.7 16.7 

20.9 8.6 

12.3 6.7 
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Age Groups 

APPENDIX III 

Maine Medical Center, 
Portland, Maine 

Emerson Hospital, 
Concord, Mass. 

Orange Memorial Hospital, 
Orlando, Fla. 

Winter Haven Hospital, 
Winter Haven. Fla. 

The Medical Center, 
Chicago, Ill. 
(note b) 

Ravenswood Hospital, 
Chicago, Ill. 

Bernalillo County Center, 
Albuquerque, N. Mex. 

Denver General Hospital, 
Denver, 010. 

Adams County Center, 
Commerce City, Colo. 

Bethesda Psychiatric Hospital, 
Denver, Cola. 

Memorial Center, 
Mandan, N. Dak. 

South Central Center, 
Jamestown, N. Dak. 

Percent in catchment area Percent served by center 
5 20 45 65 and 5 20 45 65 and 

Under 5 to 19 to 44 to 

8.1 

9.2 

(a) 

(a) 

10.6 

6.9 

(cl 

a.4 

10.0 

6.9 

9.0 

7.2 

28.7 29.2 

32.4 36.7 

(al (a) 

@I (81 

32.8 30.7 

22.1 29.2 

(cl (cl 

24.1 32.5 

35.7 36.4 

24.5 34.9 

33.6 27.7 

31.1 25.4 

over - 

12.9 

Under 5 to 19 to 44 --- 

21.1 1.2 

15.5 6.2 5.3 

(al (a) (a) 

(al (al (a) 

18.3 7.6 1.4 

tS.9 15.9 2.3 

(cl (cl 

20.6 14.4 

14.3 3.6 

21.0 12.7 

20.5 9.2 

22.8 13.5 

(cl 

.4 

3.1 

1.1 

23.8 55.8 

54.7 32.7 

(aI (a) 

(a) (a1 

20.1 54.8 

19.5 47.4 

(cl (cl 

15.8 62.2 

22.7 63.2 

11.8 61.8 

47.. 2 38.7 

19.5 55.3 

to 64 

17.4 

aver - 

1.0 

7.3 

(a) [aI 

(al 

16.7 4.2 

27.8 3.0 

(cl 

18.0 3.6 

12.9 

26.4 

9.8 

20.7 

1.2 

1.2 

3.5 

‘Comparable information not obtained from these centers. 

bInformstion not available on 28 percent of records sampled. 

%atirtical sample of patients served not valid. 
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APPENDIX IV 
I 

PRINCIPAL HEW OFFICIALS 

RESPONSIBLE FOR ACTIVITIES 

DISCUSSED IN THIS REPORT 

Tenure of office 
From To 

SECRETARY OF HEALTH, EDUCATION, 
AND WELFARE: 

Caspar W. Weinberger 
Frank C. Carlucci (acting) 
Elliot L. Richardson 
Robert H. Finch 
Wilbur J. Cohen 
John W. Gardner 
Anthony J. Celebrezze 

ASSISTANT SECRETARY (HEALTH 
AND SCIENTIFIC AFFAIRS): 

Charles C. Edwards 
Richard L. Seggel (acting) 
Merlin K. DuVal, Jr. 
Roger 0. Egeberg 
Philip R. Lee 

SURGEON GENERAL, PUBLIC HEALTH 
SERVICE: 

Paul S. Ehrlich Jr. (acting) 
Jesse L. Steinfeld 
William H. Stewart 
Luther L. Terry 

ADMINISTRATOR, HEALTH SERVICE 
AND MENTAL HEALTH 
ADMINISTRATION (note a): 

Harold 0. Buzzell 
David J. Sencer (acting) 
Vernon E. Wilson 
Joseph T. English 
Irving Lewis (acting) 
Robert Q. Marston 

Feb. 1973 
Jan. 1973 
June 1970 
Jan. 1969 
Mar. 1968 
Aug. 1965 
July 1962 

Mar. 1973 
Dec. 1972 
July 1971 
July 1969 
Nov. 1965 

Jan. 1973 
Dec. 1969 
Oct. 1965 
Mar. 1961 

Present 
Feb. 1973 
Jan. 1973 
June 1970 
Jan. 1969 
Mar. 1968 
Aug. 1965 

Present 
Mar. 1973 
Dec. 1972 
June 1971 
Jan. 1969 

Present 
Jan. 1973 
July 1969 
Oct. 1965 

May 1973 June 1973 
Jan. 1973 May 1973 
May 1970 Dec. 1972 
Jan. 1969 May 1970 
Sept. 1968 Jan. 1969 
Apr. 1968 Sept. 1968 
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ADMINISTRATOR, ALCOHOL, DRUG 
ABUSE, AND MENTAL HEALTH 
ADMINISTRATION (note a): 

Roger 0. Egeberg (interim) 

DIRECTOR, NATIONAL INSTITUTES 
OF HEALTH (note a): 

Robert S. Stone 
John F. Sherman (acting) 
Robert Q. Marston 
James A. Shannon 

DIRECTOR, NATIONAL INSTITUTE 
OF MENTAL HEALTH (note a): 

Bertram S. Brown 
Stanley F. Yolles 

APPENDIX IV 

'Tenure of office 
From To - 

Oct. 1973 

May 1973 
Jan. 1973 
Sept. 1968 
Aug. 1955 

June 1970 
Dec. 1964 

Present 

Present 
May 1973 
Jan. 1973 
Aug. 1968 

Present 
June 1970 

aEffective July 1, 1973, the Health Services and Mental 
Health Administration was abolished and the Public Health 
Service was reorganized into six health agencies under the 
direction and control of the Assistant Secretary for 
Health. Most Health Services and Mental Health Administra- 
tion functions were transferred to four new agencies: the 
Center for Disease Control; the Health Resources Adminis- 
tration; the Health Services Administration; and the 
Alcohol, Drug Abuse, and Mental Health Administration. 
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Copies of this report are available at a cost of $1 

from the U.S. General Accounting Office, Room4522, 

441 G Street, N.W., Washington, D.C. 20548. Orders 
should be accompanied by a check or money order. 

Please do not send cash. 

When ordering a GAO report please use the B-Number, 

Date and Title, if available, to expedite filling your I 
order. 

Copies of GAO reports are provided without charge to 

Members of Congress, congressional committee staff 

members, Government officials, news media, college 
libraries, faculty members and students. 
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