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COMMUNITY MENTAL HEALTH IDEOLOGY OF COMMUNITY

MENTAL HEALTH SPECTALIST GROUPS IN OKLAHOMA
CHAPTER I
INTRODUCTION

Background of the Problem

The community mental héalth cénter program in the United States
is entering its second decadé as a major part of the mental health ser-
vice system. For all practical purposes the program began in 1963 with
the passagé by the Féderal'Congréss of the Community Mental Health
Centers Act which providéd thé financial support for construction of
locally planned and operated centers. This support was extended through
subsequent legiclation to costs for staffing and operating the centers
and also provided regulations which were to be followed in the develop-
ment of service programs.

The need for community centers had been recognized for several
years prior to passage of the support bills. The Joint Commission on
Mental Illness and Health which had been established in 1955 as a re-
sult of the Mental Health Study Act reported to Congress in 1961 that a
system of centers, easily accéssible to all the people in or near their
own communities, was a necéssary change in the method of delivery of care.
Thé'traditional servicés'providéd by'staté méntal hospitals and by
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private psychiatric programs had not been able to keep up with the
demand. Methods which wéré too time-consuming for the care givers as
well as the client, inequitablé distribution of manpower between urban
and rural areas, and disenfranchisement of many social classes from
adequate care had combined to Causé traditional mental health programs
to come under extremely critical review.

In many states, attempts weré made to provide mental health
care through local mental héalth and child guidance clinics. The prob-
lems in the establishment of thesé sérvices were almost universal to
all areas: lack of funds, shortage of proféssional personnel, and a
conflict of philosophy of'serVicé. This conflict developed primarily
between traditionally trained prdviders and proponents of a more
socially-oriented community mental health ideology.

Thé federal iégislation'proposed that local communities develop
care-giving systems designed for théir individual needs but the same
federal regulations requiréd that at least five services, considered
essential for adequate community caré, be provided if a center were
to be eligible for assistance from federal sources. Those services --
in-patient, out-patient, 2h-hour emergency, partial hospitalization,
and consultation and education -~ were viewed by many professional and
community leaders as an extension of the traditional system which had
;lready failed to respond to the needs of the people.

The leadership of the mental health profession had proposed,
through the report of the Joint Commigsion on Mental Tllness and
Health, a strongly conéervativé program of action for improvement of

mental health services. Their recommendations emphasized broad-based
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research on etiology and treatment of mental illness, long-range
training of all categories of mental health professionals, intensive
attention to the needs of the critical mentally ill patient as first
priority for service, development of community centers in close
association with out-patient departments of general or mental hospi-
tals. The recommendations avoided mental health education for the
general public. In short, the profession recommended'a course of
action which would change very little in its existing approach to the
growing problem.

The program which was finally initiated for community mental
health came as a response to the address before the Congress by Presi-
dent John F. Kennedy in February, 1963, and the Community Mental Health
Centers Act which was signed into law in October of that year. Presi-
dent Kennedy had called for a bold new approach to the problems of
mental illness and mental retardation and the centers which were pro-
posed through the federal legislation were more innovative in design
than those recommended by the Joint Commission. The emphasis in these
centers was to be on service to the people through a variety of pro-
grams for prevention, treatment and rehabilitation. The mandate was
to seek out and eradicate the causes of mental illness.

The professional staff required to perform the services were
chosen, by necessity, from the ranks of the existing mental health
service programs éﬁd;'iggmanyvcases, were ill-prepared to deal with

' of care-seekers. The

the new demands placed on them by a "community'
professional groups most immediately called on to direct and provide

leadership for the new centers were psychiatrists, clinical psychologists,
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psychiatric social workers and psychiatrie nurses. These professionals
had historically functioned as independent units with firmly established
roles in relation to other professionals and with well-defined hierar-
chical positions ﬁithinlthe professional community. Community mental
health required an orientation for which they had not been educated or
trained.

An early development in the staffing patterns of most centers
was the inclusion of para-professional and non-professional groups which
would aid in filling the gaps created by the critical manpower shortage.
These indigenous workers were to have input into program planning in
regard to the needs of the lcecal community, be trained in care-giving
skills through which they could assist professional staff, and act in
the "translator" role for the center in bringing its services to the
community. The critical issue was to be the orientation of the train-
ing offered to new mental health workers since many of the professionals
were not yet attuned to community mental health ideology.

It should be immed{;tély épparent that if a Community Mental
Health Center is to be a system based on new and different concepts,
the leadership should be able to direct the planning, the operation of
programs and the training of staff toward an ideology that would im-
prove chances for success. In this case, however, the new ideas had
not yet been proven, the methods had not been developed and ctaff mem-
bers had ﬁot been trained to function in the new setting.

This study will look at evidence concerning acceptance of a
cormunity mental health ideology by staff members of community mental

health centers and clinics in Oklahoma and focus attention on training,
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both academic and in-service, as a viable tool for re-direction toward

an understanding of community mental health concepts.

Review of the Literature

The field of mental health, with all its facets of concern for
the professional and the public, is a complex and contradictory sub-
ject. This review of the literature attempts to examine pertinent
ideas of community mental health history, ideology and practice and
new mental health careers which are germane to the development and

accomplishment of community mental health centers.

Community Mental Health

It would not be difficult to get lost in the multitude of
terms which are used to describe both theory and funection of the
developing profession called community mehtal heaith. The words them-
selves are sources of and subject to diverse opinion as to their
meaning. For example, community is either a place or a concept, a
focus or an ideation, a target or a base. Depending on the viewpoint
of the writer, it can be any or all of these things. The way out of
the morass 1s to accept the position that the words are not so impor-
tant as the efforts being expended in their name. Roberts, Halleck
and Loeb (1966) prefer "community psychiatry" as the descriptive term
for the processes that should be used to achieve the goals that Caplan
(1964) calls "preventive psychiatry." Rosenbaum and Zwerling (196L4)
refer to the field as "social psychiatry." Each is referring to basi-
cally the same thing -- a system of ideas, methods, and goals which
influence the performance of a mental health service system. This

system approaches being antithetical to the traditional model of
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psychiatric care which formed around the individualistic theory of
man and treated him with "frontier psychology."

Mental health care has, for many years, been directed by the
philosophy that mental illness is a private and individual problem,
caused or intensified by the client's own weaknesses, and treated by
focusing only on the eclient's lack of ability to cope with situations
which confront him. Howard Rome (1966) has described this syndrome
as follows:

This concept, with its image of man alone, confronting his
destiny, emphasizes the individual condition and views the
environment, both natural and manmede, as a potentially
hostile one from which the prudent and the resourceful must
at all times be prepared to defend themselves (p. 32).
To enhance this system, the patient could best be cared for privately
and in some environment other than his usual one.

Community mental health, on the other hand, is based on a
philosophy that can best be summarized in the following statements:
mental illness results from a complex interplay between biological,
social and psychological events; the social context and interpersonal
field in which the individual lives, becomes ill, and recovers is
important to understanding and helping; treatment is best when per-
formed close to home; early and effective treatment can prevent more
severe mental illness; primary prevention is possible; local responsi-
bility and authority for mental health programs is better than state
or federal control; prevention and treatment should be a community
concern (Whittington, 1966).

The community mentzl health movement is seen by some observers

as a revolution in psychiatric services (Bellek, 196L; Hobbs, 1964).
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The efforts taken by professional leaders toward the development of
this "bold new approach" to care for the mentally ill indicated an
awvareness of the need for change and the early and mid-sixties saw a
flood of material being produced to guide the movement.

The history of community mental health has been well-chronicled
by Caplan and Caplan (1967) in their study of development of community
psychiatry concepts and it is worthy to note that the basic theories
thatv underlie the modern movement are not new to the field. Certain
aspects that are now receiving emphasis were developed early in the
twentieth century by Beers, who founded his mental hygiene movement on
public health principles, and by Meyer, who called for comprehensive
programs of prevention, treatment, and aftercare as well as coordinated
teamwork between mental health and community agencies. The child
guidance clinices of the 1920's were an attempt at making these princi-
ples operational.

World War II created eritical situations in psychiatric ser-
vice which demonstrated further need for radical change in care-giving
techniques, Large numbers of clients needed short-term assistance in
close proximity to their problem environment and the methodology known

-

as "battlefield psychiatry" became a forerunner of many of the approaches
to be used in community service systems.
The need for change did not end with the winning of the war
and many of the weaknesses of the traditional system were amplified
by the increased demands put on it by returning veterans and by

reactions to socio-economic adjustments that were occurring in American

society. Over-crowded mental hospitals resulted in inadequate treatment
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for patients and became litile more than custodial centers for the
mentally ill. To compound the problem, as expanded definition of
types of problems fostered on psychiatry for correction added to the
burden on the system. In this regard, Barnes (1966) best describes the
situation which was common to all parts of the country:

Socio-economic factors, new understanding of mental illness,

more optimism about treatment, and increasing interest from

lay groups who saw delinquency and other aberrant behavior

as psychiatric problems combined to create an increased demand

for psychiatric and mental health services (p. 102).

The growth of support for community mental health ideology
corresponded to the development of change in social consciousness
that had occurred after World War II. A humanistic orientation had
influenced public and professional sentiment which demonstrated it-
self in the civil rights movements and anti-war activities on the one

hand and in the passage of community mental health legislation as a

step toward correcting some of the inequities in social services.

New Mental Health Careers

A study of new careers in mental health must look first at the
effecfs community mental health programs have had on the traditional
professions since numerous observers have questioned the role of these
disciplines in the new system and have, almost universally, spoken out
for radical change in approach to the problems faced by professional
teams working in the new settings. Characteristic of the critiques
on professional role are those by Dorn (1966) and by Lief and Brotman
(1968) which review the changing position of the psychiatrist in
community programs. It was originally assumed that the psychiatrist,

as head of the mental health care system, should maintain the dominant
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position in both clinical and administrative direction of community-
based services. Many communities discovered that administration was
not the gzgjgg of many psychiatrists and that they did not have the
necessary skills to deal with the everyday problems of personnel,
finance, budgeting, training and public relations. Many of the early
programs did not begin to meet the criteria for community mental health
programs as envisioned by the theorists, and much of the cause for
failure was attributed to the "personal styles of program implementors"
(Mehr, 1973).

Accusing only the psychiatrist for misdirecting the center's
programs along traditional lines rather than toward more innovative
ones would be patently unfair. Each of the professions that were
expected to provide the leadership in development of the new scheme
was found lacking in essential skills. It is unusual to peruse any
of the current journals dealing with mental health services and not
find an article vhich deals with the changing role of the professional.
The psychologists were taken to task by Yolles (1966), Jarvis and
Nelson (1966), and Rosenblum (1968). The recurring theme is centered
on the need to break away from methods of services which isolate the
professional from the community and to begin to expand the definition
of "client" to be ser?ed. Additionally, there is the constant aware-
ness of change in position within the “team" for all its members and
the responsibilities that each must assume (New, 1968). The psycholo-
gist is encouraged to do more than hide behind the desk in the safety
of his office. Setting an example for the other team members by

getting out and “getting dirty" is a common call. Similar'statements'
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ere made by Albini (1968) and Singer (1971) regarding social workers and
the changes they must make in their approach to service.

Change in approach was not limited to the mental health pro-
fession. The community, too, had new responsibilities in the new pro-
grams. Lay-boards of directors and advisors were to be established with
representation from all segments of the community, especially consumers,
with interests in mental health service. The mandate of the people
regarding desired services was to be transmitted through the board to
the center and the responsible professionals. If the members of the
board were knowledgeable about their own community needs, their direc-
tion could be extremely valuable to the mental health workers. As
often happened, however, the boards were not sufficiently prepared to
offer realistic direction and the programs of the centers reflected
only the desire or capability of the staff. The moral mandate dis-
cussed by Bockhoven (1966) became neglected because of program limita-
tions.

Without question, one of the most significant developments to
come from the commugity mental health center program was the creation
of new disciplines of service. These new career positions came about
as a result of the anticipated manpower shortage that had been predicted
long before the centers became operational. Albee (1959) had studied
the trends in mental health manpower since the end of World War II and
had determined that new categories of professionals and ﬁon—profession—
als were sorely needed to meet demands for service.

Terminology, again, enters into the confusion regarding the

new mental health workers, and it is sometimes difficult to know
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whether the descriptive terms are referring to the same levels of
professionalism. Baker (1972) mentions the "mental health associ-

' Cohen (1973) describes the “"collaborative co-professional,"

ate,’
Collins (1971) uses the popular terms of "paraprofessional," Hallowitz
and Riesmann (1967) cite the "indigenous non-professional,” Caplan
(196k4) prefers "care-giver" and Stuckey (1973) refers to "new pro-
fessionals." Carver (1973) is somewhat removed from other observers

in his use of the term "community counselor" in specifying what Boyette
(1972) calls "the new careerist" and Hansel, et al. (1968) have
labeled the "mental health expediter." In each case, however, the
workers are those who have been selected as volunteers, part-time or
full-time employees to assist ﬁhe professional staff in providing ser-
vice to the community and whose qualifications as a part of the mental
health team are usually lacking in academic preparation.

Few guidelines for utilization of non-professionals were estab-
lished and each center developed criteria in accordance with its own
needs. In some cases the new workers were limited to administrative
tasks and were not allowed to perform direct patient service. Other
centers designed intensive in-service training programs which exposed
the workervto responsibilities in the "helping relationship" and en-
couraged close contact with center clients. Reissman (1965) suggests
there are three considerations each center must face in dealing with
non-professional staff utilization: (1) ratio of professional to non-
professionals, (2) type of center operation -- community oriented or
traditional ~- and (3) ideology of supervisory staff-toward utilization

of the non-professional.
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In-service training programs for community mental health will,
by logical deduction, reflect the attitude and ideology of the trainer.
Those aspects of service considered important by the directors of pro-
grams Wwill be emphasized in orientation of new personnel to their jobs,
and, conversely, knowledge and skills not held of value will be neglected.
If the question is carried to its logical conclusion, the success of
community mental health programs will depend on the knowledge and under-
standing of community mental health ideology attained and adhered to by
professional leaders, their willingness to practice that ideology and

their ability to pass that orientation on to the "new careerists" for

whom they are responsible.

Community Mental Health Ideology

Webster's New Collegiate Dictionary, Seventh Edition, defines
ideology as "visionary theorizing" and "a systematic body of concepts
about human life or culture." The community mental health ideology
defined by Baker and Schulberg, and which is the basis for this study,
is a compilation of theories, opinions and concepts which have been
expressed by several writers in mental health literature. A concerted
effort to determine content areas that were commonly agreed on by
exponents of community mental health was undertaken by those re-
searchers and resulted in the development of a Community Mental
Health Ideology Scale. The scale was designed to measure the degree
of adherence to community ideology and was developed around five
content categories which represent the major areas of concern for
community mental health. The areas are: (1) a population focus,

(2) primary prevention, (3) social treatment goals, (l) comprehensive
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continuity of care, and (5) total community involvement (Baker and
Schulberg, 1967). These areas reflect an orientation to mental
health care that is different from traditional attitude and call for
significant change in the approach {c mental illness on the part of
the professional and the community. The combined categories are, in
one sense, an ecological approach to mental health and illness which
encompasses the interrelationship of man to his total environment and
the interdependence of the various systems which affect the individual.

It eppears to this writer thal the burden of responsibility
for change in the mental health service system is equally shared by
the professional and the community, both as individusls and as collec-
tive groups. Consumers must adjust their demands on the providers
for private care and cooperate with new methods of treatment which
are less time consuming. The community-at-large must re-evaluate
its position toward the mentally ill and assume responsibility and
Jjoint leadership in providing for their needs. Members of the
community need to participate in educational programs on mental health
and illness, be attentive to ecological approaches to treatment and
assume responsibility for social aspects of mental illness etiology
which exist within the community (Kilein, 1968).

The professional is faced with the greater adjustments in
ideology. Even before the methods have been tested or éroven, ﬁro-
fessional disciplines are being asked to lead toward impiementation
of the new system. ZEric Hoffer (1963), in & corment regarding readi-
ness for drastic change stated: "We can never be really prepared for

that which is wholly new. We have to adjust ourselves, and every
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radical adjustment is & crises in self-esteem: we undergo a test,
we have to prove ourselves" (p. 3).

Representative of the value of change in professional role
for community mental health workers is described by Howard and Baker
(1971) in their study of nurses in mental health programs. The point
is well made that "when selection criteria in community mental health
programs are based upen individual competence rather than upon mem-
bership in a particular discipline, psychiatric nurses can aspire and
progress to positions of leadership" (p. 450). The same can be said
for members of any of the other professions or for any individual
involved in community mental health. The emphasis is on getting the
job done without unnecessary concern for whether or not the task
falls within the traditional responsibility of any particular pro-
fessional discipline.

As community mental health ideology effects the performance of
care under the aegis of mental health center programs, adjustments in

rofessional role and responsibility will continue so that work tasks
carried out by members of %he mental health team will fall to those
who demonstrate capability independent of their credentials from aca-
demic institutions. This is not to say that all levels of care can
be performed by all team members, but a growing flexibility in defi-
nition of role has created opportunities for para-professionals to

be trained in methods and techniques of care which were not available
to them before. This same flexibility allows higher-level professionals
to relinquish elinical functions and assume other responsibilities in

administration, community relations, staff development and in-service
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training (Guernsy, 1969). Much of the emphasis on changing roles for
the professional has been directed toward movement out of purely
clinical functions and into community research and evaluation to support
program development and guide community lay-representatives in making
appropriate decisions on problems which are to receive priority atten-
tion.

The fact that community mental health centers exist does not
mean an overwhelming acceptance of the ideologj on which they were
supposedly founded. To the contrary, there is much evidence in the
literature to suggest that mental health spécialists guestion the
efficacy of community concepts. Glasscote (1969) reports in his
appraisél of community mental health centers that few professionals
were involved ir activities that could he categorized under the basic
principle of prevention. He states that "...we found that most of the
professionals did not feel that the evidence for the possibility of
primary prevention was sufficient to warrant spending much time in
pursuit of it" (p. 27). Similar questions have been raised by Berlin
(1971) in regard to community activities on the part of center pro~
fessionals, and Bowen, et al. (1965) suggest that the "team approach"
which is basic to the concept of continuity of care may be a myth in
attainability. While the problems in manpower development have re-
ceived extensive attention, there is the underlying resistance from
professionals to the expanding role of the non-professional. Boyette,
et al. (1972) report that after a decade of attempts to adjust
methodologies of service and increase utilization of para-professionals

and other agency representatives, the professionals are dissatisfied
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with the results and beginning to offer new barriers to the continuity
of care principle.

The importance of including professionals from other community
agencies within the circle of the mental health team has been widely
encouraged. Other human service agencies have begun to make increased
demands on professional time from the centers, asking for assistance
involving their own internal problems and in making adjustments for
their programs which will reflect a better response to community need.
Consultation and education with health care services, industry, schools,
civic organizations, law enforcement agencies, courts and a myriad of
groups has provided the opportunity for the mental health center staff
to move out of the confines of thelr system and into a broader involve-
ment with the community. The community involvement engendered by
these relationships is fundamental to community mental health ideology,
but the accomplishment of the task is rare. Glasscote (1969) reviewed
the problems of staff participation in consultation activities and
found that "consultation appeared to be the least understood of the
essential services, both in terms of what it is supposed to consist
of and what it is supposed to accomplish" (p. 27). The answers to
these questions were provided by Caplan (1970) in his comprehensive
treatise on the consultation process, but his direction placed the
activity in a highly skilled category of service. Professionals did
not undertake to perform the service because of lack of understanding
and training, and para-professionals were constrained from participa-
tién by virtue of their low position in team status.

Much of the literature relating to changing role for
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disciplinary groups, utilization of new categories of workers and ques-
tions of responsibility for certain kinds of service can be inter-
preted as a statement of need for re-direction and training toward
community mental health concepts. The tenor of most articles is a
desire for the community programs to be successful and a realization
that early programs have failed to reach the desired goals. The impe-
tus for change within the system already exists but each program will
need to allow for natural evolution, based on knowledge of what needs
to be done, a willingness to let it happen -- or get out of the way --

and acceptance of responsibility to see that the changes occur.

Training in Community Mental Health

There are two major areas of concern related to training: the
orientation and content of academic curricula in which most pro-
fessionals learn their skills and develop their attitudes, and in-
service training for already employed personnel, both professional and
" para-professional. The problems faced by trainers in in-service pro-
graﬁé are compounded by situations which exist in the academic insti-
tutions in relation to preparation of professionals for community
mental health service. It has already been stated that most pro-
fessionals were ill-prepared for the jobs they faced in community
centers, but they were made responsible for development and service
in those programs.

The training they had received in graduate and professional
schools was limited in content to those skills considered essential

to their own clinical practice. Such skills had become standardized
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through historical development of the discipline and were closely regu-~
lated by national professional organizations and individual state
licensing woards. These boards exercised strict control over minimum
requirements for certification for professional practice eligibility,
and meeting those requirements left little time for the student to
broaden his field of interest into the new community concepts.

Few professional schools had the necessary time or funds to
expand their programs to inelude a curriculum for specialization in
community mental health. This fact forced the community centers into
having to utilize whoever was available and to provide for re-orienta-
tion through in-service training methods. Bernard (1964), Hume (196L)
and Sabshin (1965) address themselves to the situations which confront
academic institutions in their dilemma of trying to provide adeguate
numbers of trained professionals to meet the demands of an on-going
system of mental health service and, additionally, needing to produce
increasing numbers of specialists for a system radically different
from the first. Questions that each institution must deal with con-
cern these critical areas: (1) the realistic demand for community
oriented couréés by students, (2) availability of qualified instruc-
tors, (3) added costs of an expanded curriculum at a time when federal
support for such programs seems to be decreasing, (4) problems of
increased time for specialization after receiving basic essential
knowledge and (5) conflicting pressures to produce professionals
highly skilled in technical methods, widely conversant with theories

of behavioral and social sciences, and flexible in their approach to
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the problems they will face - all in a shorter than usual time span.

For in-service tralning programs, the questions are similar to
those for universities. Qualified staff to perform the training in
content areas other than clinical skills are difficult to find. The
time factors in utilization of both professional and para-professional
services make it difficult to schedule training sessions, especially
when professionals are involved in direct care services to patients
for a majority of their time. The content of training programs has
been the prerogative of individual centers, with little or no coordina-
tion developed within the field to improve the status of para-pro-
fessionals as a recognized discipline. The career-ladder concept
which would provide upward mobility for workers who enter the mental
health field as "aides" has received only limited experimentation and
very little professional support.

Whatever methods are developed for increasing exposure of
students in professional schools to community mental health concepts
or expanding the content of in-service training programs from clinical
skills to humanistic studies, the basic ideological principles are
the same. Claudewell Thomas (1971), on the occasion of the 25th
anniversary of the signing of the National Mental Healﬁh Act offered
the following remarks concerning the future of mental health training:

Innovative programs in mental health are pulled toward
orthodoxy by their inability to relate adequately to

mental health in contradistinction to illness. Tomorrow's
psychiatrist must be trained to work competently in other
systems besides his own. He must be part of a team that can
relate to schools, prisons, communities, etc. Each member
of the mental health team must be competent to consult with
others, both more and less broadly competent than himself.

Training programs must train allied health professionals
and mental health professionals together so that each
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becomes aware of each other's capability, competence, and
inadequacy. The mental health system of the future must

contain adequate, competent bridge persons - to general

health (broadly defined), to education, to the poor, the

black, the alienated, the young, the old - to all people" (p. 63).

Statement of the Problem

The ability of the staff of a mental health service program
to provide care for their patients within the context of a community
mental health philosophy will depend on the extent to which those
individual staff members believe in that philosophy and are willing
to practice the ideological concepts of it. Being aware that many
community mental health center staff members, both professional and
non-professional, have not received orientation to community mental
health ideology prior to their employment in community centers, this
study endeavors to measure the degree of orientation to such an
ideology by persons currently employed in three community mental
health centers and in a community social work program. Further, it
attempts to test the significance of certain variables in regard to

their influence on the acceptance of that ideology.

Hypotheses
This study tested the following hypotheses:

Hypothesis T: There will be significant differences between
mean scores on a Community Mental Health Ideology
Scale among groups of mental health specialists.

Hypothesis II: Lower mean scores will be attained by groups of

mental health professionals who are more closely

identified with elinical responsibilities; i.e.



21

psychiatrists, psychologists, psychiatric social
workers, and nurses than will be attained by more
recently developed "new professions" groups within
mental health services, such as community social
workers and mental health aides.

Definitions: For the purposes of this study, the following
definitions are used:

Mental health specialist - a person employed in a

Community Mental Health Center or Clinic, full or
part-time, who provides a mental health service
for which he has received special training, aca-
demic or in-service, professional or para-

professional.

Mental health professional - a person qualified

by training as a psychiétrist, clinical psychologist,
psychiatric social worker or other traditionally
recognized mental health discipline.

Community Mental Health Center - a system of mental

health services patterned on the recommendation of
the National Institute of Mental Health which
provides the five "essential services" as the

basis of its service organization.

Community Mental Health Clinic - a facility and

service system satellite to a mental health center
or hospital which coordinates mental health activi-

ties in the community it serves.



CHAPTER ITI

METHODS

The Research Setting

The subjects used in this study are mental health specialists
from three mental health centers in Oklahoms and from the Community
Services Division of the Oklahoma State Department of Mental Health.
Subjects from the Community Services Division are assigned to one of
13 mental health clinics located throughout the state. The primary
functions of the specialists in these clinics are supervision of
after-care services for released patients from the state's mental
hospitals and serviné the community as consultants for planning and
developing local mental health programs.

The three Community Mental Health Centers from which the
majority of subjects were drawn are the only centers currently in
operation in the state. OSince it is not the intent of this study to
compare subject responses as an indication of the philosophy or the
effectiveness of the centers, they will not be individually described.
The centers are similar in the basic services they provide to their
respective communities or catchment areas. The staffing patterns
approximate each other in the disciplines that are represented, and
each center espouses, through its public relations statements, a
strong support fér the concepts of community mental health. There is

22
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some variety in the types of programs associated with center opera-
tions which 1s consistent with National Institute of Mental Health
guidelines for local planning and offering of services. This
difference is evidenced by the diversity of Jjob titles reported by
respondents from the centers.

Each of the centers has been in operation throughout all or
most of the time span of federal funding support for community mental
health center programs and each is the recipient of federal, state
and local monies for operation of its facilities and services. The
history of each center shows a consistent increase in budget allo-
cations for operational funds, in the number of staff employed, and
in the patient-load served through center services. Expansion of
services includes those associated programs of school psychology,
speech pathology, physical and vocational rehabilitation, and alcohol
and drug counseling.

This study is not concerned with attempts to translate
ideology into action on the part of the staff members of the mental
health centers and clinies from which the subjects were drawn and
no evaluation of existing programs is made, but rather it is addreésed
to a review of staff orientation to community mental health ideology.
The staff pcopulations of the centers and elinics included in this
study represent the majority of persons within the disciplines in
question who now work in community mental health programs in the
State of Oklahoma and were considered to be the most appropriate

sources for data.

The Instruments

Data for this study were collected through two instruments:
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a Community Mental Health Ideclogy Scale and a self-administered
questionnaire. The questionnaire was designed to collect basic demo-
graphic information and data related to education, community mental
health work experience and some personal opinions related to in-service
training of professional and para-professional staffs.

The Community Mental Health Ideology Scale was developed by
Drs. Baker and Schulberg at the Laboratory of Community Psychiatry,
Harvard Medical School in 1967. Its use is for measurement of the
degree of adherence an individual has for a community mental health
ideclogy which they have defined as having the basic concepts of pop-
ulation focus, primary prevention, social treatment goals, comprehen-
sive continuity of care and to£a1 cormunity involvement (Baker and
Schulberg, 1967).

The scale is designed in Likert format with 38 items (19
positive and 19 negatively oriented) which calls for selection of
one of six response categories ranging from strong agreement to strong
disagreement for each item. Strong agreement with an item is scored
T on positively worded items and strong disagreement is scored 1. The
scoring values are reversed for negatively oriented items. Items
that receive no response are given a value of 4. The Scale score for
an individual is the total of the values for all the 38 items with a
possible range of 38 to 266.

The authors report reliability for the Scale to be high (r =
.94) for their respondent group and also for split-half (r = .95) and
test-retest (r = .92) analysis. The tests of validity for the Scale

to diseriminate groups of mental health specialists in their degree
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of orientation to community mental health ideology are reported to be of
statistical significance (Baker and Schulberg, 1967).

In addition to research conducted by Baker and Schulberg, the
Community Mental Health Ideology Scale has been used by other researchers
in their studies of ideology among mental health professionals. Lang-
ston (1970) looked at professional discipline groups in mental health
centers in Texas and found psychiatrists to be the least oriented
toward community mental health among the groups he studied. A study
of para-professionals and community mental health orientation was con-
‘ducted by Poovathumkal (1973) whicﬁ compared Scale scores from 25 para-
professionals in Chicago community mental health centers with a
community psychology group which Baker and Schulberg used in their
original study. Significant differences were reported with para-
professicnals achieving predicted lower scores.

It appears that the Community Mental Health Ideology Scale
is successful in measuring group adherence to the belief system
characterized in the literature as "community mental health" and the
ability to determine that orientation should offér great hope to

community mental health program planners and practitioners.

The Sample

The total p;ofessional and para-professional staff of three
community mental health centers and the members of a division of
community services of a state-wide mental health department were
aske& to participate, on a volunteer basis, as subjects for this study.
The staff;méﬁbers represented the professions of psychiatry, psychology,

social work, nursing, and the new category of non-professional mental
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health workers. Members of related professions such as school and
pastoral counseling, speech pathology, and physical and occupational
therapy were also represented.

Distribution of material for collection of data differed
among the groups and depended both on geographical dispersion of sub-
Jjects and on internal procedures for communications in the four ad-
ministrative units. Since there was to be no attempt to compare
centers with each other, the different methods of distribution was
not considered critical to the analysis of the data. For two groups,
material was mailed directly to each individual subject whose identity
had been provided by the administrator of his program. In each of
these two cases, this method was considered best because of the wide
geographic separation of tﬁe subjects from the administrative head-
quarters of his program. In the other two populations, distribution
was accomplished by making the material available at a central loca-
tion within the center headquarters. In each case the material
included a briéf statement of instructions for self-administration of
the instruments, a Community Mental Health Ideology Scale form (See
Appendix A), a questionnaire (See Appendix B), and a self-addressed,
stamped envelope for return of the material directly to this writer.

0f the 207 potential subjects, 176 received or voluntarily
accepted research materials. Of this number 97 (5L4%) returned both
the questionnaire and the Scale form. Returns were received from
the following professional disciplines: psychiatrists (Group 1, N =
9); psychologists (Group 2, N = 15); psychiatric social workers

(Group 3, N = 20); community social workers (Group 4, N = 15), allied
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professionals (Group 5, N = 2k); and para-professionals (Group 6,
N = 14%). 1In the total sample, 40 respondents were male (41%), 52
were female (54%), and five (5%) did not report their sex identifi-
cation. The average age was 35.9 years and the average time for
length of service was 4.5 years with a range of from one month to 15
years.

Educational information reported shows that 19 held doctor's
degrees (20%), 49 had master's degrees (51%), 11 earned bachelor's
degrees (11%), seven completed one or more years of college but
earned no degree (7%), six were high school graduates with no further
formal education (6%) and three did not complete a high school educa-
tion (3%). Two subjects (2%) did not report education attainment
level. Of the 81 subjects who reported the location of schools attended,
51 (63%) earned degrees or attended schools in the State of Oklahoma
and 30 (37%) received their education in other states.

The work activities and time spent in each is reported as
follows: Direct Service -~ 56%; Indirect Service - 15%; Consultation
and Education - 15%; Administration - 10%; and Staff Development -
4%. Thirty-eight subjects reported participation in work-related
professional or in-service training programs of at least one week
duration.

The mean total score on the Community Mental Health Ideclogy
(CMHI) Scale for the total research population was 210,30 with a range
from 135 to 257.

The following information describes the six professional

discipline groups which.are the basis for study in this research.
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Group 1

Group 1 (N = 9) consists of psychiatrists from three Community
Mental Health Centers. Seven subjects are male (78%), one is female
(11%) and one did not report sex identification. The average age for
psychiatrists is 42.2 years and the average time for length of service
is 5.7 years with a range from six months to 15 years.

Each of the subjects in this group holds a doctor's degree;
of which three (33%) were earned in Oklahoma, five (56%) were taken in
other states and one (11%) location of school attended was not reported.

The work activities and time spent in each is reported as
follows: Direct Services - 59%; Indirect Services - 11%; Consultation
and Education - 8%; Administration ~ 18%; and Staff Development - L4%.
Two subjects (22%) reported participation in work-related professional
or in-service training programs of at least one week duration.

The mean total score on the Community Mental Health Ideology

(CMHI) scale for this group was 192.L4k4 with a range from 149 to 241.

Group 2

Group 2 subjeets (N = 15) are psychologists from the three
community centers. There are nine males (60%) and five females (33%).
Cne subject (7%) did not report sex identification. Seven (47%) hold
doctorates, seven (47%) have master's degrees and one (6%) has a bache-
lor's degree. Ten of the degrees were earned in Oklahoma schools
(67%) and five (33%) were taken elsewhere. The average age for Group
2 is 140.0 years and the average length of service is 4.3 years with

a range from four months to eight years.
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The psychologists spend 68% of their time in Direct Services;
8% in Indirect Services; 17% in Consultation and Education; 6% in
Administration and 1% in Staff Development. Six subjects (L40%) have
participated in work-related training programs.
The rean total score of the CMHI Scale for Group 2 is 212.66

with a range of 188 to 252.

Group 3

Psychiatric social workers who work in the three community
centers are included in Group 3 (N = 20). There are six males (30%),
13 females (65%) and one (5%) sex identification not reported. The
average is 35.0 years and average length of employment is 4.0 years
with a range from three months to seven and one-half years.

The educational attainment level for this group shows 19
master's degrees (95%) and one bachelor's degree (5%) of which 11
(55%) were earned in Oklahoma schools and nine (45%) in other states.

The psychiatric social workers reported spending 59% of their
time in Direct Services; 17% in Indirect Services; 6% in Consultation
and Education; 7% in Administration; and 9% in Staff Development. The
remaining 2% of time was not reported. Eight subjects (L40%) have
participated in in-service training programs.

The mean total score on the CMHI Scale was 215.L40 with a

range from 183 to 252.

Group 4
This group (N = 15) consists of social workers from the

Community Services Division of the State Department of Mental Health
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whe are employed in community clinies throughout the state. Returns
were received from seven males (L47%), seven females (4T%) and one
subject (6%) who did not complete that portion of the questionnaire.
The average age is 31.3 years and average length of employment is 3.8
years with a range from two months to 10 years.

Thirteen subjects hold master's degrees (86%), one has a
bachelor's degree (6%) and one did not report this information. Ten
subjects (67%) attended Oklahoma schools, five (26%) attended out-of-
state schools and one location (6%) was not reported.

Work activities and time spent in each is as foliows: Direct
Service - 42%; Indirect Service - 20%; Consultation and Education -
23%; Administration - 7%; and Staff Development — 6%. The activities
for the remaining 2% of time were not reported. Attendance at in-
service and professional training programs was reported by six sub-
jects (L0%).

The CMHI Scale scores for this group range from 170 to 257 with

a mean of 224.86.

Group 5

The subjects in this group (N = 24) are staff members of the
three community centers who represent professions not traditionally
associated with or limited to mental health care. These allied pro-
fessiopals — speech pathologists, rehabilitation therapists, school
counselors, administrators, and drug and alecohol counselors perform
services associated with locally developed programs. The group con-
sists of niﬁe males (38%), 14 females (58%) and cne subject (L4%) who

Lt OS2

- did not specify sex identification. The average age is 35.0 years
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and the average length of employment is 4.5 years with a range {rom
one month to 10 years.

This group shows a wide range of educational attainment with
three (13%) having doctor's degrees, 10 (L42%) with master's degrees,
seven (28%) having bachelor's degrees, and three (13%) who attended
one or more years of college with no degree completed. One subject
(4%) has a high school diploma and no further academic education.
Sixteen subjects (67%) attended Oklahoma schools, six (25%) were
educated in other states, and two (8%) did not report school location.

The allied professionals reported 98% of their work time in
the following activities: Direct Services - 43%; Indirect Service -
13%; Consultation and Education - 2L4%; Administration - 16%; and
Staff Development - 2%. Attendance at professional training or in-
serviée training programs was reported by 11 subjects (46%) in this
group.

The mean total score on the CMHI Scale was 216.00 with a

range from 184 to 255.

Group 6

Para-professional staff members of the three community centers
are included in Group 6 (N = 14). There are two males (14%) and 12
females (86%) with an average age of 35.7 years and an average length
of employment of 4.2 years with a range from six months to seven and
one-half years.

One subject (7%) holds a bachelor's degree, four (29%) have
completed one or more years of college, five (36%) have high school

diplomas, and three (2i%) did not complete a high school education.



32

One subject (7%) did not report education experience. Only two sub-
jects reported location of schocl attended.

The members of this group reported spending the following
amounts of time in these work activities: Direct Service - 73%;
Indirect Service - 18%; Consultation and Education - L4%; Administra-
tion - 4%; and Staff Development - 1%. Five subjects (36%) have
participated in in-service training programs.

The mean total score on the Community Mental Health Ideology

Scale for para-professionals was 186.57 with a range from 135 to 222.



CHAPTER ITI
FINDINGS: ANALYSIS OF DATA

Returns for the four populations were sorted into six groups
according to professional discipline for comparison. The Community
Mental Health Ideology (CMHI) Scale forms were scored using templates
provided by the publisher and the raw score for each subject was
determined by addition of the 38 item responses. Mean scores for the
six groups were calculated and the range of group scores was recorded
(See Table 1).

The self-administered questionnaires were coded and responses
recorded for each of the six groups. Those demographic, educational
and work-experience data considered appropriate for statistical ana-
lysis have been described in Chapter II and are summarized in Appendix

c'

Statistical Data

The mean total scores on the CMHI Scale for the six groups
was analyzed using parametric methods for measurement of central
tendency and dispersion. An analysis of variance was conducted to
test for between-group and within-group diffefences. The results were
found to be significant at < .01 level (See Table 2).

Mean total scores and range of scores for the six comparison

33
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TABLE 1

BASIC CMHT SCALE DATA FOR MENTAL HEALTH
SPECIALIST GROUPS

Mean
Group N Score S.D. Range
1 - Psychiatrists 9 192.4k 29.31 1h9-2k1
2 - Psychologists 15 212.66 20.03 188-252
3 - Psychiatric Social
Workers 20 215.40 20.52 183-252
4 - Community Social
Workers 15 224,86 20.28 170-257
5 — Allied Professionals o4 216.00 19.33 184255
6 - Para-professionals 1k 186.57 23.47 135-222
TABLE 2
ANALYSIS OF VARIANCE OF CMHI SCALE SCORES
FOR MENTAL HEALTH SPECIALIST GROUPS
Source of Sum of Mean
Variastion Squares af Square F
Between
Groups 15,318.81 8 3,063.76 6.642
Within
Groups 42,009.51 91 L61.6L
Total 57,328.32

a’p<.01‘
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groups reported in Table 1 indicate two clusters of groups with compara-
tively similar responses to the CMHI Scale. Groups 1 and 6 had lower
mean scores and a lower range of responses to the 38 item scale. A
comparison of Groups 2, 3, and 5 reveal a closely similar mean score
attainment and response range. Only Group 4 had & mean score and
response range which were not obviously comparable to any other group.

The Duncan's New Multiple Range test, a statistic which uses
estimated variance for all comparison groups rather than the population
variance, indicates the differences in mean total scores to be between
Group 1 -- Psychiatrists -- and all other groups except Group 6 --
Para-professionals, and between Group 6 and all other groups except
Group 1. No significant differences were found in total mean scores
on the CMHI Scale for Groups 2, 3, 4 and 5 when compared to each other

(See Table 3).

TABLE 3

DUNCAN'S NEW MULTIPLE RANGE TEST

L - - - - * *
5 - - - * *
3 - - * *
2 - % %
1 - -
6 -

® Means significantly different
- Means not significantly different
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The student’s t-test was utilized for comparing interpair
differences of CMHI Scale mean scores for the groups. Thé same signifi-
cant differences reported by the Duncan's test were found in the
results of the t-tests. Strong tendency toward significance in mean
scores for Group 4 - Community Social Workers - was found when tested

against mean scores for Groups 2 and 3 (See Table L).
TABLE 4

T-TESTS OF INTERPAIR DIFFERENCES OF MEAN SCORES ON CMHI
SCALE FOR MENTAL HEALTH SPECIALIST GROUPS

Group 1 2 3 L 5 6

1 - Psychiatrists —  1.92% 2,34 3,06 2.60° 0.51
2 - Psychologists 0.38  1.60¢ 0.50  3.12P
3 - Psychiatric Coecial

Workers 1.32°  0.10 3.68P
4 - Community Social

Workers 1.33%  b.55P
5 - Allied Professionals 4. 07°
6 - Para-professionals -

(Numbers across correspond with numbered groups in left column)

&p £ .05
bp¢ .01
Cstrong tendency toward significance at < .05 level
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The Pearson Product-Moment Correlation Coefficients between
the CMHI Scale scores and age (r = ~.04l4), recentness of education
experience (r = .111), level of education achieved (r = .281), length
of employment (r = -.098), participation in in-service training pro-
grams (r = -.003) and percentage of work time spent in direct service
activities (r = 0.150), suggest that each of these variables had

negligible influence on Scale scores.

Non-Statistical Data

Certain information provided by subjects on the questionnaire
was not considered quantifiable or appropriate for statistical analysis.
This material concerned the personal opinions of the respondents toward
content of in-service training programs, the concept of "community"
in community mental health, and desired adjustment or changes in

community mental health service systems.

In-Service Training

Subjects were asked to suggest high priority content areas
which should be included in programs for community mental health
workers. No definition was provided for "mental health workers" and
no limits were placed on the concepts which might be considered
appropriate for in-service training, thus allowing each subject the
freedom to respond within his own limits.

Typical responses offered a variety of subject matter which
could be included in training. Those kinds of programs which were
oriented toward specific skills training were common suggestions with
content area usually reflecting problem areas in the discipline of the

respondent, i.e., community social workers suggested programs related
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to consultation skills and community orgenization; psychologisis
called for group treatment process training, especially the Trans-
actional Analysis approach; psychiatric social workers recommended
courses in crises intervention, counseling with special target groups
such as alcoholics and drug abusers and special courses in diagnostic
evaluation. Many of the para-professionals expressed an interest
in courses which could improve their skills in dealing with specific
kinds of patients and in understanding behavior. How to "be a good
listener" was a common concern for the para-professional subject.

Frequency of responses in two major categories were studied to
determine if content of desired training would suééest an influence on
CMHI Scale scores. The categories were (1) skills development and
(2) community relations. The t-tests were calculated between CMHI
scores of 62 subjects who suggested skills development training and
27 subjects who emphasized a need for community aspects. The results
(t = -1.20) were determined to be non-significant.

There were numerous suggestions for inter-disciplinary
training programs with an emphasis on understanding the role of
other professionals -~ or having other professionals understand the
role of the respondent. Ancther popular suggestion dealt with ineclu~
sion of theoretical discussions in training, espeéially contrasting
the medical model of treatment to the concept of prevention of mental
illness. Inter-agency cooperation for continuity of cafe was recom-
mended as an example where in-service training programs could be
expanded to include more than intra-agency staff members. g

Respondents in all groups included suggésfiéné f%r’courses
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in self~awareness, enhancing self-concepts and personal development
for both the patients and the staff.

Concept of Community

Fach subject was asked to provide his own definition of
"community" as it relates to community mental health., The view that
each respondent holds of the community might be used to better under-
stand his ideological position and to give some insight into previously
expressed ideas for training.

One consistent response to the question on definition of
community reflected a geographic orientation. Most subjects included
within their definitions a limit of area prescribed within geo-politi-
cal boundaries, such as city limits, county lines or catchment areas.
The next most frequent comment related to populations, either by
numbers or group identificaticns which were considered eligible for
service from the mental health center or clinic. Within this same
context, social institutions such as family, school, church and neigh-
borhood was considered an integral part of the community definition.
Other service agencies which are frequently included in the network
for continuity of care such as courts, welfare departments, police
departments, and volunteer organizations were occasionally ineluded.

An orientation to community which received some attention
was the concept of interaction between population groups toward a
common goal of good mental health. Factors of social, economic and
environmental influence were included as having significant function
within the "community."

A comparison was made between subjects whose definition of
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community was strongly oriented to geo-political limits (N = L7,
Mean = 209.10) and subjects who included an awareness of interacting
systems within their definition (N = 30, Mean = 217.40). The results
(t = -1.54) were not significant within the limits considered necessary

for this study.

Changes in Mental Health Services

The third gquestion to which subjects were asked to respond re-
lated to areas of service or situations within the mental health ser-
vice system which they felt could be improved. The most frequent re-
sponses was in the area of community education toward a better under-
standing of mental illness. Closely related to this subject was the
inclusion of "educating the public" about the purpose and function of
the mental health center.

An expansion of services to a wide population was encouraged
by adjusting methods of treatment and moving many activities out of
the confines of the center, per se, and into other aspects of community
life. An example of this approach is the suggestion of expanding the
mental health "team" to a wide variety of community members and placing
a greater emphasis on preventive programs rather than on treatment.

The image of the mental health center as a service only to the poor
elicited several recommendations regarding a concerted effort to expand
services for all economic levels in the community and toiinitiate an
active public relations program to remedy many of the miéconceptions
the community seems to have about the center aﬁd the population it
serves.

There were many suggestions concerning internal operations
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of programs. Internal communications, decision making, consultation
for professional staff, program funding, increasing size of staff,
re-orientation to a wider range of services and in-service training

were among the areas where adjustments or changes were needed.

Hypothesis I

The first hypothesis presented a prediction that significant
differences in the mean total scores on a Community Mental Health
Ideology Scale would occur for known groups of mental health special-
ists. This scale was developed for the specific purpose of "measuring
an individual's degree of adherence to community mental health
ideology" (Baker and Schulberg, 1967, p. 217).

The difference in mean scores among groups was predicted be-
cause of the reported contrast in orientation to traditional and
community services similar groups had demonstrated in mental health
programs in the past decade.

A statistical analysis of data, using the techniques of
analysis of variance, Duncan's New Multiple Range test and the t-test
for independent means produced related results and indicate signifi-
cant differences do exist between some groups. The differences between
Group 1 and Group 2 (t = 1.92, p €.05), between Group 1 and Group 3
(t = 2.34, p €.05), between Group 1 and Group % (¢t = 3.06, p < .01)
and between Group 1 and Group 5 (t = 2.60, p < .01) support the
hypothesié. Further support is found in comparing mean scores of
Group 6 with CGroup 2 (t = 3.12, p £ 0.1), Groups 6 with Group 3 (t =
3.68, p ¢.01), Group 6 with Group 4 (¢t = 4.55, p <.01) and Group 6

with Group 5 (t = 5.07, p <.01).
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Comparison of mean scores for Group 4 with the mean scores of
Groups 2, 3, and 5 were not found tc be significant in this study
(p < .10) but produced a strong tendency toward significance at an
acceptable level. No differences were found when comparing mean
scores of Groups 1 and 6, 2 and 3, 2 and 5, and 3 and 5.
Based on the presented evidence, the hypothesis is accepted -~

with the noted exceptions.

Hypothesis II

This hypothesis predicted a directional difference in mean
scores for mental health specialist groups. It was expected that
professional groups which had been closely identified with traditional
mental health service systems -- psychiatrists, psychologists and
psychiatric social workers -~ would achieve lower mean scores than
those groups which have more recently been introduced into the mental
health services —- community social workers, allied professionals and
para-professionals.

While it was determined that several of these groups did attain
significantly different mean séores on the CMHI Scale in the predicted
direction, the critical comparison of Group 6 to Group 1 ~-- para-
professionals to psychiatrists -- failed to produce significant results
and the hypothesis is rejected. The rank ordering of groups by mean
total scores shows results which are inconsistent with expected ranking
implied in the hypothesis. Rank orders, both expected and achieved,

are presented in Table 5.



RANK ORDER OF MENTAL HEALTH SPECIALIST GROUPS
BY CMHI SCALE SCORE
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TABLE 5

Mean Expected Actual
Group Score Rank Rank
1 - Psychiatrists 192. 44 6 5
2 - Psychologists 212.66 5 L
3 - Psychiatric Social
Workers 215.%0 it 3
4 - Community Social
Workers 22k.86 3 1
5 - Allied Professionals 216.C0 2 2
6 - Para-Professionals 186.57 1 6




CHAPTER IV
DISCUSSION

This study was conducted to examine existing orientation to a
community mental health ideology among mental health specialists in
Oklahoma. The ultimate purpose was to focus attention on current
expressions of agreement or disagreement with that ideoclogy and to
translate those expressions into a statement concerning in-service
training programs for mental health specialists.

The review of the literature revealed a consistent pattern of
concern within the new field of community mentai health which called
attention to several transitional problems that occurred during the
first decade of the history of community mental health centers. Those
problems were: (1) the conflict in ideology between traditional mental
health and community-oriented programs, (2) the changing réle of tﬁe
various mental health professional disciplines in the new work environ-
ment and (3) the development of new services to meet community need.

The fundamental principles which differentiate community mental
health from traditional mental health care are commonly accepted, at
least in definition, by the advocates of this "third psychiatric revo-
lution" and this research measured the degree of acceptance of those
principles in selected populationms.

The results of the research indicate that some of the

Lk
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assumptions made by this writer in postulating the study were valid and
a strong need for in-service training programs exists within the commu-=
nity mental health service system in this state. This knowledge can be
expected to be of value in efforts to translate intellectual agreement

into affirmative action.

Hypothesis I

The mental health field has historically been the domain of
trained professionals, each with his own skills, responsibilities and
hierarchical position in the system. The strictly defined academic
preparation each discipline required of its practitioners fostered a
separation ﬁf roles which perpetuated itself until the early 1960's.
With the advent of a new system 6f service called "community mental
health," these professions were asked to make radical adjustment in
their approaches to service. These adjustments would (1) require pro-
vision of treatment in environments foreign to those for which they
were trained, (2) expana the definition of "client" beyond the indi-
vidual patient to whole populations for whom responsibility mus% be
taken, (3) re-direct the orientation of treatment from personality
reconstruction to social adjustment, (L) create a team approach to
patient service which recogqized the merit of lesser-trained specialists
and other professions as having value to the care-giving process, and
(5) necessitate the moving away from isolationism and into a consortium
of community agencies with a common concern -~ the mental health of
the community. Underlying the entire change process was the most radi-
cal idea of all -~ that it might be possible to prevent mental illness,

and considerable effort should be expended toward that goal.
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The need for services from such a system were too critical to
wait until a new generation of professionals could be trained for the
tasks and the burden fell to the existing disciplines to provide the
leadership in development of programs and, at the same time, perform the
required services.

The first hypothesis predicted that members of the disciplines
represented on the community mental health teams in Oklahoma would have
different degrees of orientation to the ideological principles which
are basic to their service system. These differences were predicted on
the information available in mental health literature concerning the
content of academic curricula for the various professions, on reports '
regarding "role transition" within the disciplines during the past
decade, and on personal cbservations of community mental health special-
ists in their work activities within the system. It was anticipated
that the contrast in orientation to service contained within the
various curricula, the demonstrated acceptance or resistance to role

‘change and the participation in activities characteristic of good
community mental health would be reflected in responses to the Community
Mental Health Ideology (CMHI) Scale.

Sufficient evidence was found to support the hypothesis and
to accept it within pre-determined limits. Two groups, psychiatrists
and para-professionals, demonstrated significantly different responses
from each of the other foﬁr comparison groups and one group, community
socigl workers, had scores which were near enough to the significance
limits to be worthy of note (See Table 4). Of the 15 possible inter-

pair comparisons, eight were found to be different at probability
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levels <: .05 and three were noted as tending toward significance at
the same level.

The mean scores for all comparison groups in this study are
relatively high when compared to the pessible range of scores on the
CMHI Scale and the results seem to indicate that strong agreement with
the concepts of community mental health ideology exists among the mental
health specialists in Oklahoma. A different impression is received
when comparing scores for these groups with results in other studies.
In the original research for the development of the CMHI Scale, Baker
and Schulberg used nine comparison groups which were selected for their
gssumed differences in orientation to community mental health. Four of
the groups were expected to hold a strong agreement with the defined
concepts, three groups consisted of a random sample from professional
mental health organizations, and two groups were expected to show a
negative orientation to community mental health concepts (Baker and
Schulberg, 1967).

The mean scores for Groups 1 and 6 in this study rank lower
than the mean score for anmy group reported by Baker and Schulberg and
all Oklahoma specialist groups attained a mean score which ranks below
that of the original comparison groups which were selected for their
assumed strong orientation to community mental health.

The fact that the diseciplinary group which represents the
Jeadership of the community mental health profession in Oklahoma
demonstrated a significantly lower orientation to community mental
health ideology than most other disciplines sampled in this and other

studies raises serious questions on the direction of service programs
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Hypothesis II

The directional difference for mean scores of the six specialist
groups was predicted on the following assumptions: (1) members of tradi-
tional mental health professions would be less oriented to community
mental health ideclogy than would more recently identified mental health
careerists; (2) the mean total scores of the six groups would rank
inversely with their position within the mental health organizational
hierarchy and (3) a logical association between time spent in certain
work activities and community mental health ideology could be demon-
strated.

For the purposes of this study, the critical comparisons are
between the scores of Group 1 and Group 6. The expectation was that
psychiatrists would demonstrate the lowest degree of orientation to
community mental health and that para-professionals would show the
highest. The prediction for psychiatrists was based on the traditional
orientation of their professiocnal preparation and their reported
resistance to change in professional role within the community mental
health center setting. The para-professional position was predicted
on the assumption that their orientation to the field of mental health
had been conducted by "community mental health" professionals in
in-service training programs and the expectation that their work
activities would reflect a strong community involvement.

The assumptions and expectatiﬁns concerning para-professionals
were inaccurate. They receive little or no training in community mental

health principies and nine of the 1Y subjects in this group reported
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having no in-service training of any kind during their employment history.
The remaining five subjects reported participation in training programs
ranging in length from one to 12 weeks. Interviews, conducted infor-
mally with some respondents, revealed that training was not an integral
part of the para-professional program. The consensus of those inter-
viewed was that "training" consisted primarily of an orientation to
program operations and was, in a sense, a guided tour of "who does
what and where.” The technical skills developed by the "trainee" are
obtained in on~the-job activities under supervision of an appropriate
professional.

The amount of time spent in community contact activities by
the para~-professional varies with his assignment in center service pro-
grams, but it was apparent from the data that utilization of para-
professionals was not consistent with theories which advocated the
formation of the "new career" categories. The value of having indig-
enous mental health workers in the community, having knowledge and being
a part of the interacting systems, recognizing and relating to the
bases of power and decision, and being able to interpret community dy-
namics for the professional provider has been neglected. It seems that
the lack of orientation to community work for the para-professiocnal is
a reflection of the attitude of professional staff toward this type of
activity. It is fundamental to the concept of total community involve-
ment that the mental health specialist consider the input from the
community as being.valuable to program planning and service. It is
a new experience for mental health professionals to look beyond their

own discipline when determining the course of action to be taken in
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providing care to a patient. If the responsible leader does not have
the experience in seeking input from concerned sources in the community,
he will also lack the ability to train the para-professional in per-
forming the task.

The para-professionals participating in this study do not
see community activities as a part of their function. Work activities
reported by this group shows 73 percent of their time being spent in
direct services tc individual patients and an additional 18 percent of
time in activitvies categorized as indirect care. Those activities do
not allow sufficient time for "community" service and the inherent
nature of the individualistic approach to patient care provides little
opportunity for learning the concepts and methods required for good
community mental health programs.

The hypothesis was rejected when mean total scores for Groups
1 and 6 were determined to be not significantly different from each
other and when analysis showed the mean score for Group 6 to be sig-
nificantiy lower than the mean scores for Groups 2, 3, 4 and 5. The
ranking of scores for the six groups shows para-professionals to be in
the exact opposite position from that predicted (See Table 5).

Even though the results of data analysis led to the rejection
of the second hypothesis, some of the comparisons of gfoup mean scores
indicate significant differences in the predicted directions. The
three professional groups most often identified with mental health
services -- psychiatrists, clinieal psychologisfs and psychiatric social
workers -- were represented by subjects who achieved scores which were

fifth, fourth and third in ranking order. If the unpredicted rank
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achievement of Group 6 had not occurred, the expected rank positions of
these three groups would have been achieved and the hypothesis could
have been accepted. These three groups were considered to have the
least agreement with community mental health ideology by virtue of
their long association with traditional mental health care systems, the
orientation of their academic training and their demonstrated resistance
to changing "professional role" within the context of the community
mental health team. These contentions are supported throughout the
literature of the first decade of community mental health centers and
were observed among mental health specialists.

The achievement of highest rank for mean scores of Group 4 was
not predicted because of the suspected influence of their academic
training. The subjects in this group had participated in academic pro-
grams similar to those of the psychiatric social workers and 13 of 15
subjects hold master's degrees in Social Work. It was anticipated that
the work environment in which these subjects performed their services
would have an elevating influence of CMHI Scale scores but that degree
of influence was underestimaﬁed.

It would be worthwhi;e to stuﬁy the factors which affect the
differences in orientation to community mental heglth for specialists
who work closely with community groups and those who do not. The peer
group influence in a traditional service system could be expected to
have a strong influence on limiting the community-oriented activities
of>workers, egspecially if those activities are held in low esteem by
the group leaders. On the other hand, the community social worker who

functions more independently from other mental health specialists and
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whose reference group 1is made up of members from non-mental health
professions‘might te expected to make a more radical adjustment in
personal attitude toward his professional role.

The contrast between stated agreement with community mental
health ideology, as demonstrated by the CMHI Scale scores, and the
inclination toward "traditional" services was observed in all groups.
In an effort to find explanations for this inconsistency, theories of
motivation and behavior which could present some insight were examined.
The cognitive dissonance theory of Leon Festinger (1957) appears to
have some applicability. The basic hypotheses are: (1) dissonance is
psychologically uncomfortable and will provide motivation toward conso-
nance; and (2) a person will avoid dissonant situations and information
while trying to achieve consonance. The cognitive elements are know-
ledge, opinion, or belief concerning the environment, oneself, or one's
behavior. Consonance, the preferred state or condition, is achieved
when the cognitive elements are compatible with the individual's
"reality." This reality can be physical, social or psychological.
Dissonance occurs when the cognitive elements do not correspond to
the individual's interpretation of reality (Festinger, 195T).

Festinger goes on to state that dissonance can arise from
(1) logical inconsistency, (2) cultural mores, (3) specific opinion
being included in a more general opinion, and (%) past experience of
the individual. The degree of dissonance will depend on the importance
of the cognitive elements which are in conflict. When the magnitude
of the dissonant elements equals or exceeds the magnitude of the

consconance, change occurs and dissonance is eliminated.
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The basic premise of the Festinger theory is that an individual
will resist basic change so long as that resistance is psychologically
possible. He will attempt to reinforce the cognitive elements with
new ones which are compatible with his action, or he may make adjust-
ments in his environment or his behavior which reduce dissonance.

Translating the cognitive dissonance theory into practical
application for this study, the following points are considered
pertinent: (1) cognitive elements which might be dissonant for one
individual may be consonant for another; (2) the theory is more appro-
priate to studies of individuals rather than groups; and (3) the appli-
cation of the theory seems more appropriate in statements of experience
rather than prediction.

The expected dissonance between the elements of community
mental health ideology and traditional practice does not appear sig-
nificant for subjects in this study. The reduction of dissonance
appears, byosubjecfive evaluation, to have been accomplished by a
combination of adding new cognitive elements in support of tradition,
adjustments in behavior within the professional role, and in controlling’
the environment in which the dissonance might have developed. Inter-
views with subjects in each of the specialist groups revealed a personal
avareness that there had been some early dissonance between the know-
ledge of basic pfinciples of traditional service and the expectation
for performing community services. There were, however, numerous
criticisms of community mental health which could be added to the
cognitive elements in support of the traditional position and change

was not required.
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Within the work environment of the centers, some staff members
were aware that community mental health was supposed to be a different
service model from the one for which they were trained. The obvious
source for direction of the staff was the example of the leadership,
the psychiatrists. That example supported the cognitive element of
traditional role within the medical model. The elements which would
have supported a dissonant position such as community pressures or
ideological "theorizing" were given negligible attention.

Behavior adjustments were necessary only if the dissonant ele-
ments became strong enough to call public attention to short-comings
in the service system. These adjustments were usually exemplified by
some professional staff members performing consultation and education
programs for other community agencies. The programs consumed little
time and served to relieve some of the "need" for community involve-
ment.

Additional environmental control was exercised by establishing
the coﬁmunity mental health service system with a strong "facilities"
definition within the community. The clients were required to travel
to those facilities to seek assistance rather than having services
available through inter-related agencies. When pressures of disso-
nance increased, services were offered in out-reach offices or satel-
lite clinics which were mostly duplications or extensions of those
services which were available in the parent center.

A general observation regarding the influence of the cognitive
dissonance theory as it applies to mental health speeialist groups who

work in community mental health centers in Oklahoma leads to the
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conclusion that consonance has been reached by these groups. There
is no apparent conflict between community mental health ideology and
the opinions regarding behavior or performance by the staff members.
The elements of knowledge, behavior and environment have been brought
into a consonant relationship so that the "logical" explanation can be
offered: I am a trained mental health specialist; I work in a Community
Mental Health Center; the work I do i1s compatible with the work of
other specialists in this center; therefore, the work I do is community
mental health.

The fact that community social workers attained the highest
mean score on the CMHI Scale may relfect a greater influence of disso-
nant elements on that group than any other. The data for that group
show less professional time spent in direct patient care and more time
in community activities. The subjects in this group work in mental
health clinics which are isolated from other mental health specialists.
The influence of community pressures for non-traditional services would
be more difficult to resist without the added elements of support from
other professionals. Additionally, the community social workers ex-
pressed more interest in gaining further knowledge of community con-
cepts than did other subjects. This leads to the tentative comclusion
that the efforts to resolve dissonance have resulted in a noticeable

movement toward change for that group of subjects.

Demographic Data

Descriptions of the populations included in this study and the
groups which were compared to test the hypotheses contain information

regarding sex, age, length of employment, educational attainment,
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location of educational experience and time spent in varicus work
activities. These categories of information were considered essential
for adequate analysis of differential causes in scores on the Community
Mental Health Ideology Scale.

Baker and Schulberg (1967) reported finding positive correla-
tions between CMHI Scale scores and age, and between Scale scores and
the date of highest academic degree attained. These correlations
indicated that younger respondeats were more likely to attain higher
scores on the Scale and that recently trained subjects were "more
likely to have been socialized to a community mental health orienta-
tion" (p. 224). Poovathumkal (1973) reported insignificant results in
this test for correlation of scores and age with para-professionals.

The tests performed in this study to determine association
between identified variables and CMHI Scale scores produced insignifi-
cant results. Neither age, date of highest degree, level of educational
attainment, location of school, length of employment or participation
in in-service training programs had significant influence on Scale
scores.

The fact that no relationship exists between date of highest
degree and Scale score may be an area of concern for schools of pro-
fessional training in this state. It seems logical that an association
between these two factors should be found in studies of community mental
health professionals, if sufficient effort is being expended in our
academic instifutions to adequately prepare students to meet the
challenges of the new service system. The lack of obvious indications

that new professionals are being properly oriented to community mental
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health principles places a greater burden on planners of community pro-
grams and on the administrators within individual community centers.
They must assume the responsibility for orientation of their own
personnel and provide the necessary opportunity for training which will
strengthen the community programs. Valuable time must be allotted to
the task of broad-based education which could, and should be carried
out as a part of the professional education of the specialist. Dupli-
cation of effort is a wasteful process and it is an unnecessary burden
for community programs tolhave to do the work of the school in pre-

paring the specialist for the job to be done.

Non-Statistical Data

The geo-political orientation to "community" which was included
in the definition of community mental health by the majority of subjects
in this study was not unexpected. The emphasis on c¢linical service
that is apparent from reports of time spent in specific work activities
almost requires that mental health center personnel 1limit their avail-
ability to a strictly defined population in order to control the patient
load which can be effectively served. Those limite are most easily
established by using existing political boundaries. The catchment area
concept was included within the federal guidelines for service so that
each center could be easily identified by the community as the appro-
priate source for assistance in mental -health care. It was anticipated
that the entire geographical area of the United States would ultimately
be served by a community mental health center and that services would be
available to ﬁhe total population.

The results of the limitation of service to those individuals
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who reside within a particular geographic area have been to restrict
the availability of service to some people and to further divide the
professional providers into smaller cliques who need only be concerned
for "their own people." The fact that comprehensive coverage of the
population has not been achieved seems to have made little difference
to the functional activities of the centers which continue tc disen-
franchise population groups who do not live within a center's catch-
ment area.

Concomitant with the geographic orientation, many of the
definitions of community implied an association between the mental
health center and the community which is typical of the medical model
of service. Many subjects viewed the center as independent in its
role of provider of mental health care and services and saw the
community, its groups, and individuals only as potential clients.
There was little expression of the awareness of the concept that the
center was or could be an active part of the social action system of
the community; while there was some awareness of a need for inter-
action between the center and other service agencies, the center was
consistently viewed only as provider of information and assistance.
No indication was given that the mental health professional might
learn or benefit from the experiences of the other agencies. A fairly

"...a two way interaction

typical example of this viewpoint was:
between the center and the community. That is, the community coming
to the center for service and the staff of the center going into the

community for dissemination of information and community education."

The effort to define "community" within a context that is
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acceptable to care~glvers most frequently resulis in a limited focus,
centered around "concretely existing aggregations of people" (Howe,
1964, p. 19). It is more easily comprehended if the definition in-
cludes those tangible aspects of geography, populations, organizations,
agencies, functional groupings and associations, even though those
components may be so intertwined as to make a distinctive recognition
impossible. The federal guidelines for community mental health centers
may have been most responsible for placing the limiting factors on
comnunity definition when it included population size as a criteria
for community service. The "catchment area" for which a center was to
be responsible was defined as having from 75,000 to 200,000 people.
The states, which included mental health centers in their comprehensive
plans for mental health program development, found an easy solution to
determining boundaries for these catchment areas by selecting the
appropriate political boundaries of city limits, county lines, or
multi-political units. In major metropolitan areas, arbitrary bounda-
ries were formed around the required numbers of people with seemingly
little attention given to social or cultural development.

Many of the publications considered authoritative in community
mental health contain definitions which reflect the limited orienta-
tion. Roberts, Halleck and Loeb (1966) suggest that "community refers
to a specified population, which may be contained within geographical
boundaries, be related by common functional role or activity, or
possess some feature that defines it as a unit" (p. 7). The Joint
Commission on Mental Illness and Health had also included a suggestion

for population limitation in its proposal for community mental health
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clinics.

The problem with concrete definitions for a concept of community
is implication of a cone~way relationship between the community and the
center. The relationship is based on viewing the community as a poten-
tial client which is or will be in need of service; service which only
the center is capable of providing.

Louisa Howe (1964) has attempted to move the concept of community
out of the restrictions which usually accompeny its usage and into a
more abstract, analytic level. She suggests the following advantage:

It can then be seen as a dimension of human behavior, a
component of man's view of himself and his fellows. If
this step is taken it may be easier to avoid the 'fallacy
of misplaced concreteness' which bedevils so many attempts
at community analysis, and which repeatedly leads to the
perplexed query, 'What is a community?' (p. 19).

Howe further suggests the importance'of applying the concept of
community at the symbolic level of man's interaction with his total
environment. The "common destiny" faced by those involved in the inter-
actions places them within the "community" concept.

In summary, the perception of community by mental health
specialists in Oklshoma is not noticeably different from that of most
other professionals who are reported in the literature. They consider
themselves as providers of service, secure in their role of "expert"
within the coumunity and willing to provide care to individuals and
groups who seek their assisténce. They provide individualized patient
care through diverse methodologies and are available to assist other
agencies as consultants in problems related to mental illness. They do

not see themselves or their center as an integral part of the day-to-

day life of the community and express little interest in programs of
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prevention of mental illness or maintenance of good mental health.

These statements are not intended to be critical of the ser-
vices performed by mental health centers or their staff members, and
the quality of care provided is not questioned. It can be stated,
however, that from subjective and objective analyses of data received,
the community mental health specialist groups included in this study
provide services which are traditional in their orientation and do not
consistently adhere to the principles of community mental health as

defined in this study.

In-Service Training

A statement concerning the need for in-service training within
the community mental health systems which exist in Oklahoma is & sub-
jective one on the part of this writer. Since the decision for inclu-
sion of in-service training within the activities of a program's
personnel services is an administrative prerogative, an evaluation of
those programs would have to be conducted before objective statements
could be presented. No such evaluations have been included within.the
scope of this study and the recommendations presented here are merely
based on inferences from the data.

The mental health speeialists included in this study spend
little time participating in training programs, either as students or
instructors. Of the six comparison groups, psychiatric social workers
reported the highest percentage of time in staff development activi-
ties -- nine percent. It was determined through subsequent interviews
that these activities are almost entirely supervision of individual

on-the-job training. The content of these learning experiences is
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heavily oriented to specific skills development of the para-professional
and deal with traditional methodologies of care-giving. The amounts of
time reported by other specialist groups for staff development appear to
be for programs of a similar nature.

It is interesting to note that para-professionals did not seem
to consider these supervised activities as in-service training since
nine of the 1k subjects in that group reported no participation in
in~service training programs.

The para-professional is most often the group of employees
considered in greatest need of training. Their orientation to the
field, knowledge of the professional language, and technical skills
in performing their duties are the responsibility of their employer.
It is not unusual for higher level professionals to fail to look beyond
these requirements; consequently their training is frequently limited
to these areas.

The successful utilization of para-professional personnel in
a community mentél health program requires the expansion of their realm
of activity beyond traditional roles. It is of little value to "voca-
tionalize" their education. The results of such training provides only
supplemental personnel to perform tasks which the professionals find
unattractive or mundane. Nothing is achieved toward a goal of improve-
ment of human services. The para-professional becomes isolated at the
bottom of the professional ladder, with little opportunity for advance-
ment. In addition to the unnecessary waste in limiting the opportunity
for "career ladder" movement of the para-professional, the impetus for

. change in role is denied to upper-level professional groups. As long
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as the emphasis on direct patient care prevails and the burden of

1

that care is the responsibility of the "qualified" professional, there
will be no chance for that individual to escape the trap of being
segregated from the community because of time-consuming patient care.

The work activities of the mental health specialists included
in this study are heavily oriented toward treatment services for the
mentally ill. TI% appears that 1little time or effort is expended in
programs which could be categorized as preventive or early inter-~
vention activities. This orientation to service seems to reflect a
resistance to true adherence to community mental health ideology. The
question must be raised on whether or not the mental health centers and
clinics, and the specialists employed in them, are sincerely interested
in develeping innovative programs in mental health care or merely
providing traditional services in a new setting.

The value of in-service training programs is not restricted
to lower-level professions. If the obvious contrast between community
mental health services and traditional care is accepted, it would seem
equally apparent that all levels of community mental health profes-
sionals could benefit from participation in programs which emphasize
the new concepts.

The reported participation in professional and in-service
training programs by members of the specialist groups studied is
somewhat alarming to an advocate of in-service training as a viable
tool in improving the effectiveness of community programs. More than
half of each specialist group reports no participation in training

since beginning employment in their community programs. The
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implications of this information support the earlier comtention that
orientation to community mental health ideology may not be an integral
part of the working philosophy of mental health professionals in Okla-

homa .

Needs for Further Study

There are two areas of major concern which should be thoroughly
researched in relation to community mental health ideology and commu-
nity mental health programs. The long-range plan for development of
community mental health programs is the independent responsibility of
each state. A study of the coordination between the curricula in
professional schools and the requirements of new programs for qualified
staff Witﬁ "appropriate" orientation should be conducted.

A second area where further study would be helpful relates to
experimental programs of service which are radically different from
the medical model on which most community mental health services are
based. It is a subjective opinion of the author that a dual-system
of services, one clinical and one social, appears to be developing
and that the emphasis on social change which is receiving serious atten-~
tion in current literature may reflect a more accurate appraisal of
human service needs than does the community mental health center

systen.

Some Future Possibilities

Significant changes have occurred in treatment methods which
have allowed for a more liberal approach to care by the professional

providers. Chemotherapy has aided in reducing the populations of
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mental hospitals by providing a method of treatment within the community
setting and permitting the "patient" to continue to function in or near
his normal enviromment. Partial-hospitalization programs have created
a setting in which the client can spend part of his day in a thera-
peutic surrounding and still maintain a close association with his
family and friends during the remainder of his usual daily schedule.
Expansion of group-oriented treatment programs have increased the
number of patients seen by professional care-givers and made the con-
sumer and the community more aware of the prevalence of mental health
problems. However, the "third psychiatric revolution" may be short-
lived. The first decade of service by community mental health centers
has raised serious questions concerning the adaptability of mental
health professionals to new work situations, the responsiveness of
community mental health programs to community needs, and the effective-
ness of community mental health center services in meeting the mandate
to eradicate the causes of mental illness.

Much of the resistance to change by the professionalis appears
to follow a consisteﬁt pattern, lcong established within the mental
health field. Ruth Caplan (1969), in her comprehensive study of reform
within the mental health systems of the 19th century, entitled one of
her chapters "The Psychiatrists' Initial Response to Criticism: Eva-
sion, Denial and Counterattack." The descriptions which she gives
of the efforts among "alienists" to negate the developing criticisms
of mental hospitals could well be applied to modern situations in
psychiatry and community mental health. The first response was a

defense of the status quo and an inability to admit fault within the
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predominant profession. Professional guilds were formed which pro-
vided support against critics and which fostered an environment of
mutual admiration among its members. Dissenters in the profession were
ridiculed for their variant ideas and for their lack of loyalty to the
fundamental principles of the alienist profession. The continued
pressure, both internal and external, caused splinter groups to form
which considered themselves more responsive to public needs and demands.
The support they received for their innovative ideas and plans caused
greater numbers of their colleagues to "climb on the band wagon" and
a greater schism developed between traditional and "modern system"
advocates. The developing theories became accepted within the pro-
fessional community and radical changes occurred in the orientation
of the mental health systems (R. Caplan, 1969).

A remarkable similarity exists between the historical chronicle
of mental health in the latter part of the 19th century and the current
transition toward community mental health which began after World
War II. Ms., Caplan reports a near cyclical pattern in mental health
services as they attempt to adjust to changing public demand and the
community mental health movement of the past decade appears to be such
a response. The major criticisms of the community-oriented mental
health services, as they have developed, is that they are not yet sig-
nificantly different from traditional services and their ability to
meet the mental health needs of the community is only slightly more
éffective than programs which existed prior to their inception.

Special appreciation should be given to the efforts which

have been undertaken by the mental health professional to meet the
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challenges which have been imposed, but it may be that the attempts
to solve the problems of mental health are not w;thin the capability
of a therapeutically-oriented professiqn. It is certainly logical
to assume that programs which treat only the mentally ill will have
no effect on preventing others from becoming ill.

Raquel Cohen, in a presentation to the 126th annual meeting
of the American Psychiatric Association in May, 1973, compared the
models of mental health care which are most widely used in this country.
As a part of her remarks she included a "human services" model which
might well replace the community mental health center programs as the
focus for first-line care. One of the characteristics of the humen
services model is the emphasis on interdisciplinary manpower teams
which will assume the responsibility for planning, administration and
performance of services. The services proposed are strongly oriented
to interpersonal and social action -- counseling, advice, advocacy,
community-control, community organization and community development -~
with decentralize@, deinstitutionalized and transitional facilities
available which can be immediately adjusted to provide comprehensive,
integrated, accessible, continuous and accountable services, The goals
of the human services programs are interventions in the intra- and
inter-organizational structgres and environment which effect the
psycho-social development of the individual (Cohen, 1973 a).

Experimental prégrams in community mental health in which a
human services orientation has replaced the treatment model as the
focus of primary emphasis are currently being conducted. The Houston,

Texas Mental Health Authority has closed seven of its ten community
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mental health centers and created teams of community workers, all con-
sidered professional but with varying types and levels of skills, who
live in and function as a part of a neighborhood community. Their

one major mandate is to reduce the commitment rate to mental hospitals
from their areas and to develop inter-related local services wﬂich will
respond to and meet the needs of the people they serve. Early evalua-
tions report favorable response from the community and a deepening
commitment from the staff for this type of program (Carver, 1973).

The development of a dual system of service, one attempting
to correct problems which contribute to mental illness and the other
treating the mental illness caused by those problems, reflects the
inability of one system or model to perform the entire task. Addi-
tionally, the burdens of responsibility are too great for one systenm
to assume. The ultimate need is for a totally néw concept of service,
utilizing whatever resources are available -- health, education, wel-
fare -- and at whatever levels -- pro, para- and non—érofessional -
in a social action movement which is accountable to the people it
serves. The total burden should not be left to the mental health
"professional” and neither should that profession be made the scape-
goat for failures which have occurred. The task is to learn from the
mistakes that have been made and po move on to a more responsive

effort in caring for those who need.

SUMMARY
This research looked at groups of mental health specialists
in Oklahoma who provide services through community mental health

centers and clinies. The subjects for the study were asked to provide
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demographic, education and work experience information through a self-
administered questionnaire and to respond to a Community Mental Health
Ideology Scale. The scale measures adherence to community mental health
ideology by assigning values to responses to 38 items constructed on
commonly accepted concepts.

The hypotheses proposed that significant differences would
occur in mean total scores for the six comparison groups selected as
representative of mental health specialists in Oklahoma and that those
professionals in disciplines more closely related to clinical practice
would achieve lower mean scores than would categories of new profes-
sions. The first hypothesis was accepted after statistical analysis
showed significant differences in total mean scores did occur in the
majority of comparisons. The second hypothesis was rejected when
directional differences did not correspond to predictions.

There was no attempt to evaluate effectiveness of performance
by individuals, professional groups or centers where the subjects were
employed. It was determined, however, that the mental health centers
are similar in their stated philosophy of service, in types of pro-
grams and services offered to the community, and in their organiza-
tional structure.

Information provided by subjects in the study showed a much
lower participation in in-service training and staff development
programs than had been expected. Reports of work time spent in
various activities indicate the majority of professional care is
directed toward the mentally ill and significantly less time is spent

in preventive and early intervention programs. Content areas for
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in-service training programs suggested by the respondents were heavily
oriented toward specific clinical skills training.

The combination of factors reported above leads to the con-
clusion that mental health specialists in Oklashoma are not so favorably
oriented to community mental health ideology as their scores on the
CMHI Scale might indicate and that definite need exists within the
mental health service systems in this state to encourage adherence to

community mental health concepts.
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PLEASE NOTE:

Pages 76-79, "BAKER-SCHULBERG
CMHI SCALE", copyright 1967 by
Bahavioral Publications, Inc.,
not microfilmed at request of
author. Available for consul-
tation at the University of
Oklahoma Library.
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QUESTIONNAIRE
My Jjob title is:
Sex: 3. Age: Under 21 4. Race:
21-25 Caucasian
Male 26-30 Negro
Female 31-35 Indian
36-40 Oriental
41-ks Other
L6-50
51-55
56-60
61-65
Over 65 .

Education: (Check one which represents your highest level of
attainment).

High School Incomplete
High School Graduate
One or more years of college
Bachelor's Degree
Master's Degree
Doctor's Degree

———

I hold the following academic degree(s) and/or professional
licenses:

Degree or Year ' Granting
License Earned Major Field of Study Institution

I have been employed in a Community Mental Health program for
months.

I have completed the following advanced professional training
courses since beginning work in Community Mental Health:

Course Title or Year Length of Location of
Content Area Taken Course Training Site
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9. On the last working day before fiiling out this questionnaire, I
spent my working time in the following activities:

Activity % of time

a. Direct Patient Care

b. Indirect Service

c. Consultation and Education
d. Administration

e. Staff Development

10. (a) If you hed the opportunity to design an in-service training
program for Community Mental Health Workers, what concepts
would you give high priority to?

(b) What is your own working definition of "community" in
Community Mental Health?

(¢) What changes would you, as a Community Mental Health pro-
fessional, like to see occur in Community Mental Health Service
systems?

PLEASE COMPLETE THE FOLLOWING CMHI SCALE FROM YOUR PERSONAL POINT OF
VIEW.
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SUMMARY OF GROUP DATA

Group 1 2 3 L 5 6

N 9 15 20 15 24 1h

Male 7 9 6 T 9 2

Female 1 5 13 T 1h 12

Unknown 1 1 1 1 1 0
Education:

Doctorates 9 T 3

Masters T 19 13 10

Bachelors 1 1 1 T 1

Scme College -

no degree 3 L
High school

graduate ' 1 5
Non High School

graduate 3
Unknown - 1 1

Work Activities:
Direct Service 59% 68% 59% 424 43% 73%
Indirect Service 11 8 17 20 13 18
Consultation and ‘

Education 8 17 6 23 2h b4
Administration 18 6 7 7 16 4
Staff Develop-

ment L 1 9 6 2 1

Average age
(years) k2.2 %0.0 35.0 31.3 35.0 35.7
Average Length
of Employment 5.7 4.3 4.0 3.8 4.5 4.2
(years)
Mean CMHI

Score 192.4k  212.66 215.59 224.86 216.0  186.57




