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ABSTRACT

Changes in funding, clientele and services from 1971 to 1980 were examined
cross—sectionally and with cohorts for two types of CMHCs that differ in their
structure for prbvidiﬁg—inpatient service. Inpatient Provider CMHCs grew in
revenues and shifted from reliance on Federal funds to revenues from services
and States. Inpatient Affiliated CMHCs fell in revenues (in constant dollars)
and changed little in the!fr proportional reliance on Federal dollars.,
Inpatient Provider CMHCs averaged more additions and episodes of care than
Inpatient Affiliated CMHCs, Inpatient Affiliated CMICs firew more from 1971 to
1976, but from 1976 to 1980 Inpatient Provider CMHCs grev, while Inpatient
Affiliated CMHCs dropped cr grew less. The relatively poor final showing of

Inpatient Affiliated CMHCs parallels findings with total revenues.,



THE CONTRASTING CAREERS OF TWO STRUCTURAL TYPES OF CMBCs

INTRODUCTION
The federally funded Community Mental Health Centers (CMHC) Program was

. designed to permit centers the structural flexibility to meet a wide range of
local condftions (Levenson, 1969), The resulting wide variation in the
organizational composition of CMHCs has heen given relatively little attention
{n national level descriptions or evaluations of this program. Descriptions
have usunally portrayed, in aggregate, the extent and impacts of the Federal
"investment” in the CMHC Program (e.g., National Institute of Mental Health,
1978a). Criticisms have usually been leveled at the program for its
departures from the manv amhitious goals established for this program (e.g.,
Chu ard Trotter, 1974; Dowell and Ciarlo, 1983, U.S. General Accounting
Nffice, 19747 Windle, Rass and Tauhe, 1974). Most effort was given to
evaluating and assisting either the CMHC Program as a whole (usually through
changes in lerislation and the establishment of ressulations) or individual
centers (through site monitoring and technical assistance).

Yet, differences in funding, staffing, service orientation, structural
compesition and organization, networking with community organizations, and
local cat ament area conditions are so great thgt'they produce what might be
viewed as a host of "natural experiments” in service delivery. The experience
v the CVVC‘$}opram cannot totallv be understood and appreciated without
taxiny these ditfferences into account, This paper seeks to help fill the fan
tnoour Yanowledge of the CHEC Program by ‘ocusing on one source of center
variation, namelv, structural organization as reflected by whether the center
~rovited inpatient care directlv, or {adircctly through an afriliation

Arreement with an administratively separate organization.




As an historical event, the CMHC Program was a unique intervention in the
Yation's mental health service delivery system by the Federal Government. The
thrust of this intervention was to implement a new philosophical orientation
to mental health care with Federal dollars. The substance of the CMHC
philosophy has been amplv described in the literature (Premo and Wiseman,
1981). T

To learn from the history of this Federal effort to alter the mental
health service system by seed money funding and to determine the CMHCs'
ahilitv to survive under this funding philosophy, it is important to examine
changes in the funding, clientele and service delivery of this program over
time. The importance of such study 1s not eliminated by the transfer of the
CMHC Program to the States through the Block Grant proeram (PL 97-35). To the
contrarv, the shift of this program to the States, makes fifty governments,
insteal of one, responsihle for administering this program., There are also
fifty governments faced with the need to modifv their own mental health
service svstems to deal with prohlem grouns such as the chronically mentally
ill, the homeless mentallv i1l, the vouny chronic patients, and the mentally
ill substance abuser. The CMHC experience as a Federal experiment in service
svstern change {s pertinent to their rlanniny.

The purpose of this paper is to recognize the.structural diversity among
CMiCs ir an examination of the changes which toog place in CMHCs over the past

decade with respect to funding patterns, services, and clients,.

HISTORICAL PFRSPECTIVE
Ne Fiscal Resources for CMHiz

The CYC Frnuram was a Federal initiative in an area of service dolivery
which had historically heen the responsibility of the States. Federal funding
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for this program was, ~~wever, designed to be only transitory. Early
legislation (PL 89-105) provided for Federal seced money with a declining level
of support to funded CMICs over a period of 51 months. During this time, the
centers were to develop other sources of funding, It was expected that as the
program developed and demonstrated its value, the centers would be able to
capture an increasing portion of the traditional funding sources for mental
health services, namely State revenue, philanthropy, and out of pocket payment
for services, and tap into new revenue soicces as Medicaid and Medicare and
eventually natinnal health insurance (Starr, 1982). However, CMHCs financial
independence from direct, categorical Federal support did not proceed as
rapidly as anticipated. CMHC legislation in 1970 (PL 91-211) extended the
"weaninr" period from five to eight vears. Lezislation passed in 1975 (PL 94-
63) made 1t nossihle for CMICs to further postnone fiscal disenpagement from
Federal dollars through a variety of new grant categories: for consultation
and education services, for conversion to new provran specifications, and for
"distress,”

The ahilitv of centers to find alternative funding sources and the
consequences of changes in funding patterns on services have been major foci
nm N IMH's evaluations of the CMHC Prostram (Abt Assoct ‘tes, 1977: Macro
Systems, Inc., 1973; Stanford Rese¢arch Institutg,'l97u; U.Se General
Accounting Office, 1974). The results of thesc studies have been described hy
Lav, Wasserman and Weiner—Pomerantr {1Y951)., Some of these past studies and
tte rore recent analvsis hv Vov et al, sngrgested that centers mav fall into
tvpes waich differ greativ in their abhility to move from Federal grant support
to otber tundine sources and as well as in their adherence to the CYHC Program
model b qorvices, (k:nlw3r~; that shifted to other funding sources departed

more from the CMHEC madel nf services than OMHOs which continued to depend on
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Federal CMHC grants. Woy et al. (1981) suggested that this difference in beth
funding and services may be due to the extent to which centers ™. - - strong
ongoing ties with organized medicine in general and hospitals ‘. . ticular"
(p. 275), but could not establish a factual basis for this surmise in the
small sample of 29 centers they examined.
B. CMHC Structure

While legislation outlined the grant mechanisms and service requi rements
for CMHCs, the program gave CMHCs wide latitude for structural design. Only
for-profit organizations were harred from eligibility for Federal grants.
Most CMHCs grew out of existing mental health service organizations. To meet
the Federal requirements for a comprehensive array of services, some CMHC
grant applicants expanded their own service capacities and assumed
responsihility for a catchment area; others entered into afriliation
agreements with other mental health organizations in the catchment arca to
acquire needed service capability; a small number were created de novo with
the assistance of construction grant funds under PL 88-164, As centers
matured, they hroadened their service network to implement CMHC Program
ohjectives such as accessibility and comprehensiveness. They estahlished
satel lites, nutreach projrams, and additinnal affiliates to provide the
exranded range of services required in later lggiklation (eeffe, PL 94-63) to
meet the variety of needs of their catchment area populations, and to take
advantave of State and Federal dollars associated with related programs such
as rhose dealing with alcoholism, druv ahuse, developmental disabilities, and
savial services,

Although centers difter along manv Jdimensions, 1t is possible to classify
Jhem into two basic structural models based on whether inpatieat care is

provided hy the grantee directly, or indirectlv through an affiliate. OCMICs



which provide their own inpa“‘ent care may be established at a general
hospital, a private psychiatric hospital, a State or county mental hospital,
or may be a freestanding multiservice facility with its own inpatient
capability. We will call these Inpatient Provider CMHCs. Grantees which are
not equipped to provide inpatient care thamselves and arrange through an
affiliation agreement to have this service provided by a hospital, we will
call Inpatient Affiliated CMHCs,

Most Inpatient Provider centers are parts of general hospitals. For this
analysis, freestanding centers have heen combined with general hospital-based
centers since they hoth provide inpatient carc directly. Analyses of data
from CMHCs reported in 1976 (NIMH, 1978b) suggest that freestanding CMHCs
differ from Inpatient Affiliated centers in the same wav as do general
hospital-based centers, but not as markedlv, Hence, their inclusion with
seneral hospital=hased centers will lessen differences hetween the two CMHC
structural models defined here.

Because the few centers that are narts of public or private psychiatric
hospitals differ so widelv from the other Inpatient Provider centers with
respect ta staffing, sources and amounts of revenue, and cascload, we excluded
them from the present analvsis. Thev form a small group of outliers which,
unfortunately, are too few to examine as separate froups. In addition, over
*he past decade they have hecome a decrcasing proportion of all centers (see
table 1),

The orpanizational difterence between Inpatient Provider and Inpatient
Aftiliated centers also has implications tor data collection aund analyses.
The Inpatient Provider center defines {tself as having an inpatient unit and
hence reports the stalff and revenues from an inpatient service; the Tnpatient

Affiliated center does not admin!ster an inpatient unit and therefnre has
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neither an inpatient staff nor inpatient revenues to report, At best, the
Inpatient Affiliated center can realize some inpatient revenues from staff
visits to its hospitalized patients, In addition to real differences in
functioning, there may bhe differenceé in the extent to which CMHCs can report
the activities they carry out and those carried out by their affiliates,
Since Inpatient AffilI;:;h centers have more affiliates than Inpatient
Provider centers, and affiliates are less likely than grantees to have their
data reported on the NIMH inventory, it is likely that the two types of
centers differ in their underreporting tendencies. This difference is
increased by what appears to be a slight but consistent tendency for fewer of
the affiliates of Inpatient Affiliated centers to report numhers of additions
to services they provide than was the case for the affiliates of Inpatient
Provider CMPCs, Peporting di fferences hetween these two CMHC models
conplicates comparisons hetween them, however, this complication is less for
lTongi tudinal than cross=sectional comparisons,

The distributions of centers bv their nrganizational model at different
times {n the life of the CMHC Program are shown in table 1., The majority of
centers Are Inpatient Affiliated and the preponderance of this model has
increased over time. Tn the earlv vears of the CMHC Program, changes in the
organizational composition of the program were due¢ to the addition of new
centers, However, changes hetween 1978 and 1981 are due to both the addition
0. new centers and the attrition or the earliest funded centers, Centers
which "graduated”™ rfrom Federal fundine discontinued participation in the CMHC
cerhrsing program to NINMi,

INSFRT TARLY 1 ABOUT HERFE
A second reature to obscerve in the table is that the increase in the

nroportion of Inpatient Affiliated centers from 1969 to 1981 is bhalanced by
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the decrease in the proportion of State and county and private psychiatric
hospital—-based centers. Although there was some increase in the proportion of
both general hospital=based and freestandirz centers from 1969 to 1974, this

trend was reversed for general hospital-based centers from 1974 to 1981,

MFTHODOLOGY

All data reported in *his paper are from the National Reporting Program
nperated by the Survey and Reports Branch of the National Institute of Mental
Health (NIMH). Data quality in this National Reporting Program is obcained by
subjecting each inventory to a series of stringent edits as part of the data
processinpg procedures, The data analyzed in this paper were reported hy indi-
vidual centers, subjected to edit checks and judged internally consistent.
These data do not include imputations for item or case nonresponse, hut are
limited to data reported by respondent centers.

“or this studv, respondent data for Inpatient Provider and Inpatient
Affiliated centers were compared for three years: 1971, 1976, and 1980.

Since these two organizational types differ in numher over time, the unit of
comparison in this paper is average value per center.

The trend information provided bv cross sectional data at three points in
time wias supplemented by an analysis of cohort dat@a, that is, data from the
same sct of centers over time. Noing both analyses permits us to

rorentiate between cihanges {n the program that are a function of maturation
bv . yriven vroup of centers and those that are a function of chanses in the
papulation of centers reportins in difrerent years. To cover the poriod
hetween 1971 and 1980, a cobort of all centers that responded to the data
iteme of fnterest for the three tine periods, 1971, 1976 and 1980, was used,

The comparability of data across time needs to he discussoedt, since

~1
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changes from prior years were made i{n the 1980 Inventory with respect to
client and service data. Aggregate client data subdivided by age, race, and
diagnosis are reported on the Inventory for ”ad?itions" (i.e., admissions and
readmissions) during the reporting year. Until 1980, additions were defined
as an unduplicated count of persons admitted to any part of the network of
mental health organizations comprising the CMHC. The Inventory was modified
in 1980, and additions were redefined as the duplicated count of persons °
admitted to that portion of the CMHC administered by the grantee. Thus the
demographic characteristics of direct admissions to CMHC affiliates (1.e.,
mental health facilities, independent of the grantee organization, that
provide service for the CMHC under a written agreement or contract were
excluded, Because Inpatient Affiliated CMHCs are not comprehensive networks
when scparated from the hospital affiliate, we considered the possihility that
the change in inventory instructions would selectively disadvantage this group
of CMHCs. Fxperience in editing CMHC {nventories, however, suggests that the
change in instructions did not result in appreciahle changes in reporting
natterns, Many affiliates receive most, i{f not all, CMHC clients through
referral from the pgrantee. Hence, most additions to affiliates would first
have bheen admitted to the CMHIC grantee and renorted hy the grantee in the
count of additions. For CMHCs which permit entry ‘into the CMHC through an
inpatient affiliate it is highlv likelv that such ciients would bhe referred to
tne CMHC grantee to following an episode of inpatient care, and hence he
senortred by the grantee in their count ot additions. 1n short, the
instructions t restrict the count of additfons to the grantee probahly did
pot altar the response pattern of Inpatient Affiliated CMHUs with respect to
the numher or characteristics of additions,

The likelv impact o. the cnange ia instructions for a duplicated versus

12
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an wnduplicated count is more difficult to sort out, Prior to 1980, gtrenuous

efforts were made to ohtain from each CMHC an unduplicated count of additions

during a reporting yerr, The success of this effort was, however, never

validated by audit. There is no reason to suspect that a systematic bias

exists such that any type of CMHC wa.: more or less likely to respond as

fnstructed with an unduplicated count of additions. Thus, although 1980 :
reporting of additions might he somewhat inflated compared to previous years,

this inflation {s not likely to favar either type of CMHC.

Services are reported in the inventory in terms of patient care episodes
for specific program clements (e.g., inpatient, outpatient, partial and
residential care). A patient care episode is defined as a period of treatment
rrovided within a program element besun by an admission or transfer intn that
“rowran clement and ending with a discharge f. - or transfer to another
prosran element, A count of patient care episc . for a vear is a duplicated
sount of persons and is caleanlated by summing the number of persons in
treatment at the heginning of the vear and the numher of admissions,
readmissions and transfers to a specific program element during the year.

The data on episodes are based on reported data for both the grantee and

“boreenrting afriliatec, ¥ofore 1980, episode data were reported directly by
Tre OMT as i osintle figure for its entire network., For 1980, CMHCs were

reauested to renort episnde data onlv for the grantee; other data from which

ereLendes caa he calealated were reauested for each affiliate. The specific
<rorty used to calculate episndes are described in Appendix A,
Dheochanea in o rhe Jorm for 1Yo to collect information separately for
v e and rdiliates permita uu thy see the extent of underreporting for
Tliaten, S data on onumbers of additions were reported for about half of
Poeoartiliates that CMilGe elaimed vere providine particular services. This

13
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~ underreporting

ﬁﬁh somewhat higher for'inpatient Affiliated tha

Provider cunca, We believe that similar levels of underreporting existed in
=-~prior ‘years, and that therefore comparisons of trends for thé'difféféﬁfgiiﬁiéiéé":.
of CMHCs will be little affecteds The nonresponse rate for services by . -;.g_L;c;ff
grantees was considerably lower than that for affiliates. For no program
element.for any of the 3 years examined did fewer than 75 percent of the CHHQI
provide episode or addition data for the grantee. For no type of episode |
other than inpatient 1s affiliate underreporting a serious concern, since the
j?{ bulk of the other types of episodes are given by grantees rather than
affiliates, This is not true of inpatient episodes in Inpatient Affiliated
CMHCs, making these data of uncertain representativeness, However, even for
inpatient care, concern abhout affiliate underreporting should be moderated by
recognizing that some affilfation agreements exist as potential rather thsn

realized arrangements. Thus, lack of data may indicate lack of use of the

affiliate or lack of {integration of the affiliate into the CMHC natwork.

Consultation and education (C&E) activities were collected prospectively
bv the CMHCs for a designated month after receiving the Inventory form, and :
are reported by types of recipients. Thus, C&E services cover a period in the
vear following that for which most service data were reported.

Finally a comparahility feature that should ‘Also be recognized is that
NIMH shifted 4n 1980 from using NIMH employees to using a contractor to manage
the survey and edit the inventory forms. What, if any, dif ferences resulted
from this shift bave not been assesscd,

Because this studv uses data for entire populations of CMHGs in various
vears, descriptive rather than sanpling statistics are appropriate. Thus, no
tests of statistical &ignificance of dif{ferences are emploved; the relevant

criterion is size rather than reliability of differences.

10
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RESULTS
A, Sources of Funds

1, Cross=secctional trend data, Inpatierit Provider centers reported

considerably more average revenue from almost all sources and for all time
periods than did Inpatient Affiliated centers. The only exceptions were for
State government funds in 1971, and in 1976 and 1980 for the category of
"other” revenuas from services.
INSERT TABLE 2 ABOUT HERE

Between 1971 and 1976, the two types of centers increased in average
total revemue at ahout the same rate, but from 1976 to 1980, the Inpatient
Affiliated CMHCs increased less than Inpatient Provider CMHCs, hoth absolutely
and relative to their levels in 1976, Over the 9 vear period, consequently,
Inpatient Provider CMHCs gained more than Inpatient Affiliated CMHCs, both

absolutely (an 1increase of $1.88 million vs, S0,R8 million in average revenues

per center) and relatively (an increase of 1513 ve, 1012),

The practical implicatinns of this differential increase in revenues
are mre evident when the revenue figures are corrected for inflation using
the medical care component of the Consumer Price Index, with 1971 as the bhase
vear (see figure 1), The increase in average tQtél revenues for Inpatient
Yrovider CMHCs from 1971 to 1980 meant an increase in purchasing power; for
inpitient Affiliated CMHCs, the increase in purchasing power extended o 1y to
P970.  Pv 1980, average total revenmies 1 copstant dollars dropped to a level
relow that in 1971,

INSERT FIGinis 1 ABOUT HERFE
Thess two tfbos of centers aAre turther difterontiated hyv the

patterns of growth for major catepoaries of funding sources., Tnpatient

BEST COPY AVAILABLE 1 15




-

Provider CMHCs show, in constant dollars, a steady decline in Federal revenues
counterhalanced by increases in average revenues from services and from the
State. This pattern is consistent with the seed money concept of replacing
Federal funds with other revenues. Inpatient Aff{1iated CMHCs present a quite

different picture., In constant dollars, average Federal dollars remained

stable between 1971 and 1976, dipping modestly by 1980, Average State dollars
and revenues from services increased wodestly by 1976, but failed to continue g

this increase to 1980, o

Closer scrutiny of the different sources of revenue from services

reveals patterns which further differentiate the two CMHC organizational types
(see Fipure 2), 1Inpatient Provider CMHCs fgrew continuously in average revenue
in constant dollars for the third party pavors, viz., Medicare, Medicaid, and
insurance. Tnpatient Affiliated CMHCs showed an upward trend only for .
reimbhursements from Medicaid, and that trend failed to continue past 1976 to |
1980, For Inpatient Affiliated CMHCs, insurance and Medicare are not
increasing sources of revenue i1n constant dollars.
Insert Figure 2

Neither tvpe of center did well with patient fees as a source of
revenne, Centers' innovation in seeking alterngt{ve funding sources (other
than insurance, Medicare and Medicaid) to permit disengagement from Federal
support is not well documented hv the CMHC lnventory. All that is available
vaoa ecaterory of "other” revenues for services. This category reflects
centers ' success {n t«"lDDinf. into more unusual sources of revenie such as
revenues trom indirect scrvices (e.v., consultation, staff education, and
public information nndoedncation), Title ¥X dollars, and reimbursements for

Jiavmostic, consultation and treatment services under contracts, e.%., with

1, 16



schools, courts, businesses, vocational rehabilitation departments, etc, 1In

these efforts, the Inpatient Affiliated CMHCs were more successful than

Inpatient vrovider CMHCs in both absolute and relative terms (see table 2),

fﬁ. In interpreting these trends, it is important to remember that these .£§
data are cross-sectional, and therefore reflect an increasing universe of E
centers. Since new centers receive a higher proportion of their revenue from |
the Federal CMHC grant, comparisons of funding sources are sensitive to

centers' age. As long as the universe of Inpatient Provider and Inpatient

AR A

Affiliated Centers changes at the same rate, comparison hetween these types of
CMHCs is unaffected, While the proportion of Inpatient Provider and Inpatient
Affiliated CMHCs remained similar between 1971 and 1976, a disproportionately
large number of new CMHCs in 1980 were Innatfe~t Affiliated (see table 1),
This recent change in the proportion of Inpatient Affiliated and Inpatient 7
Provider CMHCs is consistent with and therefore might account for, the failure

of Inpatient Affiliated centers to demonstrate the same growth as Inpatient

Provider centers, To examine this possibhilityv, cohort data were examined.

—e Lnnoitnd;nal cthort data. The cnhort consisted of all centers

funded prinr to 197] that reported revenue data'fér 1971, 1976 and 1980,
Twentv-eight Inpatient Provider centers and 79 Inpatient Affiliated centers
mot this criterions The cohort data con'irm the differences between the
Inpatient Provider and Inpatient Affiliated CMHCs found for cross—sectional
dat e nis can be seen by compariny figures | and 3 (cross-sectional and
cohort data, respectively, for the wajor tunding categories) and figures 2 and
5 (cross—sectional and cohort data, respectively, for the categories of

receipts frorm services),

BEST COPY AVAILARIF
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INSERT FIGURES 3 AND &
Because the cohort which spanned the three observation periods was small,

two other cohorts were examined: (a) the 51 Inpatient Provider and 116

Inpatient Affiliated CMHCs that reported sources of revenue for 1971 and 1976;
and (h) the 72 Inpatient Provider and 202 Inpatient Affiliated CMHCs reporting 8
for 1976 and 1980, These two cohorts provided larger samples for each
interval, even though neither gave a single picture for the entire 9 year
period because of their changing composition., These 2 cohorts showed trends
similar to those reported for the single cohort for the periods 1971-1976 and
1976~1980,

Thus, the contrasting trends in revemues hetween Inpatient Provider and -
Inpatient Affiliated CMHCs do not seem to be an artifact of the changing |
popnlation of CMHCs, but reflect a real difference in the trends for these two
structural types of CMHCs,

k, Client Data

l. Cross=sectional trends

a., Number of additfons. Inpatient Provider CMHCs differ from

Inpatient Affiliated CMHCs with respect to the é;erage number of additions per
C*HC and the growth pattern for additions. The average number of additions
per lnpatient Provider CMHC exceeded the average ;er Inpatient Affiliated CMHC
* 38 percent in 1971 (1,769 as compared to 1,281, respectively) and by 54
percent in 1980 (2,604 as compared to 1,695, respectively), although these
d!ifferences almost disappeared in 1776 (sce figure 5). The major increases in
additions took place from 1971-1974 for lnpatient Affiliated CMHCs and fron
1976=-1980 for Inpatient Prn&idor CMhtse  In sum, the trends over time for the

tvo tvpes of CMHCs showed a pattern of convergence in numbers of additions

From 1971 to 1976, followed hv even greater divergence from 1976 to 1980,
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INSERT FIGURE 5 ABOUT HERE

Zg‘ be Characteristics of additions. In order to reduce repetition,
;é%quw-f— the presentation of results will focus on variations for vaiious subgroups of

additions from the pattern seen in all additions.

- e em——

éf (1) Age. The age distributions of additions for the two

types of CMHCs are virtually the same in 1971, and the general pattern shown

1n figure 5 for the two types of CMHCs is repeated for each major age group
(viz., under 25, 25-44, 45-64, and 65 and over). However, both types of CMHCs

ﬁf changed from 1971 to 1980 in the overall ase distribution of additions., The

percent of additions under 25 years of ase dropped from 42 percent to 35
percent for Inpatient Provider CMHCs and from 44 percent to 4] percent for N
Inpatient Affiliated CMHCs. For hoth tvpes of CMHCs, the greatest percentage
ftain nccurred in the 25-44 age group. These changes in age distribution are 5
only partially consistent with the changes in the age distribution of the

Us Se ponulation (Rureau of the Census, 1982,) The total i, S. population

under 24 years of age remained ahout the same between 1970 and 1981, but

decreased in the number bhetween 5 and 14 and increased in the number hetween

15=24, Since CMHCs serve 15-24 vear olds atr a much higher rate than those

under 15 (NIMH, 1981), this shift would be expect’ed to increase, not decrease,

*he number under 25 likely to bhe served by CMHCs. On the other hand, the 25-

49 age syroun in the U.S, increased svreatlive The increased percentave of CMHC

clients that fall in this age proun is therefore expected,

(2) DNiagnosis. Littie trend information about diamnosis is

avaflable because the 1980 inventorr used cuite hroad diagnostic categnries,

including one that combined undiagnosed clients and clients vith "no mental
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disorder.” Deviations from the general pattern of trends for the two types of
CMHCs were as follows (see figure 6): (1) additions to Inpatient Affiliated
CMHCs with "mental 1llness” and with "alcohol disorder” {nereased slightly
from 1976 to 1980, (2) Additions with mental retardation dropped slightly in
Inpatient Affiliated CMHCs from 1971 to 1976, (3) The number of “no mental
disorder and undiagnosed” additions dropped sharply from 1976 to 1980 for the
Inpatient Provider, as well as the Inpatient Affiliated CMHCs. This striking
decrease in undiagnosed additions and those with no m;;tal disorder could have
been the result of increased efforts hy CMHCs to realize reimbursements from
services, a process that requires a diagnosis.
INSERT FIGURE 6 ARBOUT HERE

(3) Race. The general pattern of more additions per CMHC
in Inpatient Provider than Inpatient Affiliated CMHCs, with convergence 1in
1971-76 and divergence in 1976=80, holds for both whites and nonwhites (see
figure 7). However, while there is srowth from 1971 to 1980 in hoth types of
CMHCs for white additions, the averase number of nonwhite additions was about
the same in 1980 as in 1971, As a conseauence of these di fferences in trends
over the nine vear period, Tnpatient Provider CMHCs changed from serving more
nonwhites (27 percent) than lnpatient Affiliated CMHCs (18 percent) to serving
aboutr the same proportion (19 percent and 17 pchént respectively,)

INSERT FIGURE 7 ABOUT HERE

Ze Lonaitudinal cohnrt dat-

ae Lumher of additions, Recause there were relatively few CMHCs

that reported additions for ali 3 vears of 1971, 1976 and 1980, the cohort
analvsis was done by using different cohorts of CMHCs to compare the changes
hotween 1971 and 1976 "and between 1970 and 1980, This comparison showed a

patrern similar to that found in the cross=sectional comparison (see fisure
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5), except that the cohort‘-of Inpatient Affiliated CMHCs increased modestly in
numbers of additions from 1976 to 1980, instead of decreasing as was observed
1n the cross=sectional data, This suggests that the decrease in additions
between 1976-1980 found in the cross-sectional data may be explained by the
addition of new and smaller CMHCs, and that existing Inpatient Affiliated
CMHCs continued to g?ow, albeit modestly. As was found in the cross=-sectional

analysis, Inpatient Provider CMHCs increased more than Inpatient Affiliated

CMHCs in this time period.

be Characteristics of additions, The general pattern found for

total additions in the cohort applied to mast subgroups of additions. The
major exception was for the racial subgroups (see figure 8). The pattern of
changes for the racial subgroups in the cohorts is the sare as for all
additions to the cohorts, Wowever, there are also larpe differences in 1976
hetwren the 1971-76 cohnrts and the 1974=80 cohorts, and these differences
differ greatlv hetween racial groups and CMHC tvpes., These di ffereaces
suggest that the lnpatient Provider CMHCs that opened bhetween 1971 and 1976
were larger than those that opened earlier than 1971 (i.e., they had more
total additions), bhut were perhaps located {n arcas with fewer nonwhites than
earlier CMHCs, ‘
INSERT FIGURE 8 ABOUT HERF
Co Services

e Crosv=gectinnal trendc

(a) DNirects The pattera inr patient care episodes is shown in
Fiyure Y9,  Just as with the pattern for additions, Inpaticnt Provider CMHCs
increasel steadily in outpatient, nartial an' residential care ¢pisodes, vhile

Inpatient Affillated CMHCs showed the same Tluctuating pattern described for
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additions,

For both types of  CMHCs the trend for inpatient care differs
from that for the other services. However, the large amount of underreporting

of this service by Inpatient Afffliated CMICs makes confidence in this result

too low to warrant interpretation.
INSERT FIGURE 9 ABOUT HERE

(b) Indirect. In contrast with trends in dic. ot services, the
quantity of the indirect service, namely consultation and educstion (CsE),
dropped throughout the lecade of the i970's. Also u~liks the patte:n for
direct services, this drop was steeper for Inpatient Provider than Inpatient
Affiliated CMHCs. 1In 1971, the average Inpatient Provider CMHC provided abbut
10 percent more time for C&E than did the avs ‘age Inpatient Affiliated CMHC
(see table 3)s Ry 1976, this difference had disappeared. This translates
Into a decreasc for Inpatient Provider OMHCs from 4.4 full time staff
providing C&FE in 1972 to 2,3 full time staff in 1981, The drsp in Inpatient

Affiliated CMHCs is from 4,0 to 2,3 staff,

The distribution of C&L across recipients changed
differentiallv for the two types of CMHCs, but in‘a fashion that eliminated
the marked dif ferences that existed in 1972, 1In 1972 Inpatient Provider CMHCs
provided less C&F to schools than inpatient Affiliated MiCs (26 percent
compared to 3bv percent), but by 1931 hoth tvpes of CMHCs gave about the same
attention to schools,

IﬁSERT TABL% 3 AROUT HERF,

2 Lonsitudinal cohort data. Cohort data showed the same trend

patterns as cross—sectional data reported above for direct and indirect

BEST COPY AVAILABLE 18 22

Sl JE T gl e
S b P i

kL
e g

s,



Sl (el RN i i RS otls. o AT g AR AL N R o T N e e e

se’rvi_ces- A BESTCOPY AVA".ABLE |

DISCUSSION

The data presented here support our belief that organizational structure
is an important differentiating variable in deseribing aﬁd evaluating
federally funded CMiCs. Organizationally, Inpatient Provider CMHCs are
complete service networks, capable of providing the basic five essential
services mandated in the original CMHC legislgtion viz,, inpatient, partial,

outpatient, emergency care and consultation and education. They enter the

CMHC Program as larger, more complete entities and with the sophistication and

prestipe associated with facilities in the medical care sectore In terms of
revemies, thev start bigzer and gsrow more (ses tahle 2), In addition, they
are ahle to decrease their dependency on Federal grant support and turn 1
successfully to other funding sources, rartienlarly revenues from services.
Bv contrast, Inpatient Affiliated CMHCs are relatively recent

developments in the mental health care svstem. Thev are hand{capped by their
lack of an inpatient unit which is both an additional source of revenue and a o=
link to the medical care system toward which the svstem of reimbursements hy
third partv pavors is geared. To achieve the tame level of comprehensiveness
of service as Inpatient Provider CMHCs, the Inpatfent Affiliated CMICs centers
mist link (affiliate) with general hosritals or send their patients to the

tate mental nosplitals. This organizatinnal and geoyraphic decentralization
2dds an extra burden to these centers to provide conrinnity of care., CMIC

reportiqg to Y1IMH is {nadequate for measuring the extent to which such
arranrerents result in patient dropouts tollowint an episode of inpatient
care, with a resulting loss of revemues to thes:. conters,  Admittedlv, the

results presented in this paper have been {nfluenced hv the differences in



réporting bhetween the Inpatient Provider and Inpatient Affiliated CMHCs.,
Revenues from the inpatient service are included in the reporting by Inpatient
Provider CMHCs and not in the reporting by Inpatient Affiliated CMHCs;
moreover the latter are frequently wunable to report utilization of 1npat1ent.

services provided by these affiliate hospitals. This might be regarded as a

serious confound in our comparisons., On the other hand, it is consistent with
our main thesis that these two types of CMHCs are di fferent types and should
be reported and analyzed separately.

In 1975, Congress passed PL 94=63 which introduced a variety of new grant
mechanism§ for funding CMHCs and raised the number of services required of
CMHCs from 5 to 12. 1t was the Inpatient Affiliated CMHCs which took
advantage of these grant mechanisms and their cohort data reveal an increase
in averape Federal dollars in 1976 as compared to 1971, while average Federal
dollars per center for Inpatient Provider CMHCs showed the decline anticipated
from the declining formula applied to Federal support. In other words,
Inpatient Provider CMHCs moved toward independence of Federal support and
toward financlal viahility more readily than did Inpatient Affiliated CMICs,

The growth patterns differentiating Inpatient Provider and Inpatient
Affiliated CMHCs were the same for total revenues and services, as measured by
both additions and episodes of care. That 1s, thére is a consistent
increasing trend hetween 1971 -1980 tor Inpatient Provider CMHCs and an up—and
down=trend for the lnpatient Affillated CMHCs during this period. In addition,
Tnompson and Bass (in press) found the same differentiating pattern anplied as
well to trends to staffinge. This parallel is consistent with the common sense
assumption that revemues, services, and staff size are related, and therefore
aives us more confidence in the results,

The gereral similarity in trends for the cohort and cross-sectional data
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indicates that the difference hetween CMIC structﬁral types 18 not an artifact
of the disproportionate inctease in numbers of Inpatient Affiliated -CMHCs in
1980,

If we interpret the relative decrease in services by Inpatient Affiliasted
CMHCs from 1976 to 1980 to reflect difficulty in obtaining funding, we might
ask what types of clientele bear the hrunt of service limitaticns. The above
analysis suggests that while over the whoie program there is a reduction in
direct patient services, these services are not being cut disproportionately
for particular tvpes of clients. Similarlv, while there appear to be overall
trends toward decreasing proportions of additions~under 25 years of age and
Increases in the proportion of additions diammosed as having an alcohol
disorder, there do not appear to be strons, consistent trends for the
distribution of client demographic and diarnostic characteristics to be
affected hv the differential prowth of Inpatient Provider and Inpatient
Affiliated CMlCs,

The fact that the trend in direct client services is not also evident in
indirect services {8 not surprisinae, Those services differ greatly from
direct services in {deological underpinning« (Robin and Vagenfeld, 1982), in
methods of funding and in size. The difference 1s evident in their opposite
rrowth patterns. As direct services generallv grew (except for Inpatient
Affiliated CMHCs from 1976 to 1980), C&E fell. This contrast occurred for the
cobarts as well as the cross=sectional comparisons. This drop ia C&F e.-rvice
hae been observed by others (Uov ot al., 19715 Jerrell and Larsen, 1983). The
areater decrease by Inpatient Frovider CYHUs mav reflect their decreased
reliance on Federal funds, @hich were the main support for C&F, since fees for
this service were hard to ohtatin,

The findiner of majer difterences in funding, caseload, and service
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statistics for CMHCs differing with respect to structural characteristics has
profound methodological implications relating to the analysis and evaluation
of the CMHC Programe The CMHC Program has been criticized for its limitations
both as an agent of social reform (e.g.,, Chu and Trotter, 1974) and as an
exemplar of higher quality service (Langsley, 1980; Mollica, 1983); it has

r———

also been criticized for its great breadth and lack of focus (Buchanan and

Wholey, 1972). Research on complex phenomena or concepts seems often to move
forward by focusing on homogeneous, specifiable and therefore replicable
subgroups. This approach is heing used to bhetter understand a particular

mental health problem in the NIMH supported collaborative studies of

depression (Waskow, 1982), Similar focus should he applied to the study of

R AR O e B R SN Y

service programs. The heterogeneity of the CMHC Program, where the major
common element was Federal funding in a Federally nromoted, locally-
responsive, flexible program, thwarts meaningful description and
understanding. The findings of the present paper suggest a hasis for
increasing the homogeneity of the units studied in evaluation of the CMHC
“rogrram, namelv CMHCS of particular organizational structures. For example,
past evaluations of the CMHC program (Williams, and Light, 1982) might be re—
examined to see whether control for CMHC structure alters the findings.

The present results mav also have action 1@pIications. This study
examined services in the 1970's when the major pressures on CMHCs stemmed from
their federal funding status, Since the 1970's, the CMHC Program as a viole
has been shifted to State control, and manv States have experienced economic
adversitv, Thus, problems in adequately supporting services are likely to
persist in the 1940s, and planning and administrative oversight responsibilite
<111 fall larpely on States and communities.

The finding that reductions in service are more likelv in Inpatient
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Affiliated CMHCs suggests that State and county managers of mental health
service programs need to give these CMHCs special attention to ensure that
they continue serving their communities. Another implication might be that
since Inpatient Affiliated CMHCs appear to be less successful than the
Inpatient Provider CMHCs, planning for new centers or for the redesign of old
centers might give pfiority to an Inpatient Provider structure. This was not
the trend of the CMHC Program in 1980, since a disproportionately high number
of the new CMHCs that year were Inpatient Affiliated. How easy 1t is for a
CMHC to change 1its structur# is not clear. While some CMHCs have changed

their structure, the frequency of such change, the reasons behind it and the

impacts on services have not yet been studied, Since a large part of the

impetus for affiliation among service=providing facilities in the CMHC Program

vas tn meot Federal CMI'G Prograr reauirements for comprehensiveness, the
future of orpanizations composed of formally hut loosely affiliated parts is
in douhy,

How far the present findings peneralize to other tvpes of service
factlities is not clear., If these findings about the importance of
orzanizational structure apply to the tvnes of organizations that were
rantees, usually hospitals for Inpatient Provider CMHCs and outpatient
clinics for Inpatient Affiliated CMHCs, nne might‘expect similar differences
in the relative growth of these two major tvpes of service facilities.

errell and Larsen (1983) nave identi:ied a number of recent chang 4 in a
e ar CMECSs, and we suspect thit other research on the impact of Block
“racts, deinstitutionalization or reinstitutionalization, various forms of
corpetition in service deliverv, cos: contalnment strategies, and other
"onical police {ssues will also exarine trends in CMCs and thelir

oranicitional structures  The present study suggests that it will be useful
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to analyze such data according to the structural models identified here,

A second type of action implication of the present study is to prompt
more detailed study of why the organizational structure of CMICs is important
for their growth and/or survival. The specific policies that CMHCs adopt, the
consequences of these policies, and the factors that lead to policy choice

should be studied to link CMHC structure with commmity service growth or

decline.
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APPENDIX A

i Inpatient and residential episodes were calculated as the number of additions
e - ~to each service plus the average daily census for the yesr for the respective
g service. Partial care epiiodes was defined as number of additions to partial ¥
care plus the number of partial ceve sessions divided by 261, the number of i
week days in a year. Outpatient episodes for grantees were calculated as

T discontinuations from outpatient care during the year plus the number on the i
rolls at the end of the year., Outpatient episodes for affiliates had to be -
estimated from data on additions to outpatient care in affiliates. Under the
agssumption that the ratio of additions to episodes in the affiliates is the
same as in the grantees in a given type of CMHC, episodes were calculated from

the ratio of additions to episodes by the grantees of all CMHCs in the group
being examined,

i~
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' Table 1
- Percent distribution of CMHCs* by organizational structure, 1969-1981

Year -
T Y T S T

Organizational Type of CMHC 1969°* 1971** 1974%* 977 197g+* 1581

* mm'm_-_—'w_w_“_—__

CMHCs — Al Types ....vovvvvnnnns 100% 100% 100% 100% 100% 100%
Inpatient Affiliated .............. 61% 62% 61% 64% 67% 70%
Inpatient Provider

Genaral hospital based ......... 17 17 20 18 17 15
Freestanding ................ 10 13 14 13 14 13
State/county psychiatric

hospital based” ............. 7 4 3 3 1 1
Private psychiatric *

hospital based ............. 5 4 2 2 1 1

"uxcludes Puerto Rico, Guam and Virgin Islands.

**Data on organizational models were not collected for 1969-1974. Information for these years is based on 1977 reports by centers in operation in 1969,
1971 and 1974, respectively.

***There was no survey of all centers in 1978 information for 1978 is based on 1981 reports by centers in operation in 1978,
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Teble 2
Average revenue per center, by source of revenue, for Inpatient Provider and y

Inpatient Affiliated federally funded community mental health centers,
United States 1971, 1976 and 1980

' Inpatient Provider CMHCs Inpatient Affiliates CMHCs
 Sources of revenues 1971 1976 1980 1971 1976 1980
' (N=57) (N=137) (N=135) (N=134) (N=298) (N=391)
: Average revenue per CMHC in $000's
Total revenue from all sources .. .. 1,240 1,960 3,116 866 1,440 1,744
Total Government Funds 902 1,165 1,826 666 1.035 1,270
Federal Government ,........ 460 488 533 304 437 417
State government .......... 280 479 1,056 290 465 606
Local and other government! . . . 163 198 237 12 134 187
Total revemie from services ...... 294 731 1,251 167 356 451
Patientfees .............. 64 83 139 54 b4 63
Insurance .......... L 102 243 404 5C 57 40
Medicare ............ ... 20 17 172 16 19 12
Medicaid ..........cvvn. 85 248 372 35 122 147
Other? 23 17 164 13 104 185
Other revenue® ........0ovvuss a4 64 39 32 49 28

'Funds classified as “oth 'r government” are those which, for lack of sufficient informat: .n, cannat be classitied in one of the other categories
of government funds. These have been combined with revenues from local government.

This category of other revenues from services contains reimbursements under Title XX: revenues from consultation and education and public
information and education; and from service contracts with .chools, courts, businesses, etc.

"Other revenues are comprised of philanthropy, fund-raising activities, sales, etc.
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Table 3
Average amount and percent distribution of consultation and education by

CMHCs in a sample month, by type of recipient, CMHC organizational type, and year*

DY S

mm——-__———_

o CMHC Organizational Type
inpatient Provider " Inpatient Affiliated
CMHC CMHC
O~ U S SRS
1972 1977 1231 1972 1977 1981

Averagf; B-&E- staﬂ-hours

per CMHC permonth ........... 705 465 36 832 487 363
No. of CMHCs reporting ........... n 146 158 148 299 LX)
C&E Recipient Percent Distribution
Total ..vvveiiiiiirirniianin 100% 100% 100% 100% 100% 100%
Law enlorcement ....... Veveorenas 6 8 9 1 9 8
Mental health organizations ......... 9 7 8 1 6 9 .
Other health organizations 12 8 " 1 8 10
Schools .......ccovveivvennnnn 26 25 27 36 34 24
General Public . ........cc0vvnnn 9 16 19 9 12 24
Other .....cvvvieivievnnennnnns 38 36 26 30 K]| 25

W

*C&E data and direct service data are reported for ditferent years. The Inventory requests C & E data to be collected prospectively for one month and
direct service data to be reported for the previous year.
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Average revenues per CMIHC in $O00's
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Figure 1

Averege revenues from services in constant dollars (base year = 1971 ), by
CMHC organizational type, cross-sectional view, 1971-1980.
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Average revenues per CMHC in $000's

Figure 2

Average revenues per CMHC in constant dollars (base year = 1971),
organizational type, cross-sectional view, 1971-1980.
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Figure 3 _;.-3
Average revenues per center in constant dollars, (base year = 1971 ),
for 2 cohorts of CMHCs differing by organizational type, 1971-1980. :
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Average revenues per CMHC in $000s

Figure 4

Average revenues from services in constant dollars, (base year = 1971 ),
for 2 cohorts of CMHCs differing by organizational type, 1971-1980.
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Figure 5
Average number of additions per CMHC, by
organizational type and year.
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Figure 6 |
Average number of additions per CMHC, by

organizational type, year, and client diagnosis. ;
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Figure 7

Average number of additions per CMHC, by organizational type,
year, and client ethnicity: cross-sectional data.
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Figure 8
Average number of additions per CMHC, by organizational type,

year, and client ethnicity: cohort data.
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Figure 9
Average episodes per CMHC. by organizational type,
year, and type of service.
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