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The Purpose of this study… 
 
…is to show the enormous power of the federal government to influence social 
movements.  This is demonstrated by the extraordinary skillful use of information by 
senior officials in the National Institute of Mental Health and the Department of Health, 
Education and Welfare regarding the potential in the 1960s of new medications and 
community mental health centers.  They sold the idea that through the combination of 
medications and community mental health centers, adequate care would be available for 
virtually all mentally ill persons although there was not clear evidence to support that 
view. 
 
The study reveals defects in federal and state government action related to services for 
people with serious mental illness along with government flaws concerning financing the 
community mental health centers, and inadequate planning and evaluation of the centers 
program.  The paper deals with those issues in some detail. 
 
But the study also covers the mental health movement’s important achievements.  As one 
interviewee for the case study commented, “The community mental health movement is a 
plus in my opinion.  I do think, however, that after the AIDS epidemic, the biggest public 
health problem we have in this country is the individuals who are mentally ill in jail and 
on the streets.  That is, in part, maybe in large part, a side effect of the progress we’ve 
made.  But if we had stayed in the culture and mode of the 30s, 40s, and 50s, we would 
have 2000 mental hospitals in this country with two million beds.  That would have been 
unconscionable.”  (Page 26) 
 
Another interviewee commented, “The community care movement was probably the 
most important and dramatic thing that occurred in the history of treatment of mental 
illness.  So for all of the problems associated with it, we shouldn’t lose sight of how 
much the shake up, with all its attendant manifestations, really meant to the place we are 
today … still not good, but so much better than what had existed before.”  (Page 27) 
 
Most social movements don’t achieve all of their initial goals and the mental health 
movement was no exception.  Even with its flaws, however, it accomplished major social 
change in the mental health arena, while leaving important unfinished business. 
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How to Use This Case Study  
 
There are many possible ways to use this case study including for research, in the 
classroom, and in an open forum.  Following is beginning but not definitive 
guidance on how the case study might be used in the classroom between and among 
students and teachers. 
 
There are at least four and probably more possible goals for teachers of this case study. 
 

1. Educate students about this episode in American history. 
2. Provide insight as to how a social movement began as well as progressed and 

digressed. 
3. Provide first hand impressions about the successes and failures of the federal 

government, hospitals and nonprofit advocacy organizations to improve care for 
persons with mental illness. 

4. Help anyone who is interested in government, public policy formation, politics, 
social movements, nonprofit advocacy, health care and social work to come to 
better understand this critical period in the history of mental illness, 
homelessness, and the great society. 

 
One possible way for teachers to integrate this case study into their syllabus is to assign 
the case as a reading assignment.  Then with approximately 30-90 minutes a teacher may 
use the Key Questions and Answers given at the end of the study, to facilitate discussion 
and learning among students.  Courses with less available time might want to use the 
questions in order.  Courses with a little more time might want to consider dividing up 
the class into several groups to study and discuss the role of the following groups 
involved in or affected by the movement:  the National Institute of Mental Health, 
nonprofit mental health advocacy groups, mental hospitals, community mental health 
centers, and persons with mental illness. The next step would be to attempt to address, in 
a hypothetical situation, some of the same real life issues faced by the people interviewed 
in the case study.  
 
 For assistance, please contact the author at absmucker@cox.net.   
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THE COMMUNITY MENTAL HEALTH MOVEMENT FROM 1960 TO 1980 
A CASE STUDY    March 2007 
 
Introduction 
 
The movement to develop community based care to treat mental illness started in the late 
1950’s and had its heyday during the 1960’s and 70’s. The movement grew, in substantial 
part, out of deplorable conditions in state mental hospitals in the first half of the 20th 
century and the large number of young men rejected for military service during World 
War ll because of mental disability.  To address these problems, in 1955, President 
Eisenhower appointed a blue ribbon panel, the Joint Commission on Mental Illness and 
Health, which issued its report, Action for Mental Health, on December 31, 1960. 
 
The following case study examines two key recommendations of the Joint Commission 
Report including: 1) Intensive Treatment of Acutely Mentally Ill Patients to deal with 
what the Report called the core problem and unfinished business of the mental health 
movement and; 2) The development of Community Mental Health Clinics which they 
viewed as the main line of defense in reducing the need of persons with major mental 
illness for prolonged or repeated mental illness. 
 
The case study, which is in three parts, reviews the twenty year period of 1960 to 1980.  
Part One describes how key leadership of the mental health movement addressed issues 
dealing with the inadequacies of the state mental hospital system. Part Two covers the 
development of community mental health center legislation and its relationship to the 
treatment of major mental illness. Part Three examines the effectiveness of core 
components of the community mental health movement. 
 
Part One 
 
The mental health movement was one of a number of social movements that originated 
during the 1960s and 70s including civil rights, the women’s movement and the anti-
poverty effort. Initially, the mental health movement was among the most influential of 
those initiatives but it did not have the same staying power as, for example, the civil 
rights or the women’s movement. The impetus for the mental health movement came 
from a number of sources including citizen groups and professional organizations but the 
federal government had the key role in the development and maturation of the movement 
including moving the Community Mental Health Center legislation through Congress. 
This study focuses on the role of the federal government. 
 
The Joint Commission on Mental Illness and Health report Action for Mental Health, 
published in 1960, called major mental illness, at that time meaning people in state 
mental hospitals, the core problem and unfinished business of the mental health 
movement. In response, federal government leaders focused their attention on the 
creation and staffing of community mental health centers. The first part of this review 
examines that action, based on interviews1 with the key players who achieved this 
                                                 
1 Interviewees are listed on page 36. 
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extraordinary undertaking, in which we asked them to recall their objectives and 
motivations at the time, as well as to reflect with hindsight on the impact of the 
community mental health center (CMHC) program.  
 
The paper also reviews other key aspects of the mental health movement including: 
deinstitutionalization of seriously, chronically mentally ill persons, issues related to how 
the Community Mental Health Centers program was financed, planning and evaluation of 
the program while it was in process, the overall successes and failures of the initiative 
and, the issues of current mental health policy that stem from the actions of these early 
reformers in creating CMHCs.  
 
The paper includes quotations from fifteen interviews with people most of whom were 
involved in the mental health movement either in government or the private sector during 
the 60’s and 70’s. Occasionally, they present conflicting views regarding past events and 
possible future directions. 
 
Background 
 
 In his 1948 book Shame of the States, Albert Deutsch described, in the caption of a 
picture, conditions on a ward at Byberry, a state mental hospital in north Philadelphia, as 
follows: “The male incontinent ward was like a scene out of Dante’s Inferno. Three 
hundred nude men stood, squatted and sprawled in this bare room, amid shrieks, groans, 
and unearthly laughter. These represented the most deteriorated patients. Winter or 
summer, these creatures never were given any clothing at all. Some lay about on the bare 
floor in their own excreta. The filth-covered walls were rotting away. Could a truly 
civilized community permit humans to be reduced to such animal- like level?”1 
 
In another picture caption Deutsch described the following: “Four hundred patients were 
herded into this barn- like dayroom intended only for 80. There were only a few benches; 
most of the men had to stand all day or sit on the floor. There was no supervised 
recreation, no occupational therapy. Men of all grades of mental disorder, many of them 
disturbed or violent, were thrown together indiscriminately. I saw many black eyes and 
bruises inflicted either by some patients or brutal attendants. Only two attendants were on 
the ward; at least ten were needed. The hogs in a near-by pigpen were far better fed, in far 
greater comfort, than these human beings.” 2 

 
Dr. Carmela de Rivas came to Norristown State Hospital (Pennsylvania) as a first year 
resident in 1949 and was put in charge of two ward buildings for a total of 400 women 
patients. One ward was for mentally retarded regressed, chronically psychotic women 
some of whom were incontinent. Hospital resources were very scarce and absolutely 
insufficient to meet the needs and care of patients and this included clothing. 
 
Dr. de Rivas said that as a rule the patients were bathed in the morning and each patient 
put a dress on which would last for the day. This arrangement created a problem for the 
                                                 
1 Albert Deutsch, Shame of the States (New York: Harcourt, Bruce & Company, 1948), p. 53. 
2  Ibid. p.54. 
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incontinent patients on weekends when families were allowed to visit in the afternoon. 
There were not enough dresses to change should the patient soil herself, therefore on 
weekends the incontinent patients were not dressed immediately after bathing, but would 
remain undressed until close to visiting hours. It took some time until this problem could 
be partially corrected. ( Dr. de Rivas later became Superintendent of Norristown State 
Hospital) (Interview e) 
 
It was conditions like these that led crusaders such as Mike Gorman, journalist turned 
lobbyist and Dr. Bertram Brown, (named Director of the National Institute of Mental 
Health in 1970) to call in the 1960’s for “breaking the back” of the state mental hospital 
system. But by that time, action had already begun at the federal level to find a means of 
addressing the outrageously inadequate conditions under which too many of the 535,540 
patients in state mental hospitals lived, in 1960. This is the story, in brief, of the initiative 
to address these problems through the development of the community mental health 
movement and related public policy decisions, principally from 1960 to 1980.  
 
Action for Mental Health 

 
In 1955, President Eisenhower appointed a blue ribbon committee to study and make 
recommendations for combating mental illness in America. On December 31, 1960, that 
committee, the Joint Commission on Mental Illness and Health submitted to Congress 
Action for Mental Health, the final report of the Commission. (See page 32 for a list of 
the Participating Agencies of the Joint Commission.) The five year study involved 
experts from thirty-six professional and citizen organizations that made up the 
Commission and the report included recommendations related to manpower, facilities 
and costs. Among the Commission’s recommendations in Action for Mental Health are 
two that, looking back, stand out. First, and perhaps most important, was the 
recommendation on major mental illness. Second was the call for establishing community 
mental health clinics. Following are brief excerpts from that report: 
 

1) Intensive Treatment of Acutely Ill Mental Patients: A national mental 
health program should recognize that major mental illness is the core 
problem and unfinished business of the mental health movement, and that 
the intensive treatment of patients with critical and prolonged mental 
breakdowns should have first call on fully trained members of the mental 
health professions.1 
 
2) Community Mental Health Clinics: Community mental health clinics 
serving both children and adults, operated as outpatient departments of 
general or mental hospitals, as part of state or regional systems for mental 
health care, or as independent agencies, are a main line of defense in 
reducing the need of many persons with major mental illness for 
prolonged or repeated mental illness.2 
 

                                                 
1 Action for Mental Health, (New York, Basic Books, Inc, 1961), p.xiv.  
2 Ibid., p.xiv. 
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The focus of much of the federal leadership from 1960 to 1980 was on the second 
recommendation which called for the development of community mental health clinics. 
The first recommendation, to deal with the core problem of major mental illness, 
graphically described in the book excerpts above, received significantly less attention. It 
appears beyond any reasonable doubt that the Joint Commission considered the hundreds 
of thousands of patients in state mental hospitals as representing the core problem of 
major mental illness, and the Commission recommended that Veterans Administration 
mental hospitals, which were noted at that time for the high quality of their service, be 
used as fiscal models of what can be done in the operation of public mental hospitals (See 
page 11). However, federal government action focused on community mental health 
clinics as the vehicle for treating virtually all mental illness, including major mental 
illness, and did not take up the recommendation for funding state mental hospital care 
that would emulate Veterans Administration hospitals.  Following is information 
regarding the rationale on which public policy decisions were made during that twenty 
year period, the results of which remain with us today. 
 

Key Early Leadership Affecting Community Mental Health Centers (CMHCs) Initiatives 
and Major Mental Illness 
 
The national leader most central to placing top priority on CMHCs and advocating the 
demise of state mental hospitals , therefore perhaps inadvertently de-emphasizing major 
mental illness, was Dr. Robert Felix, Director of the National Institute of Mental Health 
from 1946 to 1964.  
 

“One of the shrewdest and most effective bureaucrats of his generation, Felix 
wanted to change radically existing priorities that had created an entrenched 
tradition of institutional care. His goal was to employ the prestige and resources 
of the national government to redirect mental health priorities. 
 
“Briefly put, Felix redefined mental health disorders in public health terms. He 
hoped to oversee the creation of a new system of outpatient community clinics 
that would provide both preventive and therapeutic services for the mentally ill. 
His aim was to wean the nation away from its reliance on mental hospitals and 
replace them ultimately with a network of community institutions that would 
serve the entire United States.”1   

  
Dr. Felix, in his remarks regarding the prestigious President’s Interagency Committee on 
Mental Health, formed by President Kennedy in 1962, said, “It was just a logical division 
of labor among a group of people who really had the basics of everything [but most of all 
who shared] a concern for the problems of the human estate….We just gave a damn 
about people.”2 
 

                                                 
1 Gerald N. Grod, “Government and Mental Health Policy: A Structural Analysis,” What Price Mental 
Health (Georgetown University Press, 1995) p. 53. 
2 Henry A. Foley, Ph.D. and Steven S. Sharfstein, M.D.,  Madness and Government-Who Cares For the 
Mentally Ill?    (Washington D.C., American Psychiatric Press, Inc.1983) p.142.              
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 The human estate, of course, applies to all people. It applies to those who were to be 
served in community mental health centers, the focus of the interest of Dr. Felix and the 
President’s Interagency Committee on Mental Health. But it also applied to the hundreds 
of thousands of patients in state mental hospitals.  

 
In addition to Felix, Mike Gorman and Bert Brown, mentioned above, other influential 
individuals supporting the community mental health movement included 
philanthropists  Mary Lasker and Florence Mahoney. Lasker and Mahoney contributed 
to key members of Congress and also were major contributors to Gorman who was a 
highly skilled lobbyist and director of The National Committee against Mental Illness. 
Gorman was greatly respected by citizen and professional organizations supporting the 
mental health movement for his personal persuasiveness in the halls of Congress, for 
getting his facts right and doing his homework. He was one of the most influential 
voices outside of government pressing for the enactment of the CMHC legislation.  
 
 

Breaking the Back of the State Mental Hospital 
 
Bert Brown, who became the Director of the National Institute of Mental Health in 1970 
was a key player in the mental health movement throughout the 1960’s and 70’s. In an 
interview with Brown in 2004 he explained the situation regarding state mental hospitals as 
follows:  
 

I think the horrendous conditions in state mental hospitals had much to do 
with the   decision making.  It was a major dynamic but not a simple one.  
The power structure of mental health was the state hospital 
superintendents and the state commissioners who were basically running 
prison institutions, or holding institutions, not treatment institutions.  That 
was the system we had to break in order to have a community mental 
health system. Basically, they fought us all the way. (In order to set up the 
community mental health system, I would say that it was the same mistake 
that Paul Bremer made by discharging the Iraqi army.  By leaving the 
mental health state leadership leaderless, if you follow the analogy I have 
just drawn.) I still don’t know how we could have done it any better.  As 
smart administrator and politician as I was, I can see no other way but to 
break that system in order to develop a community mental health 
movement because  the superintendents and commissioners were against 
it.  
 
There were 750,000 patients in hospitals in 1957, and it started to go down 
when thorazine [an early tranquilizing drug] came in. It was going down 
by 1963 to 480,000 when the Kennedy message, which I wrote, came out.  
The population was going down. So when I say it was a not a mistake to 
break the system, it is also true that we didn’t understand that the budget 
directors of the states would see this as a chance to decrease their budgets.  
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So that was a straight budgetary decision to dump the patients out into the 
field. So the hospitals were being emptied by state budgetary decisions.   
 
Even if you know your approach wasn’t going to work, I’m not sure we 
could have done it differently.  Was there any way of not breaking the 
system to have community mental heath?  For me, remember I was the 
one who wrote the President’s mental health message.  I was also the 
mental retardation person for Eunice Shriver so I worked both sides.  I was 
the one who put together the message and I can’t tell you how complex it 
was.  I was only 30 years old.  I couldn’t do it now.  I will never forget 
when a senior White House staff person called me and asked what the 
percentage is of mentally retarded in this country.  I said 3% and that 
became the official line.  That’s how those statistics came out.  That’s the 
way we wrote the President’s message.  The point is that it wasn’t known 
how to do it better.  Was there any way of not breaking the system and at 
the same time transforming the system?  Was there any way of 
transforming the system without having it fall apart and move into chaos.  
I don’t think so.  Is there any way to make the Soviet Union into legal 
form?  I don’t think so.  I don’t think you can change autocratic power 
structure easily. It takes a lot of work and patience. (Interview c) 

 
Another person central to the leadership in the 1960’s and 1970’s was Jonas Morris, 
Executive Director of the National Council of Community Mental Health Centers. He, 
like many others working in the community mental health movement, was no fan of state 
mental hospitals. He said:  
 

I think the culture of the 1960’s helped stimulate thinking that the 
treatment provided in state mental hospitals was not what we wanted. 
Hospitals were very costly, very labor intensive and provided minimal 
treatment and mostly were places to house mentally ill patients who folks 
believed could not be treated successfully in communities. Add to that the 
fact that thorazine was beginning to show promise. People were saying we 
don’t need so many hospitals; let’s do something different. That’s when 
the community mental health centers program developed. For 
organizations such as The National Association of State Mental Health 
Program Directors there was some ambivalence about this. However, they 
were enlightened individuals. We didn’t think through very carefully how 
we approached closing down state hospitals and there was opposition from 
communities about closing down one of their major employers. 
 
Looking back on my own awareness of this, we didn’t like state mental 
hospitals and wanted to get rid of them. This was a chance to take on and 
hopefully defeat the establishment. The thought was that we didn’t need to 
spend all that money to care for these folks because with thorazine, and 
better treatment modalities, they could be treated in community facilities. 
That’s another thing we didn’t think through clearly because communities 
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have to be educated to accept former patients, just as they have to be 
educated to except ex-prisoners.  (interview i ) 
 

Bypassing the States 
 
The idea of bypassing the states in the development of community mental health 
centers was championed by federal leaders like Felix, Brown, Gorman and others. It 
also had at least the tacit support of citizen organizations such as the National Mental 
Health Association. 
 
            Bert Brown: 
 
           [On the impact of the initiative to break the back of state mental hospitals]...I 

want to make sure that I don’t run away from your question. We do agree that 
breaking the back of state mental hospitals led to throwing people out into the 
streets. So that some of the one-third to sixty percent of people on the streets 
are mentally ill. Then the community mental health centers sort of disappeared 
in the mid-80’s and these people were no longer taken care of. (interview c). 

 
Another leader concerned about bypassing the states was Harry Schnibbe, the 
Executive Director of the National Association of State Mental Health Association 
Directors, the organization that represented the State Mental Health Commissioners. 
Schnibbe said, “The thing we got hung up on in the battle with Yolles [Dr. Stanley 
Yolles, Deputy Director of NIMH] was the federal [staffing grant] funding of centers, 
which bypassed the state capitals.”1 Schnibbe, however, was generally supportive of 
the community mental health care concept. 
 
 The issue of bypassing the states also concerned Max Silverstein, Executive Director 
of the citizen organization Pennsylvania Mental Health Inc.  He had early and grave 
misgivings about how bypassing state government would affect the delivery of mental 
health services to seriously mentally ill people in Pennsylvania. Silverstein provided 
professional staff leadership to what was viewed as one of the top state Mental Health 
Associations in the country and he pointed out that his own long experience dealing 
with state government supported the view that state government can do it right, if 
provided the tools. At the time the CMHC concept was being advanced, he thought it 
was a huge mistake to put the responsibility for the seriously mentally ill on the 
community through CMHCs rather than with state government which had the financial 
resources and the potential for delivering good services in the community and through 
small state mental hospitals. Silverstein said, 

 
You don’t want to be considered a reactionary, putting pinholes in 
progressive action but it was a mistake not to. People are in pain and 
suffering. People are still vulnerable and the system has holes. You can’t 
be opposed to government providing services. You can’t put that 

                                                 
1 Franklin D. Chu and Charland Trotter, The Madness Establishment  (New York: Grossman Publishers, 
1974) p. 19. 
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responsibility off on the community. If you had a suitable smaller hospital  
at Byberry (a state mental hospital in Northeast Philadelphia) it would 
have helped greatly to keep people out of jails and off the streets. It would, 
most importantly, have been a place where families, judges, police officers 
and other key people would know that people could have been taken care 
of properly. Size does matter and in most cases you can do a better job in a 
smaller facility. The poor had Byberry and no other choice. Closing 
Byberry before setting up proper places in its stead left the poor mentally 
ill in limbo. [Byberry was closed in June of 1990] (Interview m) 

 
Part Two 
 
Community Mental Health Center Legislation and Major Mental Illness 
 
By 1961, the road appeared clear for the development of Community Mental 
Health Centers (CMHC’s). The Joint Commission on Mental Illness and Health 
had called for fully staffed, full time mental health clinics, (later called Community 
Mental Health Centers) to be available to each population of 50,000---or 
approximately 3,000 to cover the nation. The Commission Report continued that 
such clinics, …“are a main line defense in reducing the need of many people with 
major mental illness for prolonged or repeated hospitalizations.” 1  
 
Further, the Commission called for, “Expenditures for public mental patient 
services should be doubled in the next five years and tripled in the next ten.”2 It 
also recommended that the states and federal government… “work toward a time 
when a share of the cost of state and local mental patient services will be borne by 
the federal government, over and above the present and future program of federal 
grants for research and training.”3 
 
The Joint Commission went on to recommend that, “…the federal government, on 
the one side, and state and local governments, on the other side, should share in the 
cost of services to the mentally ill...[and] the total federal share would be arrived at 
in a series of graduated steps over a period of years, the share being determined 
each year on the basis of state funds spent in a previous year.” 4 
 

On the issue of dealing with major mental illness which the Joint Commission called the 
core problem and unfinished business of the mental health movement, the Commission  
stated that only by tripling expenditures in the next ten years “can typical State hospitals 
be made in fact what they are now in name only---hospitals for mental patients.”5 
 

                                                 
1 Action for Mental Health, (Basic Books Inc. Publishers, New York, 1961) p.xiv.  
2 Ibid.p. xx. 
3 Ibid p.xx. 
4 Ibid. p.xxi.   
5 Ibid. p.xx.  
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For convenience, the Veterans Administration mental hospitals can be taken as 
fiscal models of what can be done in the operation of public mental hospitals. Congress 
and the National Institute of Mental Health, with the assistance of the intervening 
administrative branches of government, should develop a Federal subsidy program that 
will encourage the States and local governments to emulate the example set by the VA 
mental hospitals. 1( Italics from original document.) 
 
The recommendation for a Federal subsidy program for public mental hospitals 
emulating VA mental hospitals was not accepted by top Health, Education and Welfare 
(HEW) officials who, “decided that a large scale federal program directly supporting 
hospital care of mental patients would violate what they considered to be the intent of 
Congress in 1946 [when it passed the National Mental Health Act] that is, not to fund 
care of state hospital patients (NIMH Task Force 1962). They also considered the 
proposal too expens ive. On the other hand, the recommendation of mental health clinics 
in local communities was thought to be on the right track. 2 
 
In fact, the 1946 National Mental Health Act did provide aid to the states for the 
prevention, diagnosis and treatment of mental disorders through grants so it seems 
very likely that a case could have been made for federal funding of the care of 
state mental hospital patients if the HEW officials had been inclined to do so. 
 
NIMH staff started developing documents that selectively followed the Joint 
Commission’s recommendations, but omitted  recommendations for state mental 
hospitals. …“they developed the position that the proper goal for any publicly 
supported program of this nature should be the improvement of the mental health 
of the people in the country through a balanced continuum of services….”3   They 
thought that…“emphasis on the rehabilitative aspects of mental illness, which was 
a primary theme of the Commission’s recommendations, was improper because it 
would unbalance the services continuum.”4 (However, later when CMHCs 
became operational, some did provide rehabilitation services, or were connected 
with programs that provided those services) 
 

While the importance of rehabilitation of mentally ill persons was not included in 
the recommendations from NIMH staff it did receive prominent notice in the 
Democratic Platform in 1960. Through the efforts of Mike Gorman, the following 
statement was included in the Platform: “Mental patients fill more than half the 
hospital beds in the country today. We will provide greatly increased Federal 
support for psychiatric research and training, and community mental health 
programs to help bring back thousands of our hospitalized mentally ill to full and 
useful lives in the community.”5. 

                                                 
1 Action for Mental Health, (Basic books Inc., Publishers, New York, 1961) p.xx. 
2 Henry A. Foley, Ph.D. and Steven S. Sharfstein, M.D., Madness and Government-Who Care for the 
Mentally ill? (Washington D. C. American Psychiatric Press Inc., 1983) p.43. 
3 Ibid. p.43. 
4 Ibid. p.43. 
5 Ibid. p.44. 



 

 14 

 
The clear message was that if you fund community mental health centers you will 
help those people suffering from major mental illness. But there was no initiative 
to include the rehabilitative services that would be needed to serve those affected 
by major mental illness, in the mental health centers proposal being formulated by 
NIMH. In part, this was due to a view held at that time that community treatment 
would obviate the need for long term hospitalization: 
 

Bert Brown: There was an overly hopeful perception that mental 
illness was preventable by early treatment…. The National Mental 
Health Association and others promoted that point of view. They had 
less interest in taking care of the seriously mentally ill than on 
focusing on early treatment and what have you that would prevent it. 
(interview c) 

 
Brown also said, “I think the horrendous conditions in state mental hospitals had 
much to do with the decision making.” 

 
Also affecting these decisions was a basic lack of appreciation for what would be 
needed to help people exiting the state hospital. 
 
As Brian O’Connell, Executive Director of the National Mental Health 
Association said, “There wasn’t an understanding of the ultimate needs that 
people leaving state hospitals would have, such as job training, hous ing, many 
forms of subsistence and continued counseling.”  (Interview j) 
 
The CMHC Act 
 
President Kennedy took office in January of 1961 and shortly thereafter read 
Action for Mental Health. Subsequently, he appointed a powerful, top flight 
committee, the President’s Interagency Committee on Mental Health, to guide the 
Administration’s response. The committee was chaired by the Secretary of HEW, 
included the Secretary of Labor and the Administrator of Veterans Affairs. Top 
administrators were also appointed from the Labor Department, Bureau of the 
Budget and the Council of Economic Advisors. 
 
This group of heavyweights on the President’s Committee collaborated with Stan 
Yolles, Deputy Director of NIMH, in the design of the Community Mental Health 
Centers proposal. In April of 1962 the President’s Interagency Committee 
received CMHC recommendations from NIMH. The Institute had concluded that 
the mentally ill could be better served through CMHC’s than from state mental 
hospitals isolated from community life. CMHC’s were to substitute for state 
mental hospitals. 
 
Perhaps most critical during these discussions between NIMH representatives and 
the President’s Interagency Committee was the issue to bypass states completely 
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or give them some assistance. The strategy reached was to reduce substantially 
the states’ authority in favor of shared government support (federal, state, and 
local) for mental health services. While federal funding for CMHC’s would go 
directly to communities, states would receive grants to plan for community 
services. In addition, there would be federal grants to states for demonstration of 
new approaches to community care, upgrading of facilities and similar aids that 
would make the federal CMHC funding to communities more palatable to state 
authorities.  
 
Despite recommendations of the Joint Commission on Mental Illness and Health, 
the Interagency Committee recommended: “that there be an intensive effort to 
affect a radical rebalance, within a generation, of the nation’s public system of 
care such that state mental institutions would be replaced by comprehensive 
community mental health centers.”1 
 
By January of 1963, the Interagency Committee had lined up support from 
reform-minded citizens and philanthropists and they chose Mike Gorman to lead 
the legislative effort on Capitol Hill. Those efforts led to President Kennedy’s 
1963 State of the Union Message where he emphasized that “the new knowledge 
and new drugs developed in recent years made feasible a national mental health 
program to treat the mentally ill in their own communities and return them to a 
useful place in society.”2  President Kennedy had picked up the theme that was 
being used by CMHC backers that medications would permit treatment in the 
community rather than in state mental hospitals.   
 
Echoing the predilection of national leaders to sell the CMHC idea by stating its 
potential impact on state mental hospitals, Senator Lister Hill, speaking on behalf 
of federal funding of CMHC’s said, “…that significantly increased funds over a 
limited period of time would enable the states and local communities to transfer 
the locus of caring for the mentally ill from state mental hospital to local 
community mental health centers.”3  

 

In October of 1963, the CMHC legislation with key leadership from Mike 
Gorman was enacted through efforts that included professional organizations, 
citizen groups, philanthropists and others. The legislation included funding for 
construction of CMHC’s, but not for staffing the centers. The staffing provision 
was defeated through the efforts of the American Medical Association along with 
help from the GOP. 
 
After the death of President Kennedy, President Johnson moved quickly to work 
toward the enactment of legislation that had been started by President Kennedy. 
By December of 1964, mental health leadership that had been strengthened with 

                                                 
1 Henry A. Foley, Ph.D. and Steven S Sharfstein, M.D. Madness and Government-Who Cares for the 
Mentally Ill? (Washington D. C. American Psychiatric Press Inc. 1983) p. 51. 
2 Ibid. p.55. 
3 Ibid..p.58. 
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new members such as the National Association of State Mental Health Program 
Directors and the American Psychological Society, moved to pass the mental 
health centers staffing legislation. The new legislation proposed by NIMH “would 
not leave the states empty handed in terms of money but it would diminish even 
further their control over public mental health care, even as it offered sweeteners 
to the states and territorial mental health authorities.”1 
 
Citizen groups led by the National Association for Mental Health, mounted an 
effective grassroots campaign and professional organizations such as the 
American Medical Association, who had been won over to the cause, joined in the 
call for the enactment of the community mental health center staffing provisions. 
The House and Senate passed the legislation by wide margins and President 
Johnson signed the measure on August 4, 1965 
 
Community Mental Health Centers were mandated to provide five basic services 
including inpatient, outpatient, emergency care, partial hospitalization and 
education/consultation services. Although pre-admission and post-discharge 
services for state mental hospital patients were recommended, they were not 
mandated nor were rehabilitation or case management services. This action led to 
the “failure of most CMHC’s to develop even minimal rehabilitation and aftercare 
services for the mentally ill being discharged or diverted from state mental 
hospitals in ever- increasing numbers after 1963.”2 
 

In effect, the regulations under this legislation were designed to “stimulate 
a radical rebalancing of the mental health care system---specifically to 
catalyze a massive transfer of resources from the old state hospital system 
to a new nationwide community system. As the old system was being 
undone (“deinstitutionalized”), a modest proportion of the CMHC funds 
could be used to support improvement of care for its patients and 
retraining in community techniques for its staff. The great bulk of the 
funds, however, were for the building and staffing the new community 
system. In this way, the generation of social reformers born in the first 
third of the twentieth century, deeply offended by the custodialism of the 
state system, utterly repudiated their predecessors’ belief in the efficacy of 
institutional asylums for care of the mentally ill….They got the chance 
to…to dismantle and eventually shut down the institutional, mostly state 
supported system while they constructed an alternative, (initially) 
federally assisted community system. 3 

 

                                                 
1.Henry A. Foley, Ph.D. and Steven S. Sharfstein, M.D. Madness and Government-Who Cares for the 
Mentally Ill? (Washington D.C., American Psychiatric Press, Inc., 1983) p.73. 
2. Ibid. p.85. 
3. Ibid. p.85. 
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Essentially, NIMH staff succeeded in focusing national efforts on community care 
of mental illness. The limited and targeted funds allocated to the states, however, 
did not support the recommendation of the President’s Joint Commission to 
address major mental illness by improving state mental hospitals. 
 
On a separate track, the federal government also made a key decision on financing 
of state mental hospitals when it created the Medicaid program and specifically 
excluded funding for “institutions for mental diseases.”  This placed the full 
burden of state hospital care on the states. 
 
Impact of the CMHCs 
 
While there was early optimism among CMHC supporters resulting from federal 
funding, it became apparent over time that the CMHC program had been greatly 
oversold as a means of providing additional and more services than they were 
capable of delivering.  
 
According to advocate Preston Garrison, Secretary General and Chief Executive 
Officer, World Federation for Mental Health and former Executive Director of the 
National Mental Health Association, CMHCs “were unprepared and under-
resourced to deal with most of the cases.”  This was, in part, because CMHCs 
“also had the mandate for education and public awareness and everything else.”   
 
States contributed to the problem.  Garrison emphasized that, “The promise was 
broken that the states would have the money follow the patients into the 
community.”  Moreover, “state hospitals were emptied in fairly large numbers, 
while the community programs weren’t in place.” (Interview f).  
 
Other interviewees agreed. Bert Brown said: “We didn’t understand that the 
budget directors of the states would see this as a chance to decrease their 
budgets.”  As David Bernhardt pointed out, “The idea that everything was going 
to be fine was naïve.”  Or as Stephen Sharfstein phrased it, “There was no 
empirical evidence; there was a belief.” 
 
Over time, the CMHC Act was amended to add additional service requirements.  
For example, in 1968 it was mandated that centers provide facilities for alcohol 
and narcotics addiction in addition to the five basic services mandated in 1965. In 
1975, Congress finally addressed the specific needs of seriously mentally ill 
persons by adding seven new services including specialized services for children 
and the elderly, screening services, follow up care and transitional services for the 
chronic patient.  The additional services were required but without significant 
additional federal funding.  
 
These changes help to explain, in part, what became by 1980, a top health 
problem, the discharge from state hospitals into the community of severely and 
chronically ill patients. …“none of these [NIMH] decision-makers anticipated or 
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was willing to address the consequences of passively permitting the 
deinstitutionalization, instead of actively supporting the reformation, of the state 
mental hospital system. The CMHC’s failure vis-a-vis chronic patients in the 
communities put a heavy strain on the viability of NIMH’s hybrid approach to 
issues of mental illness and health.” 1 
 
The Mental Health Systems Act—A Glimmer of Hope for Chronically Disabled Patients 
 
Rosalynn Carter, the President’s wife, had been active in the Mental Health Association 
in Georgia prior to her husband’s election. Her strong interest in mental illness, 
particularly the chronically mentally ill, led to establishing the President’s Commission 
on Mental Health in 1977, to which Mrs. Carter was appointed Honorary Chairperson. 
The one year Commission included special emphasis on underserved populations, 
particularly the chronically ill and disabled. 
 
The Commission reported to President Carter in April of 1978 and the needs of the 
chronically mentally were highlighted in that report. Among the Commission’s 
recommendations was the call for a national plan for the chronically mentally ill which 
included major changes in planning, shelter, and life support services for this population. 
 
Legislation, the Mental Health Systems Act of 1980, was introduced in May of 1979 and 
it included services for the most vulnerable groups, including individuals with chronic 
mental illness. The measure was complex, adding a number of new services and the 
legislation proved contentious but it was enacted on October 7, 1980. The legislation 
called for “special attention” to the needs of the chronically mentally ill. 
 
The Mental Health Systems Act was short lived. President Reagan came to office in 
January 1981 and chose not to implement the Act. He recommended the conversion of 
the entire mental health services program into a block grant and that was accomplished 
on August 13, 1981, when he signed the Omnibus Budget Reconciliation Act of 1981. 
 
Thus ended the federal government involvement in directing the Community Mental 
Health Centers Program. However the Feds did remain a conduit of the federal funds that 
had been previously earmarked for the program. 
 
 
Part Three 
 
An Examination of the Effectiveness of Core Components of the Community Mental 
Health Movement 
 
In looking back at the Community Mental Health Movement from 1960 to 1980, there 
are several questions about the policy making of that era.  Why were the leaders of that 

                                                 
1 Henry A. Foley, Ph.D. and Steven S. Sharfstein, M.D., Madness and Government-Who Cares for the 
Mentally Ill? (Washington D C, American Psychiatric Press, Inc., 1983) p.94. 
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time, both in and out of government, not more aware of the possible consequences of 
their actions?   
 
Key components of the movement that merit examination include issues related to 
community services for people with serious mental illness, financing of the centers’ 
program as well as state hospital services, the importance of sound planning and 
evaluation of the new  program and the attitudes of policy makers toward mental health 
issues. In addition, the successes and failures of this movement have critical lessons for 
those involved in planning and implementing public policies. 
 
 Deinstitutionalization 
 
What led to the discharge from state mental hospitals into the community of many 
patients for whom adequate care was not available? It was no surprise that 
adequate community services were not available for those who had suffered from 
major mental illness, given that key government decision makers, legislators, 
leading lobbyists and citizen groups aggressively supported the mental health 
movement but, whose voices, for the most part, were muted on the need for 
services for the seriously, chronically mentally ill. 
 
Research by Gerald N. Grob pointed to serious flaws in the thinking of those who 
were planning for mental health centers and the role they could play in providing 
care for former state mental hospital patients. He wrote: 

 
Policy making between 1961 and 1963 was marked by paradox and 
ambiguity. Political leaders and mental health professionals (with few 
exceptions) accepted the sweeping claims that a community policy would 
overcome the intrinsic defects of mental hospitals. Yet they rarely 
considered factual information during their deliberations. 
Data collected by NIMH’s own Biometric Branch, for example, raised 
troubling questions. Some data suggested that the criticisms of the so 
called warehousing functions of public hospitals were partly unjustified 
and that any policy had to take into account a diverse patient population 
having a variety of mental disorders with quite different prognoses. More 
importantly, a community program was based on certain expectations: that 
patients would have a home to return to; that a sympathetic family or other 
person would assume responsibility for providing care of the released 
patient; that the organization of the household would not impede 
rehabilitation; and that the patient’s presence would not cause undue 
hardships for other family members. But in 1960, 48% of the mental 
hospital population was unmarried, 12 percent widowed, and 13% either 
divorced or separated. The assumption that patients would be able to 
reside in the community with their families while undergoing 
rehabilitation was hardly supported by these data. The debate over the 
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wisdom and desirability of community care and treatment, in effect, rested 
on unrealistic presumptions.1 
 

Perhaps the most scathing report on decision making related to 
deinstitutionalization came from the research and writing of Henry A. Foley, 
Ph.D. and Steven S. Sharfstein, M.D. in the book Madness and Government-Who 
Cares for the Mentally Ill? In that publication they write: 

 
In no other aspect of the CMHC [Community Mental Health Center] 
program was the oversell more egregious, the rhetoric more exalted than 
in its promised elimination of the need for state hospital services. 
Hospitals would close, it was claimed, and humane care would prevail; 
costs would even be reduced if only the CMHC legis lation would be 
enacted, Exactly how, and how soon, CMHC’s would accomplish this was 
never explicated, but in so exuberant an atmosphere such sober 
considerations were set aside. Although the scientific nature of psychiatry 
was in its formative stage, psychiatrists gave the impression to elected 
officials that cures were the rule, not the exception. As a result, despite 
pleas from some courageous leaders within organized psychiatry, inflated 
expectations went unchallenged and no support developed for review of 
the effectiveness of various old and new therapies. (At the same time a 
very diverse array of psychosocial therapies and growth programs for “the 
worried well” was being aggressively marketed.) In short, CMHC’s were 
oversold as curative organizational units. Neither the legislation nor the 
regulations governing implementation addressed what with hindsight 
appeared to be a most obvious question: where and how would all the 
patients with chronic disability live once diverted or discharged from state 
mental hospitals? This vagueness about objectives and the use of such 
affect- laden words as “community,” “citizen participation” and the like 
permitted the program to be seen as the vehicle for meeting a wide 
assortment of divergent and conflicting needs2 
 

On the other hand, according to many (including some of those cited above who 
have criticized the CMHC program) deinstitutionalization had its successes.  The 
picture is not one-sided.  For example, Steve Sharfstein also said: 
 

I believe the majority of patients who would have been in state mental 
hospitals are much better off today in this model of brief hospitalizations, 
stabilization and moving people into community settings, day programs 
and residential care and so on at various levels…Their ability to make 
choices and have a decent life is very important. 

 

                                                 
1 Gerald N. Grob, What Price Mental Health? Government and Mental Health Policy: A Structural 
Analysis ( Georgetown University Press 1995) p.58.  
2 Henry A. Foley, Ph.D. and Steven S Sharfstein, M.D., Madness and Government-Who Cares for the 
Mentally Ill? (Washington D. C., American Psychiatric Press, Inc., 1983) p.94. 
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And that, “if we had stayed in the culture and mode of the 30’s, 40’s and 
50’s, we would have 2,000 mental hospitals in this country with two 
million beds.  That would have been unconscionable.” (interview l) 
 

Despite the issues he sees with the community mental health movement, life in 
the community for many, Sharfstein emphasizes, has greatly improved, “There is 
an even bigger number of people who have done well.  People go to work, they go 
to school, and they go to whatever.” 
 
Financing Mental Health Services 

 
Fred Justin, one of the preeminent volunteer leaders of the mental health movement in 
Pennsylvania and later nationally, said repeatedly that mental health advocates must be 
absolutely certain to find a way of mandating the shifting to community mental health 
services, including services for those suffering from major mental illness, the dollars 
saved by closing or downsizing state mental hospitals. Citizens involved with the mental 
health movement understood the importance of this issue, but it was not as high on the 
priority list as winning federal funding for centers. Perhaps more important, they didn’t 
have the political savvy to accomplish this objective. Had funds been shifted to the 
community with the downsizing of hospitals, the outcome for those suffering from major 
mental illness might have been very different. 
 
The tragic fact is that state funding of mental health services today (2005) is 30% less, 
when adjusted for inflation, than it was in 1955. That was the period when the horrendous 
conditions existed in state mental hospitals, described in the beginning of this study. It’s 
hardly a mystery why the states have fallen behind the dismal spending in 1955. The 
states were systematically written out of the CMHC program. As described earlier in this 
paper, the power flowed from the federal government dollars controlled by NIMH, 
directly to the communities. States were, in large measure, bypassed. Essentially, few 
were left in the state bureaucracy to argue that funds saved by reducing the size of state 
mental hospitals should go to provide community services to former state hospital 
patients.  CMHCs were, for the most part, private, community controlled organizations 
with little connection to state government. Breaking the back of the state mental hospital 
included breaking the back of the mental health bureaucracy in state government which 
was substantially weakened by the federal to local funding relationship of community 
mental health centers. 
 
So state mental hospitals became smaller as patients were discharged into the community 
and the state funds saved by the process, were, for the most part, spent by the state on 
government needs outside mental health. Jonas Morris, at the time Executive Director of 
the National Council of Community Mental Health Centers, commented recently: 
 

The thought that the money would follow the patient was probably naïve. 
We should have known better but many of us were young and didn’t have 
the experience the older, more seasoned folks had, who should have 
known, for example, that once you change the funding mechanism you 
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won’t necessarily keep the dollars. There really should have been enough 
institutional knowledge in the federal agencies, Congress and private 
agencies to know that much of the money wasn’t going to follow the 
patient into the community. (interview i) 
 

Another well informed observer of the period during which the CMHC initiative was 
developed is  Dr.Robert Glover, current Executive Director of the National Association 
of State Mental Health Program Directors. That organization was actively involved in 
issues affecting state mental hospitals during the development of the CMHC initiative. 
He commented: 
 

You can’t fault the intentions of decision makers who were behind the 
community mental health movement but it is fair to say that they were 
naïve. They no doubt didn’t realize the amount of political will that would 
be required to make the program work. They didn’t realize how changes in 
government administrations could quickly change the direction and 
funding of mental health services. (interview g) 
 

Others who were active in the mental health movement in the 1960’s and 70’s were 
concerned about how services would be funded. David Bernhardt, Executive Director of 
the Mental Health Association of Southeastern Pennsylvania, perhaps the strongest local 
mental health association in the country, said, 
 

There were inadequate financial projections. The fact that state money 
wasn’t going to flow, as suggested, should have been anticipated. One of 
the things that moved state legislatures to get behind the community 
mental health movement…was that it was going to cost less in state 
dollars. There was a lot of wishful thinking going on…what will it cost 
five years from now was not the kind of question that was asked.” 
(interview a) 
 

Preston Garrison, Secretary General and Chief Executive Officer, World Federation for 
Mental Health and former Executive Director of the National Mental Health Association 
said, 

 
 I was in Florida when they started reducing the funding for state hospitals 
and started the depopulation of the hospitals.  It was always the promise 
that money saved in the hospitals was going to go into the community.  
Well, it went into the communities in the form of prisons, roads, and pet 
projects for legislators.  It didn’t go into the community to provide mental 
health care.  If the money that could have been saved by reducing 
Milledgeville State Hospital from 15,000 patients to 5,000 could have all 
gone into community programs in Georgia, those patients could have been 
effectively treated. (interview f) 

 
   Bert Brown, former Director of NIMH said, 
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            The debate regarding the federal government providing some permanent funding 

of CMHC’s was critically important. Yolles said clearly, if you don’t keep the 
federal government in at the 30% level, it will fail. I, on the other hand, 
mistakenly felt that if this was an experiment, if our country wasn’t willing to 
give the mentally ill decent treatment that is what our country really was about. I 
did not think that keeping the 30% continued federal funding subsidy would be 
critically important for the program. It was a strong difference of opinion. When I 
finally became director, I knew there was no hope of getting that level of support 
through because by my second year, they would try to abolish the whole program 
and that was when we had as Democratic Congress. (interview c) 

 
Planning, Research and Evaluation for the CMHC Program. 

 
One of the flaws of the mental health movement in this country was the failure to stop 
and take stock of what was happening as a result of the program. There were voices of 
caution that were raised early in the program about the fact that there was no means of 
judging whether CMHC services would be effective. Looking back over the past century, 
great hopes were often raised about various treatments, only to have them proved to be 
failures, or only partially successful, at best.  
 

“ The community mental health movement,” Herbert Modlin of the Group 
for the Advancement of Psychiatry, told Walter Barton of the American 
Psychiatric Association, “is at present handicapped by over enthusiasm, 
partly because of childishly gullible fascination with the new and rejection 
with the old. We have been through these phases many times before---
remember! In the beginning, two-thirds of schizophrenics were “cured” by 
insulin coma; sixty percent of paranoid schizophrenics were improved by 
convulsive therapy; and similarly rosy results were initially attributed to 
psychoanalysis, lobotomy, tranquilizers and the therapeutic community.”1 
 

  
A number of people interviewed for this paper thought the planning and research for the 
CMHC program was inadequate. Max Silverstein, mentioned above, said,  
 

Those in position to make decisions didn’t have a comprehensive view of 
what a sound mental health plan should include. This view doesn’t support 
the idea that it’s either hospitals or community services, but both. There 
wasn’t a comprehensive plan that provided a full grasp of the problem that 
would in turn permit execution of the comprehensive plan, one piece at a 
time. (interview m) 
 

David Bernhardt, also mentioned above, said,  

                                                 
1 Gerald N. Grob,” From Asylum to Community—Mental Health Policy in Modern America,” (Princeton 
University Press) p. 251.  
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The movement to provide community care was not well informed and did 
not do in-depth research. The idea that everything was going to be fine 
was naïve…that there would be no more warehousing of people…was not 
well founded. (interview a) 

 
One of the most respected leaders in the mental health movement during the 1960’s and 
70’s and later years was Hilda Robbins. She had been President of the National Mental 
Health Association, of Pennsylvania Mental Health Inc., and of the Mental Health 
Association of Southeastern Pa. Her interest in mental health began when she was a 
mental health volunteer at Norristown State Hospital, described on page one, and her 
interest in assuring the development of strong mental health services has been a high 
priority for her since the 1960’s.  
 
In commenting on mental health planning, she said:  
 

The CMHC program could have used much more advance thinking. It 
would have been helpful to have such thinking before going forward. The 
program was first funded by the feds, then states, then communities. None 
of the three had as much advance thinking as was needed. They passed the 
buck to one another. The CMHC demonstration idea is good but would 
probably have taken too long for those impatient to make changes. There 
needed to be more research like that done by the University of 
Pennsylvania on what happens to patients that receive various kinds of 
services. There has been little follow up research. (interview k) 

 
Another active participant in the mental health movement during the 60’s and 70’s was 
Robert Vandivier, who held key staff positions, including research, in the mental health 
association at the state and national levels. More recently, he was executive director of 
the International Association of Psychosocial Rehabilitation Services (now the United 
States Psychiatric Rehabilitation Association). Vandivier had the following comments 
about advance planning for the CMHC program. He said: 
 

The American Psychiatric Association statement regarding the naiveté 
with which the era of deinstitutionalization was ushered in, about what 
would become of those with serious mental disorders, and the reluctance 
of states to allocate funds for community based services, is a statement 
with which we all can agree. Looking back, it seems obvious that there 
were some missing links in the planning related to CMHC’s and 
deinstitutionalization. 
 
There is an interesting parallel about the importance of being adequately 
informed and taking adequate cognizance of the possible consequences of 
major social policy actions when you compare the foregoing discussion 
with the nation’s recent invasion of Iraq. It’s clear that the information 
was out there, well before we invaded, about the likely dreadful 
consequences of such action. Informed voices were speaking about the 
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consequences, including those in academia, government and the scientific 
community. While the two problems are quite different, one would 
wonder if there were not voices out there in the broad mental health arena 
raising questions about the possible consequences of our actions, 
especially those resulting in deinstitutionalization without an adequately 
funded comprehensive system of community care. That’s a question 
worth investigating. To what extent was the knowledge of the possible 
consequences available and if it was, why was it not attended to? 
 
I don’t know whether the CMHC movement was intended to deal with 
people coming out of state mental hospitals. Theoretically, they probably 
were, but how practical that might have been is another matter. The extent 
to which it was conceptualized to be integrated is not clear but it is clear 
that it would have been better if the planning had involved not just the 
folks in Washington but people at the grassroots such as unions, families 
dealing with long term mental illness, people with political savvy, 
economists and so on. There were a lot of people with savvy that Max 
Silverstein used to try to get us connected with, such as economists and 
social anthropologists who were looking at the mental health system. 
 
Maybe the decision making was too much, or too exclusively, Washington 
based. That is, NIMH, the National Mental Health Association, National 
Council of Community Mental Health Centers, National Association of 
State Mental Health Program Directors, and so on. We missed a lot of 
things and maybe the fact that it was done for the most part sitting around 
tables in Washington was part of the problem. It couldn’t have been done 
without that but, obviously, that wasn’t enough. 
 
One of the early indications of inadequate planning problems is that many 
of us involved used to naively measure success by the number of patients 
discharged from state mental hospitals.  
 
If we were to do it over, we would certainly have to widen the concept of 
community mental health care that would include much more than what 
had been encompassed by the five mandated CMHC services. Psychiatric 
rehabilitation is one example; the whole range of community-based 
rehabilitation and support services such as those offered by Horizon House 
in Philadelphia are of fundamental importance. Broader public health 
activities such as prevention programs should have been included. A 
broader concept of the services to be provided and broader participation in 
the planning is important. Add to that, a public health approach is very 
much needed. The whole spectrum of the human family has to be 
considered for the sound development of an adequate community-based 
mental health program. 
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If one wanted to delve into the potential forces at work in that process of 
deinstitutionalization and CMHC development, Kurt Lewin’s force field 
analysis might be useful if for no other reason than to identify those forces 
that were overlooked in the planning for change. 
 
System change is obviously needed, and to be both effective and feasible, 
the planning for it could well benefit from an understanding of how and 
why the planning and implementation of deinstitutionalization and 
community mental health programs fell short. (interview n) 
 

 
Principal Successes and Failures of the CMHC Program 
 
Most of the people interviewed for this study commented on what they thought were the 
principal successes and failures of the CMHC program. Several who commented 
included: Steven  Sharfstein, M.D., President and Chief Executive Officer of the 
Sheppard Pratt Health System in Maryland, past President of the American Psychiatric 
Association and a key NIMH staff person in the 1970’s; Brian O’Connell, Executive 
Director from 1966 to 1978 of the National Mental Health Association, which played a 
key role in developing support for CMHC’s; and Paul Messplay, who held senior staff 
positions with the Mental Health Association in Indiana and the National Mental Health 
Association.  
 
Sharfstein commented: 
 

The community mental health movement is a plus in my opinion.  I do think 
however, that after the AIDS epidemic, the biggest public health problem 
we have in this country is the individuals who are mentally ill in jail and on 
the streets.  That is, in part, maybe in large part, a side effect of the progress 
we’ve made.  But if we had stayed in the culture and mode of the 30s, 40s 
and 50s, we would have 2000 mental hospitals in this country with two 
million beds. That would have been unconscionable.    
 
In the last 10, 15 years, there has been more acceptance where people who 
have family experience with mental illness prefer outpatient treatment, even 
with someone who is quite serious and chronically ill.   I believe 20 to 30 
percent of patients who would have been in state mental hospitals 40 years 
ago out of sight and out of mind are now in less than desirable 
circumstances in community settings.  They are in shelters, jails, on the 
street, and in families that can’t manage them.  They struggle.  They’re in 
and out of hospitals.  They are in and out of jail.  That’s a significant 
number we’re talking about.   
 
But there are an even bigger number of people who have done well.  We 
have them in our system here at Sheppard Pratt today. We have three 
houses on this campus and most of our housing is in the community and in 
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dispersed kinds of settings – apartments and some houses. Our three houses 
on this campus are regular houses.  People go to work; they go to school; 
and they go to whatever.  You can see these houses from the units.  Some 
people in our treatment-resistant psychotic disorders unit where the average 
stay is more like three weeks, not nine days, they see the house they’re 
going to be going to.  It’s a “quarterway” group home and that’s their goal.  
It is a normalizing experience for them.  For those folks who are at risk for 
homelessness and have been homeless, or have been in jail, they’ve got a 
chance, much more of a chance for a decent life than in the 19th and early 
20th century languishing in state hospitals. (interview l) 

 
 
O’Connell stated: 
 

The community care movement was probably the most important and 
dramatic thing that occurred in the history of treatment of mental illness. 
So for all of the problems associated with it, we shouldn’t lose sight of 
how much the shake up, with all its attendant manifestations, really meant 
to the place we are today…still not good, but so much better than what 
had existed before. 
 
The whole system was truly opened up which was very much needed. 
People came to understand that most mental illness didn’t need the kind of 
long term care that had been provided at state mental hospitals. It caused 
people to think quite differently about the different types of mental illness. 
Care came much closer to the community and was much more accessible. 
Statistics showed that there was a sharp reduction in the length of time it 
took to treat mental illness. 
 
On the downside, the greatest failure was that the dollars didn’t follow the 
patients from the state hospitals into the community. The state hospitals 
were downsized or closed and the states in many cases just washed their 
hands of the treatment of mental illness.  I think that’s a fair 
generalization. The communities didn’t have the facilities to provide long 
term care. In addition, there was the awful problem of the unions that 
related to resisting change such as downsizing.  They were eager to keep 
the dollars going into the institutions when they should have been going to 
the communities. (interview j) 
 

 
Messplay pointed out: 
 

CMHC’s did a good job of serving the middle class but not the 
needs of poor people. Street people avoided the mental health 
system and are served by soup kitchens and jails. The CMHC 
concept was excellent but they couldn’t provide all of the needed 
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services such as those for the seriously mentally ill. The continuing 
remaining question is how the chronically mentally ill are going to 
be served. There was the early view that thorazine was going to be 
a panacea for the long term patient but that turned out to be a major 
misconception. One of the early big mistakes was to put too much 
faith in drugs as a means of keeping people out of state mental 
hospitals. (interview h) 
 

These changes help to explain, in part, what became by 1980, a top health 
problem, the discharge from state hospitals into the community of severely and 
chronically ill patients. …“none of these [NIMH] decision makers anticipated or 
was willing to address the consequences of passively permitting the 
deinstitutionalization, [of the seriously mentally ill] instead of actively supporting 
the reformation, of the state mental hospital system. The CMHC’s failure vis-a-
vis chronic patients in the communities put a heavy strain on the viability of 
NIMH’s hybrid approach to issues of mental illness and health.” 1 
 
 
Policy Issues of Today 
 
The CMHC movement, along with other policy decisions (such as Medicaid and 
housing policy) and shifts in political philosophy (increased federalism and a 
smaller role for the federal government), has left us with a number of significant 
problems today. 
 
According to the Bazelon Center for Mental Health Law, it is estimated that 
approximately 284,000 adults with serious mental illness are incarcerated in jails 
each year and that 25% of people living on the streets are mentally ill. No doubt 
some, but not a majority of these two groups, are “fall out” from the practice of 
deinstitutionalization.  
 
Without doubt, failure to adequately fund community mental health services had a 
significant impact, as did the decision that one program – the CMHC – was to serve 
all, including those with the most serious mental illnesses.  Failure to fully 
understand the needs of that population when in the community – for housing, 
income support, rehabilitation, etc. – led to an inability to meet their needs, even 
where the will and some resources existed. 
 
Today, our knowledge base is greatly expanded.  A range of very effective 
treatments exists for even the most seriously mentally ill people in the community.  
When coupled with short-term, acute hospitalization, these services can meet the 
needs of the vast majority.   
 

                                                 
1 Henry A. Foley, Ph.D. and Steven S Sharfstein,  M.D., Madness and Government-Who Cares for the 
Mentally Ill? (Washington D C, American Psychiatric press, Inc., 1983) p.94. 
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However, some of our interviewees commented on the issue of whether there are 
some people who will need longer-term access to a publicly supported mental 
hospital.  
 

Steven S. Sharfstein, M.D. identified on page 26, commented: 

There is, for a residual group of folks, mostly for forensic reasons, a need for 
longer term care provided by a state hospital.  Forensic patients would be better 
off there than in jails.  They are better off in a decent, hopefully smaller, hospital 
of 100 beds.  The hospital placement could be pretty long.  It depends.  I think 
that obviously people have to be reevaluated periodically and try in various kinds 
of settings and with new medications. It is really a residual group that we’re 
talking about.  In Maryland, you need perhaps three hospitals with a total of 300 
to 500 beds. 

 
I’m not talking about really dangerous people that need to be locked up.  There’s 
a group that’s really dangerous.  They’re homicidal; the pedophiles, dangerous. 
They’ve got lots of problems.  That’s a different group; the “Silence of the 
Lambs,” the dark side of psychiatry.   Psychiatry has a role there.  Some of those 
folks are treatable but it is a roll of the dice, you know.  When they’re discharged 
you have to really follow up with forced treatment, and make sure they stay with 
their treatment.  I’m talking about people who just can’t manage no matter what 
they do.  They are at risk of homelessness, and of dying themselves because of 
their behavior, their symptoms, and their delusions.  Most of these folks can be 
managed in supervised community settings but there are a few who can’t. 
(interview l) 

 
On the other hand, others see the apparent need for such facilities more a reflection of 
system failure than as a certainty.  Robert Bernstein, Ph.D., Executive Director of the 
Bazelon Center for Mental Health Law, said:   
 

Something that concerns me a whole lot now is that people are discharged from 
the state mental hospitals and the hospital staff knows full well that the person is 
going to be back.  It is just sort of accepted.  Nobody in the hospital or the 
community is seriously investigating what went wrong.  Hospitals patch up the 
person and often return the person to the circumstances in the community that 
didn’t work before.  They have no idea why things fell apart to begin with.  They 
don’t even try to figure it out.  They just change the medication and send the 
person out again.  Every couple of years, every six months, the person is back.  
This is just accepted that this is the way it is.  People need meaningful, flexible 
community services including respite. 
 
I think systems could offer help to people with intensive needs in lots of 
places…There is really no reason why such a special environment could not be 
developed in a community setting, more accessible to the person’s family.  I’m 
not saying that nobody ever needs a hospital level of care.  I have seen lots and 
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lots of people who seem to be doing well and then go through periods where they 
are doing less well.  There are a couple of things I know.  First of all, it is rare that 
somebody just snaps.  It is much more common that you can see problems coming 
and can intervene early.  Not always successfully, but you can at least know you 
have done your best. 
 
The other thing I learned, and we were able to do this through community mental 
health in Michigan, you can take the respite to the person.  We had the availability 
of providing home-based services, even one-on-one help, if needed, for a few 
days at a time.  We could send a psychiatrist out, send a nurse out, have 
somebody’s medication adjusted, and then we had a trained direct-care staff 
person who could be with that person.  We would do this where there was a crisis 
without having to disrupt people’s lives by sending them to a state hospital.  
When you put your foot in the hospital, you are going to be there for awhile 
because they have to process you.  And it is humiliating.  It is a public 
announcement that you failed and that you may lose your place in your 
community. 
 
So I strongly believe in respite.  But I understand that respite can be a mobile 
service.  It is not something necessarily high tech.  People may need supervision, 
prompting, companionship or someone monitoring medications.  Family members 
may simply need some time off from care giving.  I know for sure that sending 
direct care to someone’s home is far cheaper than hospitalizing a person.  Every 
hospital has a few people that you can count on one hand who despite best efforts 
just don’t seem to respond.  They are dangerous.  But I believe if we reaffirm the 
commitment to community mental health, we can figure it out.  Overwhelmingly, 
people can lead lives in the community. (interview b)   
 

In commenting specifically on the need for small state hospitals, Bernstein said: 
 

There are many reasons to oppose creation of new state hospitals, however small.  
First, we have no idea how many people really need institutional care (as 
contrasted with short-term acute hospital treatment) until we put in place 
reasonable community systems.  Institutions suck up resources, and will reduce 
still further our tiny community budgets.  Secondly, institutions have a long 
history of deteriorating into very bad places.  We cannot forget how bad the state 
hospitals were in the 1950s, and today’s institutions (from nursing homes to 
residential treatment centers for children) are needlessly restrictive and too often 
abusive.  The Bazelon Center has recently been engaged in trying to stop 
excessive use of restraints in children’s mental health facilities that have led to 
many deaths and injuries.  Institutions are just not good places, and we need to be 
extremely careful about when, and for whom, we use them.  Finally, institutions, 
once established, are very hard to deconstruct.  Under the Supreme Court’s 
Olmstead decision, states are supposed to be transferring people out of institutions 
when they do not need to be there and back into the community, but progress is 
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snail- like and disenfranchised groups remain at the end of the line for community 
access. 

 
            I think we need to focus on making the dream of the early reformers real by 

creating a workable community system that responds to people’s needs before 
they reach a crisis state,  before we talk about expanding hospitals and long-term 
care. 

 
Thomas Bryant M.D. is Executive Director, National Association of County Behavioral 
Health Directors, Washington, D.C. and was formerly Chairperson of President Carter’s 
Commission on Mental Health. He saw a need for community-based residential care. 
          

There’s a need for inpatient care for some people.   
 

Better that you have 10 or 12 beds so everybody knows each other and the staff 
knows everybody.  You’ve got to know what time she eats, what she eats, her 
quirks, and what she watches on TV.   You have to know the person so well that 
you can see when they’ re in trouble, when they’re not, and you just can’t do that 
with large groups of people.  People in state hospitals would go for weeks totally 
ignored.  I mean, there was just no interaction with anyone.  They just sat in a cell 
or in a rocking chair, you know, tied in a rocking chair.   

 
For a very select small group that just can’t make it, I would prefer to have the 
facility in the community, proximate to the family.  That’s a high cost item.  So 
you may have only 2 or 3 of those in a state.  You may not be able to have that 
available.  The other thing that is prohibitively expensive and it is a fast 
disappearing thing, is an in-hospital bed in a general hospital.  There’s nowhere to 
put people who need short-term hospitalization.  Those beds are disappearing. 
(interview d) 

 
Hilda Robbins, identified on page 24, said:  
 

What would I do differently? I would have a very small state mental hospital or 
place people could go when they really need supervision. They could go there 
temporarily and then leave. Among the many problems with the old mental 
hospital system was that patients used to think that if they were admitted, they 
would never get out. 

 
I think the asylum idea is a good one. There is a need for a place that people feel 
comfortable. A 200 bed facility would probably be adequate. You don’t want to 
have too many of those facilities because they would be over used. At 
Norristown, they used to tear down buildings as they were emptied because 
otherwise, they would be filled. It would be well to develop facilities similar to 
building 53 at Norristown (mentioned on page 2).If the facility were attractive and 
short term, people would be willing to go knowing that they would not be kept 
there. 
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Also, there is a need for a small back up facility. I wouldn’t reject the idea of a 
very small hospital unit where people could go voluntarily or with legal 
commitment as long as necessary. It shouldn’t be too big. It would be overused. 
Having too many people together in a facility is not good, regardless of the 
malady.  There is a need to build such a facility with security but that doesn’t look 
like security. That has been done in a number of facilities. (interview k) 

 
Max Silverstein, identified on page eleven, said: 
 

By eliminating hospitals, 15 to 20% of patients won’t have a treatment resource. 
Some will end up in jails, prisons or on the streets. Asylum is very much needed 
by perhaps 15% of patients. It would be good to develop small 200 or so bed 
facilities throughout the state to do research and training and provide treatment for 
some mentally ill patients, but it would need a good supervisory system. 
(interview m) 

 
And Tom Bryant said: 
 

It needs to be in the community.  It needs to be a residential facility that offers 
easy access to the family.  It shouldn’t be across the state, and certainly shouldn’t 
be in another state.  It needs to be something that someone could move in and out 
of quickly.  They need to do certain things like we talked about 2 or 3 years ago in 
mental health.  The Medicaid dollar needs to follow.  You don’t need to have a 
period when you’re not eligible and you need to have the same job supports and 
the same family supports that you had when you came out – that you had before 
you went in, or improved when you come out.  It is doable.  They can’t be very 
large.  It’s almost got to have a family feel to it.  That limits you to 40 or 50 beds 
and even that’s stretching it.   

 
Such a facility should be affiliated with a medical school but someone was telling 
me the other day that in the average senior class in medical school only 3% are 
going into psychiatry. (interview d) 

 
Reflecting upon the impact of the CMHC program overall, informants had mixed views. 
 
 
Hilda Robins, mentioned above, said: 
 

If I had all the resources needed at my disposal, I’d provide a facility something 
like Horizon House, which would make treatment available to anyone. It has the 
basic philosophy of trying to give the client what they want…not what the social 
worker thinks they need. The client makes the determination. It’s no t terribly 
expensive. A lot of people referred would find adequate treatment there. 
(interview k) 
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Robert Vandivier, identified on page seventeen, pointed out: 
 

On the question of the development of small state mental hospitals, on the surface 
it sounds like a great idea.  It sounds somewhat similar to the concepts of 
Dorothea Dix which led to the state mental hospital movement.  There certainly 
are huge needs that are going unattended to.  The fact of masses of mentally ill 
people being jailed and on the streets is a social evil of major proportions. It could 
be viewed as evil as the old state mental hospital system in its worst days. 

 
So citizen reform efforts that are more sophisticated and inclusive need to be 
undertaken before another Dorthea Dix type solution is put in the mix of services. 
The civil liberties people, including the Bazelon Center for Mental Health Law, 
and psychosocial rehab people, possibly would raise some serious problems about 
such an approach. The system needs to be developed so that there are fewer 
impediments to seriously ill people getting real professional help in the 
community in a timely way, not in asylum. The more productive approach would 
be to provide the mentally ill person on the street the best of mental health care, 
quickly when needed. The relative absence of such care is more important than 
asylum. We shouldn’t need asylum if there were adequate community care. More 
state funds vested in the mental health system is very much needed, and small 
community- based state psychiatric hospitals would be far better than streets and 
jails. But we should be able to do better than that, including eventually preventing 
the occurrence of mentally ill homelessness and inappropriate incarceration. 
Again, it will be very important to involve patients or “consumers” and families in 
working on those issues. 

 
The small hospital idea seems to be to be trying to create a solution before the 
problem is fully understood. Better that the various forces in the community study 
the problem and try to come up with a solution. (interview n) 

 
Jeffrey W. J. Wilush, President and C.E.O. of Horizon House, Philadelphia, Pa, 
commented: 
 

If the level of supports were appropriate, if the motivation was ultimately 
community integration, and it wasn’t long, having a mental hospital could be 
helpful.  But not a long-term placement as the hospitals became for so many.  The 
key is not to fall back into the traps that the mental health hospital system fell 
into. My sense is the original creation of the mental hospital system was well 
intended. It just became something that went completely out of control. It needed 
to be, and I guess still needs to be, demolished before it could ever be rebuilt into 
something that could have the original motivation of helping people through a 
period of time in their lives when their mental illness is creating life’s turmoil for 
them. The hospital needs to assist in recovery so they can go back to being who 
they are. (interview o) 
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Leading state officials and policy experts were gathered together by the Bush 
Administration in 2002 to review public mental health policy.  In announcing this New 
Freedom Commission on Mental Health, President Bush declared, “Our country must 
make a commitment.  Americans with mental illness deserve our understanding and they 
deserve excellent care.”  The Commission was charged to study the mental health system 
and make recommendations that would enable adults with serious mental illnesses and 
children with serious emotional disturbance to live, work, learn and participate fully in 
their communities. 
 
The policy makers and advocates on this mental health commission focused on recovery 
in the community, and did not recommend re-opening state hospitals.  They called for 
greater access to short-term acute hospital care and for a full continuum of appropriate 
community services, including rehabilitation and the very intensive, hands-on services 
that have emerged in recent years to treat people with the most severe disorders in their 
home communities.  They also highlighted the need for community housing, job training 
and other supports for people disadvantaged by mental illness. 
 
Summary 
 
Most major public interest movements include citizen groups, government 
representatives (including sometimes all three branches) and professional organizations. 
Usually, these groupings are referred to as “policy networks.” Often, in these policy 
networks, citizen groups provide the primary impetus (the civil rights movement is a 
prime example) but government is almost always a player-- sometimes a principal 
participant. 
 
The mental health movement included robust citizen involvement and strong 
participation by some professional organizations. However, it is clear that the federal 
government, particularly the Executive Branch, played the lead role in conceptualizing 
and guiding the community mental health center movement from the early 1960’s to 
1980. Ironically, it was also the federal government that was responsible for essentially 
ending the growth of the CMHC movement. That was the result of action by President 
Reagan, in 1981, when he block granted the mental health centers program.  
 
The Joint Commission on Mental Illness and Health stated in its final 1960 Report that 
“A national mental health program should recognize that major mental illness is the core 
problem and unfinished business of the mental health movement and that the intensive 
treatment of patients with critical and prolonged mental breakdowns should have first call 
on fully trained members of the mental health professions.”  
 
The stated intention of those in charge of the federal government’s response and key 
leaders in the private sector was to “break the back” of the state mental hospital, meaning 
the total state hospital system. The outcome of such action was not foreseen but 
advocates clearly thought that community mental health clinics could provide the care 
needed by those leaving state mental hospitals as a result of shutting down the system. 
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The fact that the community mental health movement never received the financial 
backing it needed, was not subject to ongoing evaluation and updating as some of the 
problems arose, the cuts in other social programs (particularly low-income housing) and, 
above all, lack of political will, has led to a substantial residual population living on the 
streets or in jails and prisons. 
 
There are a number of issues that, had they been addressed differently, might have led to 
a mental health care system that would have provided more adequately for those 
suffering from major mental illness, as well as for those with such dual diagnoses as 
mental illness and substance addiction,  in addition to those less seriously incapacitated 
by mental illness. 
 
Could those in the movement, at the time and in the context of and with the knowledge 
available to them in those days, have foreseen the following? 
 

• That it was a false hope to expect as state mental hospitals were downsized or 
closed, that the mental health funds saved thereby would go for support of 
Community Mental Health Centers. Leaders in government and the private sector 
should have understood that state legislators would seize on the initiative to be rid 
of the huge costs of maintaining state mental hospitals and would use the funds 
for other state priorities. 

 
• The inadequate planning, research and evaluation for the mental health program 

would lead to significant problems.  Unanticipated problems arose in moving to a 
community system.  Any such radical shift in policy is likely to produce new 
challenges, yet no systematic, ongoing evaluations of quality assessments of the 
policy were built into the CMHC program. 

 
• That drugs would not live up to their billing.  Thorazine, the relatively new 

tranquilizer in the 1960’s that showed great promise and the early success of 
community care in England no doubt contributed to the enthusiasm for moving 
forward quickly with the CMHC initiative without stopping to assess the program 
as it evolved. 

 
• People leaving state institutions would need help with housing, jobs, income 

support and a host of other social problems.  The concept that mental health 
treatment alone would enable them to succeed in these settings was naïve and 
soon proved false. 

 
This paper has attempted to look at deinstitutionalization in a new light, by asking those 
who played a role to project themselves back to the 1960’s and describe what their 
objectives and motivations were at that time.  However, it is impossible for human beings 
not to see the past, to some extent, through the lens of the present.  Therefore we also 
solicited the ir views on whether they fully support deinstitutionalization today.  And we 
got a mixed result. 
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Some of the 1960’s advocates now see small, regionally-based state-supported mental 
hospitals as an absolute necessity for a small percentage of patients that can’t be treated 
successfully in the community.  Others remain opposed, based on the grounds that all 
patients can be successfully treated in community settings. Others oppose the idea 
because of the history of the tragic abuses that were a part of the old state mental hospital 
system.  
 
Perhaps the one clearest message from this history, and the comments of these experts, is 
that lack of political will in the larger public and among policymakers has undermined 
the hopes, goals and purpose of the revolution in mental health care that occurred in the 
1960’s.  If we are to pick up the pieces, such as by implementing the recommendations of 
the President’s New Freedom Commission on Mental Health, we may need to primarily 
pay attention to that lesson, as taught us through the voices of these reformers. 
 
Interviews          a.  David B. Bernhardt, August 2004 
                           b.  Robert Bernstein,  Feb. 2005 
                           c.  Dr. Bertram Brown, Nov. 2004 
                           d.  Dr. Thomas Bryant,  Feb 2005 
                           e.  Dr. Carmela F. de Rivas,  August 2004 
                           f.   Preston Garrison, Jan. 2005 
                           g.  Robert Glover, Dec. 2004 
                           h.  Paul Messplay, Oct. 2004 
                           i.  Jonas Morris, Oct. 2004 
                           j.  Brian O’Connell, Sept. 2004 
                           k. Hilda Robbins, August 2004 
                           l.  Dr. Steven Sharfstein, Apr. 2005 
                           m.Max Silverstein, Aug. 2004 
                           n. Robert Vandivier, Aug. 2004 
                           o. Jeffrey W.J. Wilush,  Mar. 2005  
 
Joint Commission on Mental Illness and Health--Participating Agencies 
 
American Academy of Neurology 
American Academy of Pediatrics 
American Association for the Advancement of Science 
American Association on Mental Deficiency 
American Association of Psychiatric Clinics for Children 
American College of Chest Physicians 
American Hospital Association 
American Legion  
American Medical Association 
American Nurses Association and National League for Nursing (Coordinating 
       Council of) 
American Occupational Therapy Association 
American Orthopsychiatric Association 
American Personnel and Guidance Association 
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American Psychiatric Association 
American Psychoanalytic Association 
American Psychological Association 
American Public Health Association 
American Public Welfare Association 
Association for Physical and Medical Rehabilitation 
Association of American Medical Colleges 
Association of State and Territorial Health Officers 
Central Inspection Board, American Psychiatric Association 
Children’s Bureau, Department of Health, Education, and Welfare 
Council of State Governments 
Department of Defense, U.S.A. 
National Association for Mental Health 
National Association of Social Workers 
National Committee Against Mental Illness 
National Education Association 
National Institute of Mental Health 
National Medical Association  
National Rehabilitation Association 
Office of Vocational Rehabilitation, Department of Health, Education and Welfare 
United States Department of Justice 
Veterans Administration1 
 
Special Interest Groups. 
 
American Psychiatric Association 
American Medical Association (AMA) 
AMA Council on Mental Health 
American Psychological Association  
American Nurses Association 
National Association of Social Workers 
National Council of Community Mental Health Centers 
National Association of State Mental Health Program Directors 
Mental Health Law Project 
AFL-CIO 
American Federation of State, County and Municipal Employees 
National Mental Health Association, Inc. 
National Committee Against Mental Illness 
National Governors Conference 
Council of State Governments 
U.S. Conference of Mayors 
National League of Cities 
National Association of Counties2 

                                                 
1.Action for Mental Health, (New York, Basic Books, Inc., 1961) p.306 
2 Henry A. Foley, Ph. D., and Steven S. Sharfstein, M.D., Madness and Government—Who Cares for the 
Mentally Ill? (Washington D.C., American Psychiatric Press, Inc. 1983) pxvii. 
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Key Questions and Answers Regarding the Community Mental Health Movement from 
1960 to 1980.  
  
The mental health movement was one of a number of social movements that originated 
during the 1960s and 70s including, for example, civil rights, the women’s movement and 
the anti-poverty effort. Initially, the mental health movement was among the most 
influential of those initiatives but it did not have the same staying power as, for example, 
the civil rights or the women’s movement.  
 
The impetus for the mental health movement came from a number of sources including 
citizen groups and professional organizations but the federal government had the key role 
in the development and maturation of the movement including selecting the services that 
were to be offered in the Community Mental Health Centers and moving the Community 
Mental Health Center legislation through Congress. This case study of the movement 
focuses on the role of the federal government. 
 
Below are some of the questions and answers raised by the study and where information 
may be found in the study related to each question. 
 
1) Following is the overarching issue:  The Joint Commission on Mental Health Report, 
Action for Mental Health stated that, “a national mental health program should recognize 
that major mental illness is the core problem and unfinished business of the mental health 
movement and that the intensive treatment of patients with critical and prolonged mental 
breakdowns should have first call on fully trained members of the mental health 
professions.”  
 
The federal government’s principal emphasis was on developing Community Mental 
Health Centers ( CMHCs). However, for the most part, the centers were not mandated to 
provide services such as rehabilitation and other aftercare services, needed to treat major 
mental illness. There are seemingly a number of reasons why this occurred. One was the 
belief that thorazine and related new tranquilizers coming on to the market would 
effectively control most mental illnesses making state mental hospitals obsolete. Also, 
CMHCs were touted (without clear evidence) as being able to effectively treat most 
mental illnesses including people with a history of major mental illness. pp 2-11  
 
2) Who were the key government officials most responsible for this shift of emphasis 
toward CMHC’s and away from state mental hospitals? pp.2-12 
 
Dr. Robert Felix, Dr. Bertram Brown, and Dr. Jack Ewalt, all Directors of NIMH at 
various times during the 20 year period from 1960 to 1980, were the key federal 
government leaders working for the CMHC initiative. 
 
3) What actions did key government leaders take that resulted in the shift of emphasis 
away from major mental illness and toward the development of CMHC’s? pp. 2-12 
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The federal leaders did not call for CMHCs to provide services such as rehabilitation and 
other aftercare services, to treat major mental illness. This contributed greatly to the de-
emphasis on those affected by major mental illness. 
 
4) What were the reasons for wanting to “break the back” of the state mental hospital 
according to NIMH director Bert Brown and author/lobbyist Mike Gorman? pp.4-7 
 
They thought the state mental hospital system was hopeless and could not be changed 
into a system providing effective treatment. 
 
5) The relatively new psychotropic drug thorazine had come into major use by the 1960’s 
and 70’s. Government officials referred to it as a means of effectively treating state 
mental hospital patients, thereby making possible the treatment of most mental illness in 
the community. Was there enough information about the effectiveness of thorazine to 
draw that conclusion? pp. 6,10, 17, 21. 
 
There was enough information to provide a lot of hope regarding possible effectiveness. 
However, there was no clear evidence that the new psychotropic drugs would be effective 
in treating most major mental illness. 
 
6) Was it reasonable to assume that the state mental hospital system could be dismantled 
(including the state bureaucracy that operated the program) and the funds that had 
supported that program would flow to communities for CMHC’s? pp. 14-16 
 
People knowledgeable regarding how government works should have known that ending 
the state mental hospital program would create a huge power play in state legislatures for 
the extremely large amounts of state funds that would be released. Legislators would 
quickly grasp the fact that newly available funds would provide support for the many 
other state needs for which legislators would be seeking support. For CMHC supporters 
to expect that those funds would flow into the new, unproven CMHC’s was naïve. 
 
7) What role did NIMH staff have in drafting legislation that chose selectively from the 
recommendations of the Joint Commission on Mental Illness and Health?. That is, NIMH 
staff drafted CMHC legislation supporting community based care but disregarding 
emphasis on rehabilitation, which was a primary theme of the Commission’s 
recommendations and would have provided treatment for people with major mental 
illness who were leaving state mental hospitals. pp. 8-9 
 
NIMH staff, with HEW support, emphasized  CMHC services, perhaps in part because 
they thought CMHCs, with their five basic services, would be able to treat major mental 
illness. 
 
8) Was the Democratic Platform Statement of 1980 misleading? How? pp. 8,9 
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It suggested CMHC’s would be able to treat those with major mental illness but centers 
did not have services mandated, such as rehabilitation, to provide services to meet those 
needs. 
 
9) Were the proposed federal funds to states for planning for community mental health 
services, demonstration of new approaches to community care, and upgrading of facilities 
and similar services, a serious effort to engage the states as equal players in the CHMC 
initiative? p. 10 
 
They were not. They were very modest programs with very modest funding. 
 
10) Was the President’s Interagency Committee on Mental Health recommendation 
reasonable, based on available knowledge, that there be an intensive effort to effect a 
radical rebalance, within a generation, of the nation’s public system of care such that state 
mental institutions would be replaced by comprehensive community mental health 
centers? p. 10 
 
The President’s Interagency Committee was clearly convinced that CMHC’s could 
replace state mental hospitals, but there was no research to support that view.  
 
11) Was President Kennedy’s statement in his State of the Union Message well informed 
that, “new knowledge and new drugs developed in recent years made feasible a national 
mental health program to treat the mentally ill in their own communities and return them 
to a useful place in society.” p.10 
 
That statement seems to imply that all mentally ill persons could be treated in the 
community, which was more a hope than a demonstrated fact. 
 
12) Was Senator Lister Hill’s statement on behalf of federal funding of CMHC’s 
supported by evidence at the time “that significantly increased federal funds over a 
limited period of time would enable the states and local communities to transfer the locus 
of caring for the mentally ill from state mental hospitals to local community mental 
health centers.” p.10 
 
Again, this was hope, rather than reality based on evidence that this could happen. 
 
13) What were the implications of the 1965 staffing provisions for the care of those 
suffering from major mental illness? p.12 
 
Preadmission and post discharge services for those with major mental illness were 
proposed but not passed. 
 
14) How was the CMHC program oversold by Congress in the 1968 and 1975, as 
demonstrated by congressional action requiring a number of new CMHC services but 
without providing sufficient federal funding. P 12  
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It was oversold by NIMH officials, citizen organizations, and professional groups. 
  
15) Who was principally responsible for what had become by 1980, a top                                         
health problem, the discharge from state hospitals into the community of severely and            
chronically ill patients. p.12 
 
NIMH was principally responsible, having effectively articulated how CMHCs could 
care for virtually all people who were mentally ill and they were supported in this view 
by citizen organizations and professional groups. This position did not prove to be 
correct. CMHCs were not equipped to provide treatment for the thousands of patients 
being discharged from state mental hospitals. 

 
16) Why do opinions differ on the need for small, state supported mental hospitals.   pp. 
22-26 
 
Some mental health leaders remain unconvinced that state supported mental hospitals are 
needed because of their view that all mental illness can be treated in the community. 
While agreeing for the most part with that view, other leaders believe that a small number 
of people affected with major mental illness cannot be treated in the community and 
would benefit from treatment in small, well supervised, state mental hospitals. 

 
17)  Is it reasonable to conclude that the mental health movement was:   pp 20,21 

a. a success 
b. a failure 
c. in part, both. 

 
The results clearly are mixed. The hundreds of thousands of mentally ill people on the 
streets and in jails and prisons clearly suggest that the program was, at best, only partially 
successful. On the other hand, if the effort had not been made, as Dr Steven Sharfstein 
says on page 20 of the case study, “…if we had stayed in the culture and mode of the 
1930s, 40s, and 50s we would have 2,000 mental hospitals in this country with two 
million beds. That would have been unconscionable.”  

18) Would it have been possible to provide adequate planning for the development of 
successful CMHC’s? pp17-19 
 
Hindsight suggests that better planning and evaluation while the program was in progress 
might have resulted in a more successful CMHC program. pp 18-21. While it might have 
been possible, the time it would have taken to demonstrate effectiveness, presented a big 
hurdle because the CMHC initiative was on a fast track. 

 
19) What message is given regarding the support for the community mental health 
movement by the ease with which Pres. Reagan block-granted the program, thus 
essentially ending further initiatives related to developing and extending the CMHC 
program?  pp.12,13 
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There was not adequate support in the federal government (NIMH and Congress) nor among 
citizen organizations and professional groups to avoid the Reagan action of block granting the 
program. The strength of all three groups support for the program had waned by 1980, making any 
effort to stop the Reagan initiative extremely difficult, if not impossible. Even if all three 
groupings had retained their original strength it’s questionable whether they could have been 
successful in blocking Reagan who was exceedingly popular at the time, having just recently been 
elected. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


