
1

CMHS MANAGED CARE INITIATIVE:
ADULT PANEL

SUMMARY OF BASIC FINDINGS, GAPS, AND FUTURE
DIRECTIONS IN ADULT PRACTICE GUIDELINES,
STANDARDS, AND PROVIDER COMPETENCIES

Robert D. Coursey, Ph.D.
Psychology Department
University of Maryland
College Park, MD 20742

 W 301 405-5905
F 301 314-9566

email  Coursey@bss3.umd.edu

Center for Mental Health Policy and Services Research
University of Pennsylvania School of Medicine

Department of Psychiatry
7th Floor, 3600 Market St.

Philadelphia, PA 19104-2648
215 662-2886.   F 215 349-8715

Center for Mental Health Studies
SAMHSA

5600 Fishers Lane, Room 15C-18
Rockville MD 20857

January 29, 1997



2

BASIC FINDINGS, GAPS, AND FUTURE DIRECTIONS
IN ADULT PRACTICE GUIDELINES, STANDARDS,

AND PROVIDER COMPETENCIES

I.  INTRODUCTION

A.  Goals/Purpose Of The Study

• The overall goal of our project was to review standards of care, clinical guidelines
and other relevant material in order to identify the core competencies of providers who
can deliver effective services to adults with serious mental illness in a managed care
environment.

• The key notion here is core competencies.  By competencies I am referring to essential
values, attitudes, ethical principles, knowledge, and skills that mental health providers
need to function effectively.  "Core" means the most important or critical competencies,
or the ones that most clearly define the set of attributes we would like to see in service
providers if one of our family members became seriously mentally ill.

• Of course, we are attempting to define a set of core competencies that would be
necessary within a service system, not necessarily all in a single person.   So the set of
competencies would be the basic core skills/knowledge, etc. for any rehabilitation staff,
psychotherapists, psychopharmacologist, etc.

• This overarching set of competencies will be the outcome of the whole project.   It will
come from integrating the adult materials into a single list of attributes which is then
blended with the results from the panels on ethnicity and the developmental panels
which are examining children/adolescents and older adults.  These are the next steps
of the CMHS Managed Care Initiative.  This larger initiative is a project that includes a
multi-year self study and curriculum development of mental health training among the
organizations which prepare mental health service providers to work with people with
serious mental illnesses in the public/private behavioral health care system of the
future.

B.  Content/Sources

a) Parameters of the Adult Project
Because the area was so large, it was necessary to carefully define the limits of the

project.  These limits include the focus on adults (18-65) with severe mental illness, but
not substance abuse, mental retardation, and other co-existing disorders.  Within the
generic category of severe mental illness, the focus was on schizophrenia, major
depression, and bipolar disorders since these three cover about three-fourths of the
clients in the public mental health system.  The focus was also an services within the
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mental health service system (inpatient and outpatient) but not those in collateral
agencies such as justice, schools, and nursing homes.  These services were also limited
to those which are most commonly found in the public mental health systems (e.g.,
psychiatric rehabilitation, self-help consumer groups, residential services,
psychotherapy, etc.).  We regret the limits, but we focused on areas that had an
adequate literature and that were most central to the goals of the project.  Finally,
because there were parallel projects dealing with children and adolescents, elderly, and
minority populations, we did not include materials related to these topics, even though
they must be integrated in any final curriculum development.

b) Outline of material collected for both literature and competency section.
We collected material from four types of sources:  (1)Generic material such as

bibliographies or material that did not pertain to any specific viewpoint.  (2)Views of
the stakeholders such as the mental health disciplines, consumers' and families'
perspectives, and the perspectives of managed care, and of the states.  (3)Resource
material included literature on critical Biopsychosocial Services, Practice Guidelines,
Standards of Care, and Outcome studies and the development of outcome measures.
(4)Other curricular considerations such as rural services and the linkage of training
programs with service systems.

c) Organization of competency statements
We have divided competencies into three areas:  (1)Values/ethics/attitudes;

(2)Knowledge and skills.  We have been particularly interested in the first set of
values/ethics/attitudes because we think that the area of SMI requires a perspective on
these types of competencies that differ somewhat from those of traditional private
practice for clients who have less severe deficits.  We also attended to them because
they have been somewhat ignored by educators even though they are critical to a
successful public delivery system, and because they are strongly emphasized by
consumers and family members.

The lists of competencies (found in Part II of the Adult Panel Report) reflect the
views of the stakeholders, services literature, practice guidelines, standards of care and
outcome material.   Some of the competencies have been published, some were based
on the published and unpublished work of others, and some were constructed by the
members of the Adult Panel using their own sources, experiences, and wisdom.

d)Descriptions of Practice Guidelines, Provider Competencies, and Evaluation 
Methods
A source of endless misunderstandings and confusion is the multiple meanings of

crucial processes such as clinical guidelines, standards of care, competencies, utilization
reviews, quality monitoring screens, etc.  In an attempt to avoid some of the confusion,
the following outline might be helpful.  It is arranged according to purposes served.
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1) Clinical Practice Guidelines.  These are usually statements about the state of the
art as established by expert panels and/or established by research.

Most common examples are the clinical practice guidelines for treating specific
disorders  (e.g., the APA Work Groups [1993, 1995] on depression and bipolar
disorders).  These publications attempt to recommend the most helpful interventions
for each disorder.    Most books on the treatment of specific disorders (e.g., Gabbard,
1995; Linehan, 1993) describe what the authors believe are best practice.  However,
these books differ from clinical practice guidelines in that they may focus on an
intervention the author prefers, may lack a research basis, and may provide more detail
about the specifics of the intervention than might be found in practice guidelines.

Individual authors (Corrigan et al., 1995), organizations (IAPSRS, draft) and states
(e.g., West Virginia, 1995) have also published descriptive statements which they
believe are best practices.  These may include value statements, perspectives on
qualities of best systems, or recommend specific types of psychosocial services (e.g.,
Carling's supported housing, etc.).

Other words used include clinical guidelines or best practices, treatment
recommendations (Lehman et al., 1996), and the assessment and treatment of various
disorders (Center for Substance Abuse Treatment, 1994).

2) Competencies:  Attitudes, values, knowledge, skills needed to deliver quality
services.  Usually competencies refer to those of the provider, but they can also refer to
qualities of the system or program.  They are usually based on the clinical practice
guidelines above as well as current thinking and a variety of other factors.  For our
work, we divided competency statements into three areas: values (values, attitudes,
and ethics), knowledge, and skills.  Competency statements usually provide a list of
core competencies and sometimes specify these core competencies with behavioral
specifications (e.g., Vermont, 1993).  At other times, this specification is left up to the
training programs and faculty (e.g., South Carolina, 1995).

Some competency statements are accompanied by standards and evaluations.  For
example, nursing (American Nurses Association, 1994) provides a number of
standards, each followed by measurement criteria.

3)  Evaluations:  Criteria for whether clinical guidelines and/or clinical
competencies are demonstrated in particular service settings.  In order to manage the
quality and cost of mental health care, numerous methods of evaluating treatments,
organizations, and providers have been developed.  These methods examine
observable criteria related to the "principles" (e.g. Human Affairs International, 1993) or
"standards" (e.g., Oregon Health Plan, 1995).  Sometimes "standards" are thought of as
principles or major components (e.g., Accessibility, clinical appropriateness, etc.) and
sometimes "standards" are thought of as major  evaluative criteria (e.g., performance
standards).  Across the managed behavioral healthcare field, evaluations are being
developed for managed care companies (NCQA, 1996; Accreditation standards for
MBHC organizations), for programs and services, for providers (e.g., "credentialing
criteria" and "provider profiles") and for various mental health procedures.
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Other types/labels used for these evaluations include "quality assurance";
"performance indicators"; "performance measures" for "Report Cards" (AMBHA, and
the MHSIP Task Force, 1996); "Satisfaction measures" (FACCT); Scales such as "Medical
Necessity Scales," "Suicide scales," measures of severity of functioning, etc.  Finally,
there are a large number of formally developed outcome measures.   How many of
these measures/evaluations have been well or poorly developed is unknown since
there is no public record of the process from managed care companies.  SAIC (1995) has
developed for the Department of Defense' CHAMPUS project the most
methodologically sound process of all of these managed care evaluations.  Based on
clinical practice guidelines in existence, they developed "monitoring screens" and
"utilization review criteria."

A very intriguing integration of the above three areas (best clinical practices,
competencies, and evaluation) can be found in the National Latino Behavioral Health
Workgroup (1996) which provided guidelines for managed behavioral healthcare
systems in the area of cultural competence for working with Latino populations.  In
addition to its system perspective, it also provides provider competencies.  By making
explicit performance indicators and outcomes in the form of benchmarks, it provides a
way to evaluate whether the cultural competency guidelines are being implemented.  It
also provides clinical guidelines for the system along with recommended performance
indicators and benchmarks.

While it takes special skill and practice knowledge to move deductively from "best
practices" to assessment criteria and specific evaluation methods, it is extremely
difficult to move inductively from specific evaluation criteria to best practices and
provider core competencies.  Moreover, it is not necessarily advantageous to do so.
Core competencies and practice guidelines are at a relatively high level of abstraction
and can be implemented into a large array of specific situations.  However,
performance measures are usually very specific to the concrete context for which they
are written.  Thus, basic knowledge and skills (core-competencies) are fundamental for
a large set of concrete circumstances and are ultimately shaped into particular delivery
styles and contexts through onsite training in internships and inservice training, while
evaluation criteria are usually quite specific to the context, programs, or company for
which they are written.

II.  REVIEW OF BIBLIOGRAPHIC MATERIALS

A) Mechanics of the Literature review
The areas of investigation for this project are described above in the introduction.
Material for this review was collected from multiple sources.
• Published and private bibliographies (e.g., recommendations from the 28 Adult

Panel members).
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• Materials provided by the various stakeholders (e.g., material from the
disciplines, consumers, families, managed care companies, and states).

• Relevant mental health practice guidelines were gathered from federal and state
agencies, mental health professional organizations, (e.g., Practice Guidelines on
Bipolar Disorders), and professional journals.

• Material on Standards of Care came from professional disciplines, JCAHO,
mental health consulting and research organizations, states' departments of
mental health, and managed behavioral healthcare organizations.

• Material on biopsychosocial services literature and outcome studies were
obtained from books and review articles (e.g., Lehman & Dixon's 1996 critical
review of reviews of effectiveness studies of interventions with schizophrenia).
Additional literature searches used primarily Psyc Lit. (e.g., Kelley's
unpublished review of 336 review articles on treatment effectiveness of
biopsychosocial treatments for non schizophrenia related disorders commonly
found among people with serious mental illness).

• Clinical indicators of quality care, performance measures, and report cards came
from AMBHA, managed care companies, and consulting agencies such as
WICHE.

• Competency statements were collected from the disciplines, consumer and
family member organizations, states, mental health consulting organizations,
material developed with CMHS' funding, articles and books.  About half of the
Adult Panel Members contributed competency statements for their areas.

Some of the above material was "in progress" or proprietary.  It was used to help
develop competency statements and this report but was not described in the literature
section of Volume I of the Adult Panel.

Summarizing and evaluating the material.  Approximately two hundred and fifty
most relevant articles, books, and reports were summarized.  The summary primarily
describes what information is contained in each article.
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B) Literature Review

a)Values/Attitudes/Ethics
In terms of ethics and values, all of the professions surveyed have codes of ethics.

However, these ethics codes primarily address basic principles of care in traditional
settings using traditional interventions (medication and/or various forms of
psychotherapy).  These codes do not adequately address the issues in public mental
health delivery systems or are too basic to provide much guidance.  An exception is
IAPSRS' 1996 code of ethics which is more directed at relevant issues but is quite brief.
In terms of managed behavioral healthcare and public systems, there are some useful
but limited materials (e.g., Austed, 1996; Corcoran & Winslade, 1994; Curtis & Hodge,
1994; Sabin, 1994), and no single source where the many issues are addressed.

If the net is cast more widely, including principles, values, and attitudes, there is a
larger set of materials available in published competency formulations (e.g., Johnson,
1990), in psychosocial rehabilitation literature (e.g., Anthony, 1993), in state planning
documents (e.g., Carling & Curtis, 1993), in statements from NAMI (Malloy, 1995), and
from consumers (e.g., Boswell & Rogers, 1996; Campbell, 1996; Sherman & Kaufmann,
1995).  Most recently, CMHS has published "Principles for Systems of Managed Care"
which presents six main principles (Quality of care, Consumer participation and rights,
accessibility, affordability, linkages and integration, and Accountability), each with 3 -
9 subsidiary "should" statements for managed care systems (See Table 1).

b) Competency statements on Principles, Values, and Attitudes
1)Methodology.  Seventeen competency statements were either obtained from the

literature or were submitted by 9 panel members.  In all of the 17 competency
documents, 181 value/attitude statements were expressed, some with subheadings.
Many of these statements partly or wholly overlapped with others.  In order to develop
a set of overarching categories for these 181 statements, they were submitted to five
members of Dr. Coursey's research team on serious mental illness.  Using a qualitative
analysis, the five members independently sorted the statements into categories.  At a
subsequent meeting, each participant's categorical structure was presented and
discussed.  Common themes, categories, and structures across the independent sets
were noted.  Finally these were arranged into three major sections:  (1)Principles and
values of programs which train public-system service providers (See Table 2); (2)Values
and attitudes of service providers (see Table 3), which was broken down into personal
and interpersonal qualities; and (3)Values of the outpatient mental health system (see
Table 4), which was broken down into values of the mental health system, principles of
the rehabilitation approach, and values related to client treatment in a mental health
system.
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2)Results and discussion.  The results of this can be seen on the three tables
(5, 6, and 7).   A number of points need to be made:  (1)In this writer's judgment,
the outcome is less than totally satisfactory.   Certainly, other arrangements of
the statements could be conceived.  (2)Any arrangement of categories needs
cross-validation and further refinements.  An alternative and more sophisticated
method of organizing the values/ethics/attitudes statements would be to use
concept mapping (Trochim & Cook, 1993).   (3)These value statements come
from contributors who are working in and thinking about the ideal outpatient
mental health system.  Acute, inpatient hospitals and small delivery systems
(systems providing only medication and psychotherapy) may require a
somewhat different or smaller set.  (4)Is there any validity to these
value/attitudes assertions?  I know of no controlled studies, but many of these
statements have some sort of "negative validation" from the failure of our earlier
system of institutionalization and its attitudes.  Positive validation consists
mostly of widespread individual and survey reports (e.g., Campbell &
Schraiber, 1989) from consumers and family members who describe the positive
and negative impact of values and attitudes.  (5)How does a program inculcate
values and attitudes in its students?  This is a critical but difficult issue for public
universities.

c) Knowledge/Skills as found in Practice Guidelines, Evaluative Methods, 
Outcomes, and Core Competency Statements

1)Practice Guidelines
Managed Care Practice Guidelines

Documents were obtained from 10 managed behavioral healthcare
companies.  We are grateful for their willingness to contribute to this project.
However, the materials are confidential and consequently we will describe their
contents only in the most general terms.

The standards of care/clinical treatment guidelines are part of the effort to
rationalize behavioral health delivery, create and monitor a uniform high quality
product, and to contain costs.  Business principles are applied to all components
of the service delivery system.

Treatment guidelines (preferred practices, practice parameters) are often
quite prescriptive in terms of the type of treatments that are to be used with
specific diagnoses.  Guidelines are provided for most of the major diagnoses.
These guidelines for each diagnosis are usually brief (1 to 5 single-spaced pages),
and are without references.  A good example of this type of guideline can be
found in the recent state of Vermont Preferred Clinical Practices Guide (1995).  In
addition to preferred treatments for different diagnoses, there are also guidelines
on determining medical necessity, when to use ECT, psychological assessment,
descriptions of preferred types of psychotherapy such as problem-focused
treatment or symptom-focused treatment.  Treatment guidelines developed by
the mental health professions will be discussed later.



9

Mental Health Professions and Clinical Practice Guidelines
The Department of Defense (Health Affairs) reviewed 65 mental health

practice guidelines (SAIC, 1995).  Three quarters of them were by the
professions, with physician groups and psychiatry contributing two-thirds of
them.  The SAIC project also identified which professions were the intended
audience, or if the guidelines were for mental health professionals in general.  If
all physicians including psychiatrists are considered a single profession, three
quarters of the mental health clinical practice guidelines were written by and for
the profession of the authors.  This is a reasonable approach, professions such as
psychiatry, psychology, psychosocial rehabilitation, etc., have their own focus of
interventions in which they excel.  On the other hand, this focus risks producing
a very distorted view of overall best practice across disciplines.  There is a real
need and ready acceptance of these guidelines as an authoritative source for
effective treatments.  Yet the guidelines may not mention or only cursorily touch
on effective interventions that are not usually employed by their constituents.
The consequences are that providers, insurers, behavioral managed care, the
legal profession, and others are usually not aware of the narrow scope and
believe that what is presented is the full range of what we know about
treatment.  A concrete example is the excellent clinical guidelines for the
treatment of schizophrenia being developed by the American Psychiatric
Association.  Reasonably, it is focused primarily on the medication aspects of
treatment, and presents extensive material and suggestions on this topic.
Material on psychosocial interventions such as social skills training,
psychoeducation,  family education, etc. are each described in several pages as
useful adjuncts, as if only to alert the psychiatrist to these other services.  This
may be quite reasonable given that a panel of psychiatrists are writing it and the
goal is to provide guidelines for psychiatrists, but it leaves the reader believing
that these are peripheral and have little or no development, special skills or
validity, when in fact none of those implications is true nor intended by the
authors.

Almost all of the mental health practice guidelines developed by the
professions have been formulated by psychiatrists: 24 by American psychiatrists
versus 6 by all of the other professions (American Psychological Association,
Nursing, Social Work, and Psychiatric Rehabilitation).  These differences
between the disciplines in the development of guidelines is not due to
differences in the number or quality of efficacy studies.  Indeed numerous
controlled efficacy studies of serious mental illnesses demonstrate the positive
benefits of a wide variety of psychosocial interventions across most disciplines,
and the number and quality of these studies is rapidly growing.

A more empirical approach to developing practice guidelines is the
Schizophrenia PORT project (Schizophrenia Patient Outcomes Research Team)
by Lehman, Dixon and their team (Lehman, & Dixon, 1995).    Their practice
guidelines are based on a careful, balanced review of meta-analyses and reviews



10

of controlled studies in nine types of interventions for  schizophrenia:
conventional and recent antipsychotic medication, individual and group
psychotherapy, psychosocial skills training, family interventions, vocational
rehabilitation, assertive community treatment, and case management.  While the
review did not include all validated treatment interventions, it did cover the
main interventions used and the ones for which there is a significant amount of
research.  Their results, along with additional reviews of research on other
treatments of schizophrenia were then reviewed by a number of expert panels.
They were then translated into 43 clinical guidelines in 7 areas:
pharmacotherapies, electroconvulsive and other somatic therapies, psychological
treatments, family treatments, rehabilitation, service systems, and acute inpatient
care (Lehman, Buchanan, Dixon, Goldman, McGlynn & Scott, 1996).  The
patterns of care for schizophrenia are now being evaluated in two state systems.
This project serves as a benchmark in establishing empirically defensible clinical
practice guidelines, and marks the distance between high quality guidelines and
a set of opinions from a group of respected practitioners.

2)Evaluative Methods
Managed Care Evaluative Methods

Unfortunately, there are no uniform set of terms for the various dimensions
of this effort.  We will therefore briefly describe the areas covered in each
section.  We have divided our discussion into standards/guidelines for clinical
care and for quality management.

Clinical care standards and guidelines.  The two main sets of guidelines used
by case managers are levels of care criteria and diagnosis-based treatment
guidelines.  Diagnosis-based treatment guidelines were discussed above.

Standards for level (or intensity) of care usually include detailed criteria for
placing a patient into a particular level of care such as inpatient hospitalization,
outpatient care, and sometimes for residential services, home care, etc.  The
criteria to hospitalize, what services are provided, etc.,  are usually quite specific,
even to describing what is to be done on the first and second days.

Quality Management standards and guidelines.   Under this heading we will
briefly review several ways managed care monitors quality and appropriate use
of services, as well as other aspects of the delivery system.

Utilization reviews evaluate the necessity and appropriateness of the use of
any resource such as hospitalization, prescription practices, etc.  Narrowly, it
primarily addresses the level of care and duration of treatment.  It is usually
carried out by third-party payers.  Criteria take the form:  If this happened or
did not happen (e.g., mental status exam was not done), it is referred to next
level of review.  Another similar procedure is Quality Monitoring Screens.
These are usually carried out by the providers.  The screen is a set of specific
service actions (e.g., if needed, was an appropriate referral made for substance
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abuse).  Each is rated on a simple scale.  If the screen is failed, it goes to next
level of review.

Other quality assessments may evaluate other aspects of the business: risk
management (e.g., confidentiality, complaints management), benefit
management, credentialing criteria, etc.  In addition, there are outside
accreditation organizations such as the National Committee for Quality
Assurance (NCQA, 1996), the Joint Commission on Accreditation of Healthcare
Organizations (JCAHO) which have separate sets of criteria for evaluating
additional aspects of the organization such as the quality of physical aspects of
the building, record keeping, etc.

There is increasing interest and commitment to developing a wide range of
performance indicators.  For instance, the Institute of Behavioral Healthcare
(1996) is developing performance indicators that measure access,
appropriateness, quality, outcomes, and prevention; JCAHO has just sent out a
request for indicators for behavioral health care; American Managed Behavioral
Healthcare Association (AMBHA) is developing a "Report Card" which uses
performance indicators for access to care, consumer satisfaction, and quality of
care.

The recent work by Science Applications International Corporation (SAIC,
1995) is an outstanding achievement in carefully developing quality monitoring
screens and utilization review criteria based on an explicit and public
methodology, including specific criteria for the screens, use of the best  of 65
mental health practice guidelines, with a carefully selected panel of experts.
Unfortunately, this work takes a traditional inpatient hospitalization/outpatient
treatment model that is not particularly relevant for a public mental health
system.   On the other hand, a number of states have developed impressive
quality assurance criteria for their behavioral healthcare systems (Nebraska,
Massachusetts, and Vermont).

3)Outcomes: Empirical studies and content of outcome measures
Clearly an important contributor to defining skills for service providers is whether

the interventions they use are effective.  Do the interventions improve the symptoms
and deficits associated with a particular disorder?  This is usually established by
efficacy and effectiveness studies.  Efficacy refers to the impact that a treatment has
under optimal circumstances, e.g., that used in manualized controlled research.
Effectiveness refers to the impact that a treatment has under usual treatment conditions,
i.e., where patient, provider, and service system factors are less than optimum, but
where the provider can exercise greater control in individualizing the treatment.   Most
effectiveness studies can be found under the rubric of services research.

But underlying outcome studies is a prior basic question.  What is the definition of
a positive outcome?   What constitutes good outcomes has always been hotly debated.
Early researchers asked who should define and report outcomes.  Is it the therapist,
client, or some outside person such as an "objective" rater, family member, researcher,
or the service program?   Most recently, with the advent of the consumer movement
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and the increased emphasis on outcome measures by managed behavioral healthcare,
consumers have strongly advocated that they should have a significant say in defining
the criteria of a successful outcome.  This section will first present a very brief summary
of outcome studies with the traditional outcomes defined as symptom or deficit
improvement.  Then we will turn to the recent efforts to be more inclusive in defining
optimal outcomes for clients with serious mental illnesses.

Controlled Outcome Studies
General outcomes.  There is a remarkable amount of quickly growing evidence

that specific biological interventions (e.g., Hirsch & Weinberger, 1995; Schatzberg &
Nemeroff, 1995) and selected psychosocial services are effective (Lipsey & Wilson,
1993; Lehman & Dixon, 1995; also see Coursey [1996], section VIII,  Psychosocial
Services in Part I), while others provide no particular benefit or can even be harmful
(Mueser & Berenbaum, 1990).  The literature is now so large that we have reviews of
reviews (e.g., Lehman & Dixon, 1995), meta-analyses (Hegarty,  Baldessarini, Tohen, et
al., 1994), and meta-analysis of meta-analyses (Lipsey & Wilson, 1993).  Reviews are
generally organized by treatments (Shriqui & Nasrallah, 1995), by diagnoses (e.g., See
Kelley's summary of non-schizophrenic diagnoses, Table 5), or by both (Lehman &
Dixon, 1995, see Table 6) (References for both tables can be found in Coursey (1966,
Part III).

Long-term outcomes.  Data from long-term research (e.g., Harding, Zubin, &
Strauss, 1987; Hegarty, Baldessarini, Tohen, et al., 1994) demonstrate that outcomes for
people with schizophrenia are reasonably hopeful.  Torrey's (1995) review of 10 year or
longer follow-up studies suggests that 25% completely recover, another 25% are much
improved and live relatively independent, another 25% are improved but require
extensive outpatient support networks, 15% remain unimproved and need long-term
care in a sheltered setting, and 10% have died, primarily of suicide.  These long-term
studies provide an empirical foundation for an attitude of reasonable hope for clients
provided with current good levels of care.

Outcome measures themselves
The most common evaluations of treatment outcome are symptom reduction and

rehospitalization.  There are serious problems with both:  symptoms are not well
correlated with the persons' ability to function, and rehospitalization can be a sign of
coping on the part of the client or the lack of alternative sources of treatment.  Recently,
there has been an increased interest in other possible outcomes.   (1)"Deficits" such as
attention problems and other neuropsychological dysfunctions have been increasingly
studied, but the correlation of these deficits with everyday functioning is not yet clearly
established.  (2)Rehabilitation programs focus more on level of functioning in daily
living skills.  Unfortunately, functional assessment batteries for people with serious
mental illness are not well developed nor widely used.   (3)Consumer satisfaction is
commonly used in program evaluations.  Usually global satisfaction questions are used
and they invariably result in positive ratings.  (4)Finally, costs are sometimes compared
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between the experimental treatment versus traditional treatments.  Measures for all of
the above have been developed by researchers, clinicians, and mental health agencies.

The problem is that mental health consumers have not been asked to express what
they are looking for in terms of outcomes.   The consumer and ex-patient movements
have become increasingly articulate about the services and treatment they want.  In
response, the Mental Health Statistics Improvement Program (MHSIP) of CMHS has
supported the development of a consumer-oriented mental health report card (MHSIP
Task Force, 1996).  Report cards have been used by managed care and other healthcare
organizations to help consumers assess the cost and quality of care across providers.
Usually they report on organizational arrangements and provider activities rather than
outcomes.  The MHSIP Report Card was developed with consumers and family
members and reflects their concerns.  It is based on research and explicit values; it
focuses on but is not limited to, serious mental illness; it emphasizes outcomes; it is
research-based; and it is conscious about evaluation costs and staff burden (MHSIP
Task Force, 1996, p. 6).  It evaluates how a provider or service system is performing by
examining four domains:  access, appropriateness, outcomes, and prevention.  Each
domain is related to a number of value statements which are called "concerns."  For
instance, the  concerns related to access include: (1)quick and convenient entry into
services; (2)full range of service options; (3)cultural and linguistic access; and
(4)financial barriers.  Indicators are "operational specifications of how well an
organization is performing relative to each concern."  For instance, one indicator for
concern #1 above is "the average length of time from request for services to the first
face-to-face meeting with a mental health professional."  Measures are the methodology
used to derive and calculate the indicators.  In the above example, the measure instructs
the evaluator to get the average of the total time between request and the first meeting
for all new admissions.

4)Core Competency Statements
The literature from the disciplines.   An overview of the material from the

disciplines shows that psychiatry, psychiatric rehabilitation, psychology, nursing, and
social work all have readily available and high quality sets of competencies for working
with serious mental illness, much of it due to the support of the Center for Mental
Health Services and other earlier grant support.  However, few of these competency
documents consider the implications of the recent developments in the contractual
arrangements between states and managed behavioral healthcare firms.  The
disciplines' competency statements also focus on those services which their members
traditionally provide.

As a whole, family therapy and MA psychology and counseling programs have
yet to develop competency statements for preparing their graduates to work in the
public/managed behavioral healthcare system with clients or family members with
serious mental illnesses.  This may be due to a brief curriculum already filled with
basic knowledge/skill development or it may be due to a lack of grant support that was
afforded to the other disciplines.  In spite of this, there are a number of high quality
MA programs focused on issues of serious mental illness.  These include programs for
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alcohol/drug abuse counseling, psychiatric rehabilitation, and mental health public
service counselors such as Carling's program in Vermont.  The better quality and focus
of some of these programs result in more in-depth training than is found in many of the
disciplines with much longer training periods.

Consolidation of Competency Statements.  The Adult Panel members were asked
to review the competency statements in their areas and to submit relevant documents
or to write an outline that summarizes the core competencies as seen from those
perspectives.  We received 20 documents (101 pages).  These documents can be found
in Coursey's report (1996, Part II).  Two of the competency documents stood out as the
most comprehensive and the least parochial.   We therefore chose them to serve as basic
working documents around which other material could be integrated.   The documents
were from Vermont (Carling & Curtis, 1993) and from South Carolina (Goldman, 1995).
Both documents were developed for state public mental health systems and so they are
well tailored to the larger goals of this project. They also had the advantage of not
overemphasizing the skills/perspectives of any particular discipline.  They were both
developed with considerable input from consumers and service providers of their
states.

Five members of Dr. Coursey's Research Team on Serious Mental Illness reviewed
the relevant knowledge and skills statements from all of the other competency
documents to see whether their specific competency statements fell logically and
comfortably into the major categories found in the Vermont and South Carolina
documents.  To our surprise, they easily fit into both documents, with some minor
exceptions which will be discussed below.

The Vermont Training Standards for staff who work with adults with serious
mental illnesses in public mental health services.  It is clear from its title that this
document clearly fits with the CMHS project objectives.  The document development
was led by Laurie Curtis and Paul Carling and is a sophisticated, well-organized set of
competencies.  The first set of competencies partly relate to values/attitudes and has
been included and discussed in the result section on values/attitudes above.  In this
section of the report, we will focus only on the knowledge/skills sections.

There are eight major sections to the document:
• Demonstrates respect for persons with mental illness;
• Demonstrates respect for family members of persons with mental illness and caring 

others;
• Demonstrates knowledge of mental illness and treatment/support strategies;
• Demonstrates knowledge of a variety of intervention and support strategies;
• Demonstrates ability to design, deliver, and ensure highly individualized 

services and supports;
• Demonstrates ability to access and employ community resources;
• Demonstrates knowledge of legal system and individual civil rights; and
• Works in cooperative and collaborative manner as a team member (agency and
interagency teams, family members, service recipients, concerned others).
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Some of its strengths are (1)its excellent articulation of competency statements;
(2)Its ease of including other material into its format; (3)It's clear articulation of
contemporary directions in service provision.

Some of its weaknesses are (1)the major categories are sometimes not clear (e.g.,
Categories one and two appear to be about "respect," but their subcategories include
involvement of consumers and family members, knowledge, and providing
information.  Likewise both the third and fourth categories appear to be about
treatment and support, although their content are clearly differentiated); (2)There is no
category that focuses on clinical assessment, whether it is a diagnostic interview,
mental status exam, functional assessment, behavioral observations,
neuropsychological assessment, etc., or any of the increasingly popular tests (e.g.,
depression and anxiety inventories) or structured interviews;   (3)Its primary focus is
on the psychosocial rehabilitation outpatient model of intervention rather than the
traditional medical model.  (To be precise, it does include one subsection on mental
illness and one on medication, but none on inpatient services.)  This is a limitation
because there is a legitimate basis for the medical model which is helpful in
understanding symptoms and deficits, in connecting disorders to their biological
foundations and to powerful and widely-used treatments, and in relating to a
significant number of service providers and training programs who/which operate
from that perspective.

The South Carolina Competency Document.  This document is part of a report of
the Adult Community Rehabilitation and Support Work Group for the South Carolina
Department of Mental Health.  I presume that this is not the final report of the work
group.  There are seven areas of knowledge:
• Characteristics of mental disorders;
• Human development, relations and learning;
• Diagnosis;
• Treatment elements;
• Documentation;
• Legal/ethical concepts; and
• Community resources/systems.

There are also two areas of skills:
• General or Basic skills; and
• Treatment.

Some of its strengths are:  (1)the document does appear to reflect the input of line
staff and consumers;  (2)its real-life front-line grasp of the needed knowledge and skills
in the public system; and (3)its specificity and comprehensive nature.  Its drawbacks
include:  (1)the titles of the content areas often do not adequately define the categories,
e.g. "behavioral management,"  "interagency relations,"  "Interactions with non-
psychotropic treatment strategy";  (2)sometimes the titles seem too specific for core
competencies, e.g., "assistive technology products";  and (3)the categories do not always



16

reflect common consensus about core competencies, although this is not necessarily a
negative, e.g., "Problem solving," "Human development through the life cycle (normal
vs. abnormal)."

III.  GAPS IN PRACTICE GUIDELINES, CORE COMPETENCIES, OUTCOMES,
AND EVALUATIVE METHODS

A.  Problems in Clinical Practice Guidelines

 Critique of Managed Care treatment guidelines
(1)With some exceptions, it was not clear what if any practice guidelines were drawn

upon in developing evaluations by the individual companies.  No hint is given
whether it was by expert panel, outcome studies, survey of literature on practice,
material borrowed from other practice guidelines, or some other method.

(2)Where guidelines or standards are expressed, they do not give any evidence that
they followed the guidelines for developing guidelines (American College of
Physicians, 1994; Institute of Medicine, 1993; American Psychological Association,
1995).

(3)Because they are confidential, dialogue among experts and evaluation is unlikely to
take place.  As long as the guidelines remain confidential, it is unlikely that they
will be subjected to nonpartisan services research or outcome evaluations.   Nor is
it possible to evaluate the balance between quality and cost savings of the
recommendations.

(4)From the viewpoint of training future service providers to work for managed
behavioral healthcare companies, their treatment guidelines cannot be used to
develop curriculum because of their proprietary nature.

(5)None of the guidelines provide evidence for reliability such as interjudge agreement,
or for content validity.

Evaluation of Clinical Practice Guidelines from the Professions.
1)The practice guidelines as they currently exist in the literature offer important

information about  quality service.  However, the guidelines need to be carefully
scrutinized because they are primarily guidelines for those treatment modalities
used by a specific discipline.  It is not always clear which guidelines have strong
empirical support and which guidelines are the clinical opinions of experts.
Therefore, guidelines also need to be evaluated in terms of their empirical data
base and the professional and service orientation of its panel members.

2)The extent to which clinical practice guidelines can be useful in training service
providers depends on the quality and applicability of the guidelines available.
Clearly, the American Psychiatric Association guidelines on the treatment of
schizophrenia contain some important information for students in psychosocial
rehabilitation, but it has little use in defining the empirically-confirmed and
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expert-recommended knowledge and skills needed to provide rehabilitation
services to people with schizophrenia.

3)Given the above caveats, the use of clinical practice guidelines and standards of care
(such as level of care needed) would represent a considerable step forward in
student training, which is all too frequently guided by the professor's own
training and favorite theories of intervention.

4)It is important that practice guidelines become cross-disciplinary so that the  data
collected from efficacy and effectiveness studies and the suggestions of expert
panel members represent the full range of effective interventions and the full
knowledge/skill base needed to provide those interventions.

 5)Federal support is probably needed to create practice guidelines panels which are
balanced in terms of the knowledge of the full range of effective interventions, and
of the skills needed to treat the full range of symptoms, behavioral and social
deficits, and handicaps that accompany mental disorders.  The highest level of
standards for practice guideline development needs to be employed (e.g., Clinton,
McCormick, & Basteman, 1994).

B.  Evaluative Strategies used in managed care

Comments on standards of care from managed care
The standards of care begin to provide a specificity to mental health interventions that
could lead to  greater clarity about the knowledge and skills needed by mental health
providers, to more uniformity across programs, and to specific knowledge/skills
competencies and quality indicators that could be used in training programs.
Unfortunately, there are significant barriers to this transfer.
(1)Most of the material from managed behavioral healthcare companies is proprietary.

This is to the detriment of both the quality of the standards and their utility for
training.

(2)They are not published  and are unavailable to faculty without permission.
(3)They may lack input from a wide range of experts and practitioners.
(4)The individual criteria are without documentation or rationale.
(5)It is not known if service consumers and their families have provided any input into

them.
(6)The guidelines about types of services that clinicians can provide give no indication

of empirical validity, reliability, comprehensiveness, cost-effectiveness, etc.  While
many of the standards appear to be based on best practices among experts in a
particular area, others lack research support or even any consensus among
experts.

(7)There is also a lack of consensus on criteria used by managed care, especially in the
area of quality management.  For instance, Science Applications International
Corporation (1995) presented a table on outpatient utilization criteria for
outpatient treatment from seven managed care companies (p. 2-25).  There were 35
criteria in all from the seven companies.  Using the table, I found that the average
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number of companies using any one criteria was 2.  Of the 35 criteria, only 5
criteria were used by more than a majority (i.e., 4 or more) of the companies.

(8)In the area of psychosocial interventions, most guidelines only allow  psychotherapy.
Yet the range of interventions that have an empirical base and that are useful for
increasing functional capacity of people with serious mental illness is far greater.
Johnson, Coursey, and Morris (1996) present a brief list of effective interventions
along with the strength of the data and the names of researchers in the area.

Strong Research support
+ psychotropic medication (Davis, May, Hogarty)
+ assertive community Treatment (Stein & Test)
+ social learning (Paul & Lentz)
+ achievement groups (Fairweather)
+ family psychoeducation (Leff, Goldstein, Falloon, Hogarty)
+ interpersonal therapy--depression (Weissman,  Klerman)
+ cognitive-behavior therapy--depression (Beck, Rehm, 

Lewinsohn)
Medium Research Support

+ supportive psychotherapy (Hogarty, Falloon, Mendel)
+ group therapy (Kanas)
+ family education
+ patient psychoeducation (Eckman)
+ cognitive-behavioral therapy (Bellack, Brenner)
+ social skills training  (Bellack)
+ vocational rehabilitation, supported employment (Bond)
+ psychosocial clubhouses

Also see Corrigan, McCracken, & Mehr (1995) for practice guidelines for extended
psychiatric care, and see Lehman, Buchanan, Dixon, Goldman, McGlynn, & Scott (1996)
for an excellent set of empirically-based treatment recommendations for schizophrenia
alone.

C.  Outcomes research

Studies of outcome
(1)We have a significant data base on services for people with SMI that could provide a

set of empirically-established clinical guidelines for standards of care and training
mental health providers (e.g., Lehman,  Buchanan, Dixon, et al., 1996).  This
outcome research on serious mental illness also provides some safeguard against
wishful thinking that inexpensive short-term treatments are necessarily equally
successful when compared to  longer-term and more costly interventions.
Additional long-term cost-effectiveness studies are critical for the types of
decisions that managed care companies must make on currently unsatisfactory
foundations.
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(2)Managed care companies might want to increase their R&D funding in order to
support research which evaluates best practices, quality standards, and the
average length of care needed to resolve or stabilize a variety of mental
conditions.

(3)There is a great need for sophisticated research on many of the new programs being
developed in psychosocial rehabilitation and other sectors of the public mental
health system.

(4)This rapid accumulation of research suggests that mental health service providers
need to be research literate, and that training additional clinical researchers and
program evaluators (see NIMH, 1991) would have high payoff for clients and
managed care companies.

Comments on outcome measures
The most common evaluations of treatment outcome are symptom reduction and
rehospitalization.  There are serious problems with both:  symptoms are not well
correlated with the persons' ability to function, and rehospitalization can be a sign
of coping on the part of the client or the lack of alternative sources of treatment.
Recently, there has been an increased interest in other possible outcomes.

(1) "Deficits" such as attention problems and other neuropsychological dysfunctions
have been increasingly studied, but the correlation of these deficits with everyday
functioning is not yet clearly established.

(2) Rehabilitation programs focus more on level of functioning in daily living skills.
Unfortunately, functional assessment batteries for people with serious mental
illness are not well developed nor widely used.

(3) Consumer satisfaction is commonly used in program evaluations.  Usually global
satisfaction questions are used and they invariably result in positive ratings.

(4)Costs are sometimes compared between the experimental treatment versus
traditional treatments.  All of the above have been developed by researchers,
clinicians, and mental health agencies.

(5)One major problem is that mental health consumers have not been asked to express
what they are looking for in terms of outcomes.   The consumer and ex-patient
movements have become increasingly articulate about the services and treatment
they want.  In response, the Mental Health Statistics Improvement Program
(MHSIP) of CMHS has supported the development of a consumer-oriented mental
health report card (MHSIP Task Force, 1996).  The MHSIP Mental Health Report
Card is an excellent example of a quality assessment of a mental health service
system.  Its strength are its explicit methodology, its literature base, and its
inclusion of consumers throughout its development.  It would also be an excellent
teaching example of what an effective consumer-friendly service system might
look like and how to evaluate a mental health system from that perspective.

D.  Problems in Core Competencies
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Values, ethics, and attitudes
(1)The is no clear rationale for one way of organizing value competencies over another.
(2)Any arrangement of categories needs cross-validation and further refinements.  An

alternative and more sophisticated method of organizing the
values/ethics/attitudes statements would be to use concept mapping (Trochim &
Cook, 1993).

(3)These value statements come from contributors who are working in and thinking
about the ideal outpatient mental health system.  Acute, inpatient hospitals and
small delivery systems (systems providing only medication and psychotherapy)
may require a somewhat different set of values.

(4)Is there any validity to these value/attitudes assertions?  I know of no controlled
studies, but many of these statements have some sort of "negative validation" from
the failure of our earlier system of institutionalization and its attitudes.  Positive
validation consists mostly of widespread individual and survey reports (e.g.,
Campbell & Schraiber, 1989) from consumers and family members who describe
the positive and negative impact of values and attitudes.

(5)How does a program inculcate values and attitudes in its students?  This is a critical
issue but one which universities avoid to the extent possible.

Managed Care and competencies of mental health service providers
1)Currently, managed care certifies or credentials established practitioners who have

certain degrees, experiences, and ability to deliver the types of services that
managed care desires, or they contract with groups who then select appropriate
personnel.  Other than in some HMO types of organizations, managed care
sponsors very little training and education of its clinical service providers.

2)Having created clinical practice guidelines, standards of care, and criteria for
implementation, the question arises whether managed behavioral healthcare
companies seriously want service providers to be trained to meet them.  Because
of the current excess of service providers, it may not be a current priority.   If yes,
they must either become significantly engaged in extensive training activity
themselves or they need to engage in a dialogue with faculty in training programs
about what skills and knowledge they want their employees to have.

3)If they want to improve their clinical practice guidelines, they must make them public
and engage in a dialogue with a wide range of clinical services researchers, expert
clinicians, and other healthcare organizations.

4)Of course such a dialogue will evoke controversy, but in the long run it could
immeasurably improve the guidelines and ultimately the knowledge and skills of
their potential employees.

5)Making public their clinical practice guidelines would let universities and training 
programs know what to require in terms of knowledge and skills needed and 
would also provide performance criteria that could be used to evaluate 
learning outcomes.  Few training programs have made explicit a detailed list 
of knowledge and skill needed, much less an explicit set of criteria to measure 
success of their training.
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Core competencies found in the Vermont (Carling & Curtis, 1993) and South Carolina
(1995) Statements
Both are excellent starting places to build a unified set of core competencies for service
providers.  The specific strengths and weaknesses of each is given on pages 15-16
above.   More generally, the limitations of both sets of competencies include:
(1)They both need to be broadened by more fully including the medical model and

practices.
(2)Both need to be carefully scrutinized by all of the stakeholders to ensure that their

own core competencies fall under one of the main categories or whether
additional categories are needed.

(3)These two competency statements as well as others collected for this project focus on
outpatient treatment.  While outpatient treatment is where most patients are
treated; nevertheless, hospitalization and crisis services are critical treatments that
require different skills and knowledge, and perhaps even different types of
relationships to clients who are in the middle of a psychotic break.

(4)Neither competency set suggests that providers need some understanding of
research and the basics of program evaluation, even if only to allow them to read
the professional literature.

(5)Neither of the statements include wider issues such as the political and economic
dimensions at both the state and national level which so potently influence the
public mental health system.

(6)Perhaps most importantly, neither of the statements adequately propose any
education directed toward understanding and operating within a managed
behavioral healthcare system.  The beginning of such a direction can be seen in the
South Carolina competencies (i.e., Documentation:  Computer knowledge, Quality
assessment and other documentation concepts, and Rules and regulations).  In
addition to the above suggestions, knowledge and skill statements should also
include knowledge in the areas of prevention, risk management, brief intermittent
psychotherapy, accountability standards such as provider profiles, outcome
measurement, consumer satisfaction, performance indicators, as well as a basic
understanding of the philosophy, organizational principles, and major
components of managed behavioral healthcare.

IV.  NEXT STEPS
These are my recommendations about the next steps.  For me, the key starting

place is attention to and creating a more balanced, integrated set of clinical practice
guidelines for people with severe and persistent mental illness who are currently being
served in the public systems.  Secondly, these clinical guidelines then can be
operationalized by standards of care, quality assurance, performance indicators, etc.
This may mean revising and enlarging the excellent beginning of the SAIC document.
Thirdly, the SMI clinical practice guidelines and the evaluative standards of care can be
used in developing the core competencies needed by the providers and the delivery
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system.  These three documents can be initially worked on simultaneously because
large segments are already developed, and because a new set of panels with experts in
these three areas need to be developed and brought up to speed.  But the panel on
clinical practice guidelines on serious mental illness needs to be considerably ahead of
the other two.

A.  Clinical Practice Guidelines
First I will highlight what needs fixing with clinical guidelines for people with

serious mental illness, then sketch the features that a comprehensive balanced set of
guidelines needs to include.

a) Critical issues/biases/problems with Practice Guidelines:
1)Most practice guidelines have a bias because they are written for and by a specific

discipline or a private business of managing care.
2)Most practice guidelines are written for a specific model of mental illness, either the

medical illness model or the psychosocial competency model.
3)Most practice guidelines are focused on one specific diagnostic entity and ignore dual

diagnoses of all sorts.
4)Most practice guidelines assume family/patient resources such as income, insurance,

housing, etc.
5)Most practice guidelines assume that functional deficits are related to the disorder

(e.g., person is too depressed to work) and that the disorder is episodic and/or
reversible.

6)Many of the managed care practice guidelines assume that the least costly or
intensive methods will be sufficient to return the client to basic functioning.

7)Many practice guidelines assume two basic resources:  a hospital which provides
emergency and short-term mental health interventions and an outpatient clinician
who primarily uses the traditional interventions of medication and
psychotherapy.

8)Most practice guidelines leave out the therapeutic/iatrogenic attributes of some
systems and providers.

These gaps and assumptions need careful scrutiny in devising improved, clinically
useful, and effective guidelines.

b)SMI Practice Guidelines for Treatments, Systems, and Service Providers:
Enlarged, balanced, SMI-focused Practice Guidelines need to be developed.

1)CMHS (perhaps in conjunction with other federal agencies) needs to develop practice
guidelines that are useful for people with severe and persistent mental illnesses.

2)The practice guidelines need to integrate both the medical and psychosocial models.
3)They need to apply to people without personal/familial resources, housing, or

income, and for the medicaid eligible population.
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4)They need to be relevant for clients with severe and chronic functional deficits across
all living skills, and for those with chronic cognitive impairments, even during
periods of mental illness symptom abatement.

5)They need to include all effective and needed services which are cost effective in the
long term.

6)They need to focus on the most common severe and disabling disorders, currently
most commonly found in schizophrenia, bipolar, major depression, borderline
personality disorder and obsessive compulsive disorders where these clients meet
the usual criteria for the public mental health systems.

7)To the extent possible, they need to integrate the results from the adult and aging
panels and cultural competency panels.  A decision needs to be made whether to
do the child panel separately.

8)The work group would start with already developed guidelines, then correct for the
biases listed in section IV A-a above, and introduce a service systems approach as
well as guidelines about effective provider and system attributes.

B.  Writing standards and quality assurance using the SMI Practice Guidelines for 
Treatments, Systems, Service Providers.
Once the SMI Practice Guidelines are written, the next step is to operationalize

them for state delivery systems.  What would be the criteria (standards) and quality
assurance statements that could be expected in the average state system that
implements the SMI Practice Guidelines for Treatment, System, and Service Providers?

This Work Group would start by critiquing present standards as reported in the
various panels (e.g., see II c above).  It should pay special attention to DoD standards,
the MHSIP Report Card, the Hispanic panel, standards for managed care from NAMI,
guidelines for states contracting with managed care, as well as any other documents
that have tried to write evaluative standards and performance indicators for state
systems.  These would serve as templates for the final document which could then
become the CMHS standard for public system/managed care arrangements.  It would
also dovetail nicely with HMO patients' right bills. 

C.  Provider Competencies for persons who work in the public/managed care 
system.
Although much of the basic work could be done by this Work Group prior to the

final products on Clinical Guidelines and on Evaluative Standards/performance
indicators, ultimately the Provider Competencies product must build heavily on the
other two reports.  They also need to attend to the issues discussed in section III D
above.

The Working Conference
If the conference is to plan the development of the three products above, close

attention needs to be paid to the attendees.  I would assume that current panel chairs
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would be invited, but it seems to me that focusing on the three areas above means
reorganization into three major panels and new criteria for the selection of chairs and
participants--namely people with the expertise in the three areas (practice guideline
development and SMI; experts in standards and quality assurance in the
state/managed care system; and experts in writing Provider Competencies for public
systems treating SMI).  The overall Coordinating Committee would receive and
comment on the plan developed by the Conference.

CMHS should also create adequate financing in terms of chairpersons, support
services, and periodic 2 day meetings of each panel to work on their document, as well
as smaller meetings of the chairs to provide information and coordination.
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Table 2:  Principles and Values of Programs  which Train Public-System 
     Service Providers1

Goals of the Educational Process

1. Education should provide a full range of options, understandings, and
viewpoints about the problems and solutions in the field.

2. The process must include both training (of specific skills) and education
(exploratory learning and reflection).

3. Education of service providers needs to provide a balance between
scientific/clinical knowledge and the human experience of the disorder.

4. Students should be trained to think critically, to respect data and evaluation,
and to stay current in the scientific and applied aspects of their work.

5. Future service providers should receive training as systems change agents.

6. Service providers should have a wide range of knowledge and skills relative
to helping individuals with disabilities.

7. Service providers should respect and use the diverse skills provided by other
disciplines and seek to develop transdisciplinary relationships.

8. For each field of mental health providers, there should be a minimal required
knowlege base and skills competency in working with persons with serious
mental illnesses.
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Values Concerning Consumers, Their Families, and Service Providers

Respect for, and empowerment of, clients and their families should be an
underlying value.   Examples of its realization would include:

1. Individuals receiving services, and their families, are potential teachers about
coping with the challenges of serious mental disorders.   Service providers can
and should learn from those receiving services and from their families.

2. Students and providers should be aware of the power dimension in provider-
consumer relationships, and should be taught how to avoid abusing it.

3. Consumers and family members need to be involved in all decisions
concerning themselves.  To the extent possible, all forms of coercion and physical
force should be avoided.

4. Service providers need to be respectful of the consumer's and the family's
experiences, perceptions, and values that are brought to the relationship.

5. Service providers need to respect the choices of persons with serious mental
illnesses.  As much as possible, success must be formulated in each individual's
personal terms.

6. Students must see persons with serious mental illness as  fellow human
beings, be able to enter their frame of reference, and understand their
cultural/ethnic background.  This is also true in working with families.

7. Service providers should value the role of families in the care and support of
their mentally ill relatives.

8. Service providers should understand the value of the consumer and family
movements and other forms of self-help groups.

9. Service providers should seek client feedback on their procedures.
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Values Concerning Service Organizations, Programs, and Larger Systems which
Affect Service

1. Community integration is a mandate for the service system and the
community, while preserving the right of consumers to make choices about
his/her living arrangements.   This assumes a proactive stance on the part of
service providers to educate the community and to build the necessary bridges
for persons with serious mental illnesses.

2.  Education should help students to understand the impact of larger
socioeconomic, legal, and administrative systems on service provision and
clients.

3. Service providers should be aware of how economic arrangements provide
incentives and disincentives for particular types of behaviors, programs, and
systems.

4. Service providers need to work to diminish the fragmentation of the service
delivery system.

5. Service providers need to be trained to develop  programs and interventions
that fit the diverse nature of the population rather than expecting people to fit
existing programs.

6. The value of respect and empowerment should also apply to direct service
staff.  For example, input from direct service staff needs to be solicited in
designing and running programs.

1 Coursey, R. D.  (1990).  Values in the education of students about Serious 
Mental Illness.  Statement of the Maryland Training Consortium on SMI.
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Table 3:   Values, and Attitudes of Adult Mental Health Service Providers

A) PERSONAL  QUALITIES  OF  SERVICE  PROVIDERS

a)Knows and Applies Professional Standards1
1)Knows & applies ethics and standards

Knowlege of legal system:  civil laws, court procedures, commitment laws 
& procedures, advocacy organizations.

Knowledge of individual rights such as confidentiality, civil rights, patient 
rights.

Knowledge of ethical guidelines and boundaries for community support 
work.  Reports ethical, civil rights transgressions.

Connects individuals to legal and advocacy resources as needed/requested.

2)Professional work ethic 2
Dependable (keeps appointments, "hang in there" with difficult clients).
Advocate for consumers.
Builds positive working relationships within and across agencies 

(communicates well, consults, negotiates differences).
Team Player.  (Works well with others, accepts others' roles, open to 

feedback and suggestions, supports others).
Keeps good records.
Works with significant others (family, relatives and others, with 

consumer's approval).
Gets results.
Accountable in all its forms (financial, clinical, programmatic, uses 

evaluation).
Commitment to developing more humane and responsive system of care.
Obtains continuing education (theory, research, and practice), and 

integrates new learning into daily work practice.
Commitment to using research and technology.

b)Personality characteristics

Accepts limitations of self & others Honest
h system.s
Assertive Non-judgmental
Awareness of own strengths & weakness Open-minded
Creative Trustworthy
Flexible Etc.

1Material primarily from Carling and Curtis, Training Standards for Staff Who Work with Adults
with Serious Mental Illnesses in Public Mental Health Services.

2Material taken primarily from Zahniser, J.  (1996).  Provider competencies relate to outcome studies
and outcomes/performance measurement.
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B) INTERPERSONAL  QUALITIES  OF SERVICE  PROVIDERS

General attitudes/values/skills toward clients

a)Empathic.
Sensitivity to the experiential world of serious mental illness.
Accepting feelings without pathologizing.
Understanding the burden of living with the illness and its consequences.
Communication skills that validate, support, and reveal opportunities for 

growth.

b)Respectful.
Preserves clients' dignity, self-esteem, and avoids blame and stigma.
Recognizes that clients and family members are the experts on the specifics 
of the problem and their own needs.
Knows the relevant literature on stigma and discrimination and its impact 
on people with serious mental illnesses.
Avoids stigmatizing language and corrects own inappropriate attitudes.

c)Perceives the uniqueness of each client.
Treats consumer as an unique individual, not a diagnosis.
Avoids labels and stereotypes.
Is aware of racial, ethnic, gender and religious dimensions of client 
behavior and beliefs.
Has realistic expectations.

d)Holistic understanding.
Is aware of the role of biology, basic human needs, social, economic, 
political, vocational, spiritual, and practical factors in the expression 

and recovery in serious mental illness.
Integrates a wide range of perspectives in understanding and intervening 

with clients.
Is flexible, pragmatic, and open-minded in developing treatment 

interventions.

e)Promotes consumer input, choice and cooperation.
Emphasizes choice and cooperation with client rather than force and 
intimidation.
Involves client in a working partnership.

f)Hope and rational optimism.
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Fosters hope, rational optimism in the recovery process.
A longitudinal belief in the potential for recovery with realistic 
expectations in setting treating goals.
Understands the episodic nature of severe mental illness and that relapse 

does not prevent recovery.
Knows that recovery is not a linear process, but involves growth and 
setbacks, periods of rapid change and little change.

g)Competency and strengths perspective.
Assists consumers to identify and use their strengths to deal with their 

deficits and problems.
Builds consumers' strengths, skills, and knowledge of their illness so 
they can manage their symptoms and the rest of their life.
Through self-help groups and other methods, support consumers to 
make choices and become more independent and self-responsible.

h)Consumer well-being and satisfaction.
The consumers' sense of well-being and satisfaction with their lives and 

their behavioral healthcare should be a goal at all levels of service.

i)Collaborative approach to family, significant others, providers, & payers.
The provider uses a collaborative, cooperative approach to problems by 

including consumers, significant others, the family, and other relevant 
personnel in treatment planning and execution.  The payer or managed 
care entity is also a part of the contemporary treatment system and must be 
an integral part of the collaborative process.
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Table 4:  Values of the Outpatient Mental Health System

A) VALUES OF THE SYSTEM ITSELF 1

1)Basic personal rights.  Persons with mental illness have the same rights and obligations as
other citizens of the state... right to choice, the fullest possible control over their own lives and
opportunities to be involved in their communities.

2)Empowerment.  Consumers and families will be  involved in decision-making processes at
the treatment level and collectively in the planning and operation of the mental health system.
An array of services and programs must be available to allow consumer choice.  Programs
must be relevant to and recognize varying cultural, ethnic and racial needs,

3)Family and community support.   Provide families with the assistance they need in order to
maintain or enhance the support they give to their family members.

5)Least restrictive setting.  Services should be provided in the least restrictive, most normative,
and most appropriate setting to meet a variety of consumer needs.

6)Working collaboratively at all levels of state service and across agencies.

7)Effective management and accountability.

8)Local governance.  Local management of resources will improve continuity of care, timely
provision of needed services, and better congruence of services and resources to needs.

9)Staff resources.  Staff must be provided with adequate support systems and incentives.
Opportunities must be provided for skill enhancement training or retraining.

10)Community education & early identification and prevention activities
for risk groups of all ages, public education, and efforts which support families and
communities.

1 Slightly edited from S. Silver &  J. Stockdill (June, 1993).   Values for the System.  State of
Maryland DHMH, Draft Plan for Comprehensive Mental Health Services:  FY 1995 - FY 1999.
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B) PRINCIPLES OF THE REHABILITATION APPROACH2

1)Focus on strengths and competencies, not on pathology

2)Providing differential care for different needs

3)Focus on here and now rather than past problems

4)Committed staff

5)Respecting and enhancing clients' self determination

6)Utilizing environmental supports and persons in the rehab process

7)Enhancing normalization

8)Social change with and on behalf of clients

9)Early intervention and prevention

10)Work-centered rehabilitation process

11)Equipping clients with skills

12)A social rather than medical model

13)All people have an underutilized potential for growth and development3   

14)Setting no limits on participation

2 Edited from R.A. Cnaan, & L. Blankertz (l991).  Comparing consumers, practitioners, and experts 
orientation to psychosocial rehabilitation principles.  Paper presented at the IAPSRS 16th Annual 
Conference, Baltimore, MD, June 26, l991.  Fifteen principles culled from 200 articles on PSR, and 
confirmed by samples of experts, consumers, and practitioners. Rated in order from most essential.
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C) VALUES RELATED TO CLIENT TREATMENT IN A MENTAL HEALTH 
SYSTEM

a)Service Planning
1)Services are coordinated to enhance the total well-being of the consumer, 
rather than isolated programs that address individuals' deficits, or that 
specialize in only one segment of ones' well-being.
2)Consumer is treated as an equal in developing individual service plans 
Training and support may be needed to help consumers become real 
participants.
3)Families should be involved in planning for their family member where 

they are the primary caregivers.  Families should also be provided with 
resources such as education, support, respite care, advice, etc.

b)Service Provision
1)Continuing care is available over the person's lifetime.
2)The service system must provide an integrated system of care.
3)Services are available throughout the community served by the system and 
are easily accessed, flexible scheduling of appointments, reasonable hours 

with after-hours availability.
4)Ongoing evaluation of customer satisfaction and measurement of 
outcomes.
5)Wide range of available services.  Hospitalization, medication, and 
psychotherapy are an inadequate set of services for people with serious 
mental illness.
6)Has adequate and accessible crisis care for people with SMI, and longer term 
hospitalization integrated into the system of care.
7)Family involvement

c)Service providers
1)Staff should have adequate pre-service and continuing education as well as 
supervision in providing specific services to people with serious mental 
illness.
2)Service providers know and apply relevant legal, ethical, and professional 
standards in their work (Americans with Disabilities Act, civil rights, 
confidentiality in treatment, Fair Housing Act, mental health laws of the 
state, patient rights, informed consent, sexual harassment, staff rights, 
relevant standards of care, professional treatment guidelines, and 
state, agency, and managed care policies and procedures,  etc.)
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