
Wesley E. Sowers · Hunter L. McQuistion · 
Jules M. Ranz · Jacqueline Maus Feldman · 
Patrick S. Runnels   Editors

Textbook 
of Community 
Psychiatry
American Association for Community Psychiatry

Second Edition

ALGrawany



Textbook of Community Psychiatry

ALGrawany



Wesley E. Sowers 
Hunter L. McQuistion 
Jules M. Ranz 
Jacqueline Maus Feldman 
Patrick S. Runnels
Editors

Textbook of Community 
Psychiatry

American Association 
for Community Psychiatry

Second Edition



ISBN 978-3-031-10238-7    ISBN 978-3-031-10239-4 (eBook)
https://doi.org/10.1007/978-3-031-10239-4

© The Editor(s) (if applicable) and The Author(s), under exclusive license to Springer Nature 
Switzerland AG 2012, 2022
This work is subject to copyright. All rights are solely and exclusively licensed by the Publisher, 
whether the whole or part of the material is concerned, specifically the rights of translation, 
reprinting, reuse of illustrations, recitation, broadcasting, reproduction on microfilms or in any 
other physical way, and transmission or information storage and retrieval, electronic adaptation, 
computer software, or by similar or dissimilar methodology now known or hereafter developed.
The use of general descriptive names, registered names, trademarks, service marks, etc. in this 
publication does not imply, even in the absence of a specific statement, that such names are 
exempt from the relevant protective laws and regulations and therefore free for general use.
The publisher, the authors, and the editors are safe to assume that the advice and information in 
this book are believed to be true and accurate at the date of publication. Neither the publisher nor 
the authors or the editors give a warranty, expressed or implied, with respect to the material 
contained herein or for any errors or omissions that may have been made. The publisher remains 
neutral with regard to jurisdictional claims in published maps and institutional affiliations.

This Springer imprint is published by the registered company Springer Nature Switzerland AG
The registered company address is: Gewerbestrasse 11, 6330 Cham, Switzerland

Editors
Wesley E. Sowers
Clinical Professor of Psychiatry
University of Pittsburgh Medical Center
Pittsburgh, PA, USA

Jules M. Ranz
Clinical Professor of Psychiatry
Columbia University, Vagelos College of 
Physicians and Surgeons
New York, NY, USA

Patrick S. Runnels
Vice Chair/Professor, Department of 
Psychiatry
Case Western Reserve School of 
Medicine
Ohio, OH, USA

Hunter L. McQuistion
Clinical Professor of Psychiatry
New York University Grossman School 
of Medicine | NYU Langone Health
New York, NY, USA

Jacqueline Maus Feldman
Professor Emerita of Psychiatry, 
Department of Psychiatry and 
Behavioral Neurobiology
University of Alabama at Birmingham
Birmingham, AL, USA

ALGrawany

https://doi.org/10.1007/978-3-031-10239-4


Much has changed since the publication of the Handbook of 
Community Psychiatry in 2012. We are indebted to the many 
contributors to this edition which has morphed into a textbook. 
There are many new chapters and new authors who have joined 
in this attempt to produce a comprehensive accounting of the 
work and ideas of the multitude of psychiatrists working in the 
field and dedicated to serve the community at large. There has 
been growing recognition of the primacy of the community 
service perspective in meeting the needs of our population and 
increasing interest among young psychiatrists entering the 
profession.
This work stands on the shoulders of many of the giants of 
community psychiatry who have passed before us. There are 
too many for us to mention them all here. We are especially 
saddened by the loss of three of these paragons of our 
profession who contributed to the first edition of this book. Carl 
Bell, Joel Feiner, and Richard Warner were tireless in their 
efforts to promote social justice and to serve distressed 
communities. They were advocates, mentors, and superb 
clinicians, and they will long serve as examples for all of us 
who continue to have the pleasure of doing this work. We hope 
that the pages of this book will serve as a memorial to their 
lives and work.
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Introduction: Community 
Psychiatry on the Move

Hunter L. McQuistion, Wesley E. Sowers, 
Jules M. Ranz, Jacqueline Maus Feldman, 
and Patrick S. Runnels

This Textbook is a key expansion of 2012’s 
American Association of Community Psychiatrists 
Handbook of Community Psychiatry (McQuistion 
et al. 2012). With this edition, we aim to deliver a 
comprehensive examination of the many phases 
of public and community psychiatry, offering a 
foundational resource for anyone working for 
community well-being in behavioral health. 
While the volume primarily focuses on psychia-
try’s role in community behavioral health, the 
bulk of chapters are relevant to training and ongo-
ing education for a range of allied professionals 
and policymakers. At the core of this textbook is 

a commitment to document and expand the range 
of professional knowledge, skills, and awareness 
of those who themselves dedicate their work to 
communities of people.

Concerning the role of psychiatry, community 
psychiatry itself as a field or subspecialty is so 
broad that it handily encompasses domains of 
public policy, teaching and research, program 
management and administration, and, of course, 
clinical work. Self-identified community psychi-
atrists flexibly work in multiple roles over their 
careers and not infrequently covering multiple 
domains simultaneously. This bestows the benefit 
of breadth of view in their work and enables them 
to address patient care from all 360 degrees of 
biopsychosocial and to some, arguably, spiritual 
conceptualization.

An important, and unique, dimension affect-
ing the need to diligently update the field is how 
community psychiatry is affected by social, cul-
tural, and political changes. For example, the past 
10 years have brought deep turmoil to America, 
with a widened political division that challenges 
consensus on how to solve both old and new 
social problems. As of this writing, in mid-2022, 
cardinal issues include an overdue re- examination 
of the cultural status quo, most particularly 
defined by the crucible of human rights: the 
struggles of Black and other people of color. This 
is compounded by an international humanitarian 
crisis of refugee migration owing to war and 
social violence, including American immigration 

H. L. McQuistion (*) 
New York University Grossman School of Medicine | 
NYU Langone Health, New York, NY, USA
e-mail: hunter.mcquistion@nyulangone.org 

W. E. Sowers 
University of Pittsburgh Medical Center,  
Pittsburgh, PA, USA
e-mail: sowerswe@upmc.edu 

J. M. Ranz 
Columbia University, Vagelos College of Physicians 
and Surgeons, New York, NY, USA
e-mail: Jmr1@cumc.columbia.edu 

J. M. Feldman 
University of Alabama at Birmingham,  
Gravois Mills, MO, USA
e-mail: jfeldman@uabmc.edu 

P. S. Runnels 
Department of Psychiatry, Case Western Reserve 
School of Medicine, Shaker Heights, OH, USA
e-mail: patrick.runnels1@UHhospitals.org

© The Author(s), under exclusive license to Springer Nature Switzerland AG 2022 
W. E. Sowers et al. (eds.), Textbook of Community Psychiatry, 
https://doi.org/10.1007/978-3-031-10239-4_1

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-10239-4_1&domain=pdf
mailto:hunter.mcquistion@nyulangone.org
mailto:sowerswe@upmc.edu
mailto:Jmr1@cumc.columbia.edu
mailto:jfeldman@uabmc.edu
mailto:patrick.runnels1@UHhospitals.org
https://doi.org/10.1007/978-3-031-10239-4_1


4

and asylum-seeking. Continuing are wholly inad-
equate efforts to improve the lives of people with 
mental illnesses who are homeless or incarcer-
ated. A demoralizing viral pandemic has raged 
across all social strata, too, compounding trau-
matic loss, both personally and economically, 
with effects on well-being that are yet evolving. 
In our view, the COVID-19 pandemic has exacer-
bated a political crisis that separates communi-
ties, sometimes even with hateful speech and 
action. Additionally, the specter of war has 
threatened international stability as not other 
conflict since World War II. And finally, there is 
accelerating urgency to address climate change, 
itself an ultimate social determinant of mental 
health, and indeed the most serious existential 
threat facing humanity. 

The picture may feel dystopian, but we 
would be mistaken to discount efforts to adapt 
and even thrive by using both time-honored 
and developing ways to promote community 
wellness. The above-noted issues, and others, 
affect how today’s community psychiatry 
focuses its energy. These efforts are duly 
addressed throughout the chapters of this 
book’s Edition. Resonant with this is this 
Textbook’s thread of focusing attention on the 
domain of primordial prevention (Association 
of the Faculties of Medicine of Canada 2022), 
otherwise described as addressing social deter-
minants of health. Over the past 10 years, the 
concept of social determinants of health has, at 
last, advanced to the level of accepted termi-
nology, giving community psychiatry’s exper-
tise even greater recognition through its role in 
exploring them in research together with the 
social sciences.

Similarly, community psychiatrists are often 
sought in their daily work to ameliorate or elimi-
nate the human cost of these problems, through 
roles in direct service, clinical administration, 
governmental policy, and organized psychiatry 
and even in overseeing quality in managed care. 
Because these psychiatrists understand that the 
parts of behavioral healthcare are always mov-
ing, they hold systems-savviness and are there-
fore sought out as experts for practice adaptation 
and change.

This overlaps a crucial aspect of community 
psychiatry also weaved into this book: advocacy. 
This book is a vehicle for the American 
Association of Community Psychiatry (AACP) 
and in this way reflects advocacy as a founda-
tional value. As testament and illustration of this, 
AACP recently modified its name from “…of 
Community Psychiatrists” to “…for Community 
Psychiatry,” accentuating the value of advocating 
for population health and the integrity of com-
munities. This name change also reflects the need 
for a broader vision of community psychiatry in 
which a multidisciplinary collaboration prevails.

While the Textbook’s attention to societal 
events strongly reflects the spirit and substance of 
community-oriented service delivery and its 
research, technical and phenomenological devel-
opments have also affected practice, some in 
direct relation to these events. The rapid growth 
of virtual and other electronic technologies is a 
prime example, expanding exponentially during 
the pandemic. Similarly, over the past decade, the 
electronic health record (EHR) has become com-
monplace, enabling enhanced clinical communi-
cation, including directly with patients. 
Paradoxically, the burdens of EHR documenta-
tion can also be tagged as contributors to physi-
cian burnout, yet another development causing 
many psychiatrists to experience a sense of less 
time spent with their patients, compounding the 
continuing pressure for service volume driven by 
reimbursement in organized practice settings. 
Indeed, the last decade has evolved a growing 
concern about a diminishing and aging psychiat-
ric workforce in the public sector, even as demand 
increases. It is hoped that this will be offset by the 
prospect that recruitment of medical students to 
psychiatry is on the rise (Psychiatric News, April 
21 2021), that psychiatric residency programs are 
increasingly sensitive to the effect of social deter-
minants of mental health, and that 
community/public psychiatry fellowships have 
increased in number, from 2  in 2007 to 26  in 
2022.

So, despite serious challenges to practice, 
community psychiatry has firmly established 
itself within today’s profession, and there is rea-
son for optimism in its role on the future pan-
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orama of behavioral healthcare. This highlights 
another of this Textbook’s functions: it is a guide 
for trainees and early career professionals as they 
begin to shape the contours of community psy-
chiatry’s influence on both macro- and micro- 
level changes in healthcare.

In this manner, this Textbook also helps fulfill 
this aspect of AACP’s mission:

…to promote health, recovery and resilience in 
people, families and communities by inspiring and 
supporting community psychiatric care providers, 
and in transforming behavioral health care;

while it pursues this element of its Vision 
Statement:

[to] develop and disseminate knowledge and skills 
for effective and sustainable practices and systems 
to advance population health.

With the Textbook as a tool not only for the pres-
ent practice environment, the rising generation of 
practitioners and leaders in community psychia-
try will have a solid and uniform basis of knowl-
edge and reference for their efforts to advance 
their clinical work and advocacy, continuing to 
build the subspecialty as times change.

Therefore, this edition offers an exposition 
and elaboration of the AACP’s goals by examin-
ing the historical, philosophical, and scientific 
basis and development of community and public 
service psychiatry. The Textbook helps the 
AACP’s efforts to effect technology transfer and 
professional development, and it does so by sup-
porting the AACP Certification in Community 
and Public Psychiatry. It is an updated study 
guide for the Certification examination, with 
many examination questions arising from its 
chapters.

In terms of content, we have keenly focused 
on a consistency of approach to patient care, in 
systems management, public policy, training and 
education, and research priorities among the 
chapters. We have drawn on expert chapter 
authors, especially AACP members, who share 
the organization’s goals. We are deeply indebted 
to them for their energy, vision, and hard work in 
preparing their ideas for our readers. We are par-

ticularly honored by those authors who are not 
psychiatrists  – colleagues in psychology, social 
work, nursing, and the peer community  – who 
have been crucial in assuring comprehensiveness 
and perspective within the volume while also 
reflecting the inherently multidisciplinary and 
collaborative nature of community psychiatry. 
Finally, we are indebted and pay homage to those 
contributors to the 2012 Handbook who are now 
deceased and missed, leaders and mentors in our 
field who are noted throughout the book.

 How the Book Is Organized

The Textbook is organized into nine sections, or 
parts, that cover topics that are relevant to the 
conceptualization and practice of clinical work, 
but also give a theoretical basis, as well as histori-
cal context, to the various topics within commu-
nity psychiatry.:

 Part I: Introduction and Background

After this Introduction, chapter “History of 
Community Psychiatry” sets the stage by describ-
ing the historical evolution of community psy-
chiatry, offering chronological development of 
where behavioral health services are today. The 
emphasis is on the US behavioral healthcare sys-
tem, but that system could not have itself evolved 
without traditions and initiatives going back cen-
turies, primarily in the Western world.

 Part II: The Basics: Central Pillars 
of Community Psychiatry

Part II covers essential features of practicing in 
community-oriented systems, and it represents 
our view of what are cardinal values in today’s 
behavioral healthcare: recovery and person- 
centeredness, population health and prevention, 
leadership and collaboration, advocacy and social 
justice, and care integration and comprehensive 
services.

Introduction: Community Psychiatry on the Move
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 Part III: Core Competencies 
for Community Psychiatrists

Once basic principles have been understood, 
essentials of successful clinical practice can be 
gathered. These include creating a service culture 
that is welcoming to people seeking help, devel-
oping enlightened service planning that is an also 
trauma-informed, and how to employ techniques 
and clinical skills to address challenges com-
monly experienced by those we serve.

 Part IV: Effective and Established 
Interventions

Expanding on technique, Part IV examines clini-
cal and rehabilitative practices that have been 
shown to be particularly effective in helping peo-
ple pursue personal recovery goals. These span a 
discussion of evidence-based practices (EBPs) 
and their tension with the “practice-based evi-
dence” that grows out of clinical experience, wis-
dom, and quasi-experimental data. How EBPs 
inform interventions for co-occurring mental ill-
nesses and substance misuse is examined in this 
light. Included in practical approaches, the sec-
tion also covers the ascendance of cognitive 
behavioral therapy, both for general psychiatric 
populations and its important emergence for psy-
chosis (discussed in Part VII). Also covered here 
is the critical tool of psychiatric rehabilitation, 
not infrequently glossed over in psychiatric train-
ing, with specific references to other chapters in 
this book that, together, thoroughly discuss all its 
aspects. The section also includes the role of 
emergency services as well as reviewing the cur-
rent state of assertive community treatment. 
Often not emphasized, but so important to com-
munity well-being, is a chapter on families and 
the interventions tailored to them.

 Part V: Creating Healthy Communities

In the end, supporting community health is a cen-
tral mission of public service. Its application to 
community psychiatry is given detail in Part 

V. The stage is set by the basic science of com-
munity psychiatry, epidemiology. It then moves 
from the quantitative to the equally significant 
qualitative effects of community, political, and 
social effects on community well-being. 
Operationalizing community psychiatric princi-
ples is explored in the chapter on community col-
laboration, as well as with one presenting services 
research precepts and methodology. Part V also 
examines the specific community disruptions 
caused by incarceration, disasters, and the 
impending global effect of an 800-pound gorilla: 
climate change.

 Part VI: Supportive Services 
for Community Living

In coping with societal realities, Part VI 
addresses responses by advocates, policymak-
ers, and behavioral health program planners to 
address social determinants of mental health 
challenges, with the goal of blunting their 
effect. This section therefore delves into issues 
that affect housing and employment and the 
challenges of service coordination. Because 
the recovery experience cannot progress in 
isolation, particularly with the vicissitudes of 
societal impediments, this section discusses 
social supports through the clubhouse move-
ment, with peers, as well as how a person can 
mobilize personal wellness.

 Part VII: Special Populations

So much of community psychiatry is defined by 
conceptualizing and working with clinical popu-
lations. From a clinical service vantage point, 
local communities manifest population needs, 
and any treatment of them in a volume like this 
one can never cover them all. However, Part VII 
focuses on how clinicians and organized systems 
of care can address the needs of ten prominent 
clinical populations based on demographics, 
rural residence, veteran status, sexual orientation, 
homelessness, and migration status. Also 
included in this section is detail regarding popu-
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lations with a first episode or early psychotic 
challenge, along with practical description of 
cognitive behavioral therapy of psychosis.

 Part VIII: The Development 
and Administration of Services

Extending the systems expertise inherent in pub-
lic and community psychiatry into management 
is the business of Part VIII.  Many public and 
community psychiatrists enter this arena in the 
interest of advocating for necessary change and 
the need to affect population health. The section 
covers an overall vision for a public mental health 
system, the role of medical director, the chal-
lenges of workforce development, the financing 
of behavioral health, how to successfully wrestle 
with clinical value, and, then, how to evaluate 
programming. It also explores the burgeoning 
universe of technology in behavioral health, an 
area that, as noted above, has expanded dramati-
cally over the past decade.

 Part IX: Shaping the Future

As we shape the future, three chapters are neces-
sarily dedicated to the process of education and 
training, including how mentorship might even 
begin before medical school and how public and 
community psychiatry fellowships have a key 
role in mounting sophistication for work in pub-

licly funded clinical environments. Consequently, 
we pull together all the elements embraced by the 
textbook and deeply discuss future prospects in 
community psychiatry, including on an interna-
tional level.
Finally, though this book does not attempt to 
minimize contributions of other recent treatments 
of community psychiatry (Rowe et  al. 2011; 
Jacobs and Steiner 2016), it aims to reinforce 
and, in many respects, deepen the conversations 
emerging from them, offering an enlightening 
and comprehensive view. We hope the chapters in 
this book are rewarding for you, enabling the 
Textbook to meet its goals.

References

Association of the Faculties of Medicine of Canada. 
AFMC Primer on Population Health, Chapter 4. 
Available at: https://phprimer.afmc.ca/en/part- i/chap-
ter- 4/. Accessed February 6, 2022

McQuistion HL, Sowers WE, Ranz J, Feldman JM (2012). 
Handbook of Community Psychiatry (eds.). Springer, 
New York City,

Jacobs S & Steiner JL (2016). Yale Textbook of Community 
Psychiatry (Eds.). Oxford University Press, New York 
City

Psychiatric News, April 21, 2021. Psychiatry Residency 
Match Numbers Climb Again After Unprecedented 
Year in Medical Education. Available at: https://psych-
news.psychiatryonline.org/doi/full/10.1176/appi.
pn.2021.5.27. Accessed February 2, 2022.

Rowe M, Lawless M, Thompson K, Davidson L (2011). 
Classics of Community Psychiatry: Fifty Years of 
Public Mental Health Outside the Hospital (Eds.). 
Oxford University Press, New York City.

Introduction: Community Psychiatry on the Move

https://phprimer.afmc.ca/en/part-i/chapter-4/
https://phprimer.afmc.ca/en/part-i/chapter-4/
https://psychnews.psychiatryonline.org/doi/full/10.1176/appi.pn.2021.5.27
https://psychnews.psychiatryonline.org/doi/full/10.1176/appi.pn.2021.5.27
https://psychnews.psychiatryonline.org/doi/full/10.1176/appi.pn.2021.5.27


9

History of Community Psychiatry

Jacqueline Maus Feldman

 Introduction

Since antiquity, mental illnesses have proven 
challenging for individuals suffering with them, 
for families who wish to support them, and for 
communities in which they live. Evolution in the 
development of community services and sup-
ports has been predicated on the understanding or 
interpretation of mental illness, aided by accep-
tance and innovation, but often anchored in igno-
rance, stigma, and short-sightedness. Regardless 
of how one defines community psychiatry (by 
provider, by setting, by duration of care, by diag-
nosis, by set of principles, by finances/payer of 
services), multiple facets are important in the 
evolutions of the field. A historical review of 
community psychiatry is imperative to compre-
hend the variables that impact the lives of those 
touched by mental illness and may suggest how 
systems of care should be organized to enhance 
recovery.

As early as the Neolithic era, evidence exists 
that many attempts were made to treat and cure 
mental illness. Skeletal remains with large burr 
holes in their skulls from that era have been spec-
ulated to reflect interventions in brain disorders 
(Brothwell 1981). Records from ancient Egypt 
reported clinical presentations of depression and 

somatization, with trials of magical spells, appli-
cations of body fluids, use of hallucinogens, and 
religious retreats to ameliorate these conditions 
(Nassar 1987). Hindu religious texts denoted 
interpretations of mental illness as reflections of 
supernatural beings imbued with magical pow-
ers, or as a result of the body being out of bal-
ance; the religious community responded with 
application of prayers, herbs, or persuasion (an 
early attempt at therapy?) (Bhuga 1992). Bodily 
imbalance was also embraced as an explanation 
for mental disorders by the ancient Chinese; 
treatment like herbs and acupuncture sought to 
being these back in alignment (Yizhuang 2005). 
Ancient Jewish cultures viewed mental illness as 
a reflection of a discordant relationship with G-d. 
Eschewing theories that the etiologies of mental 
illness were supernatural or divine in nature, 
Hippocrates recommended close observation; 
accurately described numerous mental maladies; 
noted contributory roles of environment, diet, 
and lifestyle; and suggested treatment be focused 
on balancing bodily fluids. Ultimately Plato 
embraced the theory that all mental illness was 
predicated on physical problems, and a Greek 
physician became the first to suggest humane 
treatment, including releasing agitated patients 
from restraints (von Staden 1996).

During the Middle Ages, the Quran reflected 
the need to treat those who were mentally chal-
lenged with humane protectiveness; some 
Muslim physicians encouraged the development 
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of trusting counseling relationships and devel-
oped patient-centered, supportive asylums from 
700 to 1200 AD (Million 2004). Unfortunately, 
such forbearance was not as readily apparent in 
Europe during the Middle Ages, where interpre-
tation of mental illness again became tied to a 
“mixture of the divine, diabolical, magical and 
transcendental” (Millon, p. 38). Humors, spirits, 
and demons were all thought responsible for 
mental disorders, and the suffering individual 
was thought to be morally unfit and suffering 
from sin and punishment for a lapse in his 
 relationship with G-d or possessed by the devil. 
During this time, the challenge of providing care 
for these individuals fell to families, although in 
England the courts often provided additional sup-
ports. Others were not so lucky and were the tar-
get of witch hunts; the “more” fortunate were 
removed (or pushed) from family care and 
shipped off to and restrained in almshouses, jails, 
or mad houses (Wright 1997).

The Age of Enlightenment marked a resur-
gence in the belief that mental illness was predi-
cated on physical not moral problems, though 
patients were often seen as wild animals, needing 
restraint and physical punishment to ameliorate 
their animalistic furies. In America in the 1700s, 
the general medical Pennsylvania Hospital began 
to offer services for those with mental illness 
(though in its basement), and colonial Virginia 
opened the first mental health asylum in 
Williamsburg designated specifically for citizens 
with mental illness. Towards the end of the 1700s, 
the moral treatment movement occurred, with 
leadership provided by Phillipe Pinel in France 
and Tuke and the Quakers in England. Rees 
(1987) describes Pinel’s philosophy:

the insane came to be regarded as normal people 
who had lost their reason as a result of having been 
exposed to severe psychological and social stress. 
These stressors were called the moral causes of 
insanity and moral treatment relieves the patient by 
friendly association, discussion of his difficulties 
and the daily pursuit of purposeful activity; in 
other words, social therapy, individual therapy, and 
occupational therapy.” (pp. 306–307)

Before further exploring moral treatment in the 
United States and the evolution of psychiatric 
care that eventually culminated in expansion of 

community psychiatry, a brief sojourn into the 
history of Geel is imperative, as it illustrates the 
potential and capacity for a community to 
embrace and support people with mental illness 
in a recovery-oriented fashion. Over 700  years 
ago, a city in Belgium, Geel, established a system 
of community care for those with mental illness 
that has been sustained, in some fashion, through 
this very day. By legend, it is told that in the 
sixteenth- century Dymphna, the daughter of an 
Irish king, fled to the forests of Geel to escape her 
recently widowed father, who in a grief-stricken 
delusion, demanded she marry him. Instead of 
acquiescing, she chose to be beheaded; named 
the patron saint of those with mental illness, the 
site of her martyrdom became a chapel that wit-
nessed cures of mental illness. Pilgrims seeking 
miracle cures overwhelmed the region and the 
church onsite became their housing; at the 
bequest of the overwhelmed church, villagers 
from the surrounded area open their homes and 
thus began the tradition of “integrated, commu-
nity residential care” (Goldstein and Godemont 
2003). These often trans-generational foster fam-
ilies provided mental health care and support 
with virtually no formal training, and by the late 
1930s over 3800 boarders were living with Geel 
families; for the most part “the role of the family 
as caretaker, teacher, natural supportive parent, 
and behavioral model allows the boarder to func-
tion in the normal social world” (p. 449).

By the 1950s, however, boarder populations 
began to decline. A study was initiated in Belgium 
in the mid-1960s to study Geel and its mental 
health-care system, as its original leader was 
expressing fears that the Colony would dwindle 
away. Instead, legislation has elevated the Colony 
to autonomous status, and new physician admin-
istrators have inspired evolution in the services 
rendered. More recent research reflects the 
majority of boarders are male, ages ranging from 
15 to 75, half have intellectual disabilities, and 
over 20% are diagnosed with schizophrenia. 
Non-adherence rates are low, and a relatively low 
incidence of violence is reported. Each family 
has a psychiatric nurse assigned to them, and 
hospitalization is available if necessary. Of inter-
est, boarders are not kept out of pubs (taverns), 

J. M. Feldman



11

which are “an important part of community social 
life” (p. 455). Historically largely agrarian (which 
offered boarders opportunity for farming jobs), 
Geel is now industrialized; boarders still are 
“given the opportunity to do meaningful work” 
(p. 456). Geel

acknowledges and accepts the human needs of the 
boarders and responds to those needs rather than 
acting on unfounded or exaggerated fears...because 
of their exposure to and experience with mental ill-
ness, the entire population protects rather than 
fears members of their community who are men-
tally ill. The living legend of Geel offers an oppor-
tunity to learn lessons that can encourage effective 
mental health care—community caring in caring 
communities.” (p. 456)

A more recent study of Geel (von Bilsen 2016) 
reflects the importance of “radical compassion 
and kindness” and “social integration, care in the 
community, and normalization” as instrumental 
for successful functioning in the community, as 
well as offering opportunities for de- 
stigmatization and acceptance of those living 
with mental illness.

Unfortunately, communities like Geel are dif-
ficult to replicate, but dedicated individuals con-
tinued to strive to enhance mental health care in 
America in the mid-1800s. Inspired by Phillippe 
Pinel, Dorthea Dix promulgated moral treatment 
reform in America. After failing to convince the 
federal government to embrace responsibility for 
those with mental illness (in 1854 President 
Franklin Pierce vetoed a bill that would have set 
up federally funded construction of mental hospi-
tals), Dorthea Dix continued her campaign, 
begun in the 1840s, to convince state govern-
ments “to provide that which many of the ill 
patients lacked: stable housing, nutritious meals, 
supportive care in kind and calming environ-
ment….to provide asylum for those needing sup-
port and nurturing to cope with their mental 
illness” (Feldman 2010, p. 193). Asylums were 
constructed and patients admitted and “treated” 
(with kindness, housing, food, and work). While 
initially capable of providing succor and support, 
the institutions were quickly overwhelmed by an 
influx of society’s less fortunate (those with 
chronic medical illnesses like syphilis and 
dementia, orphans, and those who were impover-

ish); battling excessive caseloads and inadequate 
funding, humane treatment floundered in asy-
lums, and patients were warehoused with little to 
no treatment or care offered (Crossley 2006). 
Although the introduction of ECT and insulin 
shock therapy ensued, many patients spent the 
remainder of their lives incarcerated in state hos-
pitals. By the mid-1950s, the numbers of patients 
housed in American mental institutions peaked at 
over 550,000.

In the late 1800s and early 1900s, other 
reforms and treatments in mental health blos-
somed that set the stage for the evolution of insti-
tutional care ultimately transitioning to 
community-based care. The Mental Hygiene 
movement was led by Clifford Beers, a brilliant 
young financier who developed bipolar disorder, 
attempted suicide, and spent 3 terrible years in a 
state hospital in Connecticut. Against the recom-
mendation of most of his friends and supporters, 
he felt compelled to document his course of care 
(even going so far as to get himself locked down 
on the freezing violent ward), hoping to improve 
care, to demonstrate to the general public that 
people with mental illness could recover, and to 
prevent mental illness and institutionalization. 
He was instrumental in the formation of the 
National Committee on Mental Hygiene, which 
ultimately evolved into the NMHA, now known 
as Mental Health America. This group performed 
and published surveys of state hospitals and 
patient treatment and treatment conditions and 
proved instrumental in changing conditions in 
state hospitals across the nation (Beers 1981).

In the late 1940s, a clubhouse model of psy-
chosocial rehabilitation burst on the scene in 
New  York City. Based on the belief that those 
with mental illness were capable of helping each 
other, the Fountain House (detailed in chapter 
“Fountain House and the Clubhouse Movement”), 
a membership organization run for and by per-
sons with mental illness, was established. It 
aimed to achieve many things for its members 
that became the backbone of the principle of psy-
chosocial rehabilitation: establishing relation-
ships, increasing productivity and self-confidence, 
re-entrance into society, learning self-advocacy, 
and fighting stigma. It has spawned numerous 
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organizations locally and has served as a role 
model for many as they develop their own club 
house models (Fountain House).

The use of psychoanalysis to treat patients 
with neuroses blossomed in the 1930s and 1940s, 
and the creation of a veteran population afflicted 
by PTSD in World War II underscored not only 
personal vulnerability to horrendous stress but 
also the protective power of the unit (community) 
and incentivized the government to step up efforts 
at treatment (Marlowe 1996). See also chapter 
“Veterans’ Services” on veterans’ issues. Until 
the middle of the twentieth century, however, the 
systems of care for those with serious mental ill-
ness evolved slowly, and little significant prog-
ress was made towards actual treatment of mental 
illness; instead, the major focus continued to be 
segregation of those with mental illness from the 
general public. However, the mid-1950s and 
early 1960s were the beginning of a massive tran-
sition of those with serious mental illness back 
into the community. Although the introduction of 
the discovery and use of major tranquilizers 
(chlorpromazine) have often been touted as the 
major influence in de-institutionalization (move-
ment of state hospitalized patients into the com-
munity), it is entirely possible that finances and 
politics were major players as well. Grazier et al. 
(2005) noted:

efforts to transfer responsibility/costs between and 
among agencies, states and the federal govern-
ment, with persistent funding sources that were 
inadequate to meet the kind of resource and service 
needs of adults with serious mental illness...
resulted in confusion, complexity in access to pay-
ment for services, created a burden on consumers 
and their families and disincentive from grass root 
providers to meet services needs…what developed 
was a lack of consistent national mental health 
policies…that led to a piecemeal financial system 
that diffused accountability, encouraged cost- 
shifting, and obscured service responsibility result-
ing in vulnerable populations being poorly served 
or abandoned. (p. 549)

State and federal legislation was passed that 
moved the development of community-based sys-
tems of care forward. In 1948 the National Mental 
Health Act created the National Institutes of 
Mental Health with the goal of supporting and 
sustaining innovative mental health-care pro-

grams and “scientific” treatment. In 1958, 
Congress passed the Mental Health Study Act, 
which was to “provide for an objective, thorough, 
and nationwide analysis and re-evaluation of the 
human and economic problems of mental illness” 
(Public Law 84-192). A resultant report (Action 
for Mental Health) delineated necessary funding, 
staffing, and treatment that President Kennedy 
used as a springboard to recommend a National 
Mental Health Program, calling for the building 
of two thousand mental health centers to provide 
comprehensive community-based programs to 
serve those with severe mental illness and adults, 
children and families suffering from stress (Ewalt 
1961). In 1963, the Mental Retardation Facilities 
and Community Mental Health Center 
Construction (CMHC) Act was signed into law; 
unfortunately, proposed funding for staff was 
revised downward in 1965, and only substantial 
funding for the building of community mental 
health centers remained. Still, these centers were 
to provide both inpatient and outpatient services, 
consultation and education, and day treatment 
and crisis services. Centers serving rural areas 
and poor urban areas received additional funding. 
Worried that federal support would eventually 
disappear, there was some reluctance on the part 
of states to embrace these funds; by the time the 
program was terminated in 1981, only 754 catch-
ment areas had applied for funding. It is worth 
noting that CMHC funding bypassed state 
authorities and was provided directly to local 
community authorities and agencies, since it was 
felt that states mostly provided inpatient services 
and that local community agency would be more 
responsive to the needs of local communities. 
Indeed, local communities were more interested 
in serving the larger number of people with com-
mon mental disorders rather than the smaller 
number of people with serious mental disorders 
served by state hospitals. As a result, many of 
these mental health centers focused care on those 
who were not seriously mentally ill. “These times 
reflected the beginning of a philosophical shift in 
treatment; psychiatric predicated care fell to psy-
chologists, and effective interventions were 
thought not be medical or biologic in nature, but 
to be social or educational, and where it was prof-
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fered, that early intervention could prevent men-
tal illness” (Feldman 2010, p. 194).

The passage of Medicaid and Medicare in the 
mid-1960s offered some provision of care and 
service, although these programs were not 
designed for patients with serious mental illness. 
Without continuous employment, SSDI was not 
available to these patients, and lower payment 
and higher co-pays existed for mental health until 
recently. IMD (Institution for Mental Disease) 
restrictions kept (and still keep) patients with 
Medicaid from accessing free-standing psychiat-
ric hospital services, though there is considerable 
advocacy for such services to be paid for by 
Medicaid. Further elaborations on funding for 
mental health care are offered in chapter 
“Financing of Community Behavioral Health 
Services” concerning behavioral health 
financing.

Eventually hospital closures and/or downsiz-
ing meant the state hospital populations went 
from a high of over 558,00 to 62,000 in 1996. In 
spite of promised assistance with treatment, med-
ication, housing, and vocational training, during 
the 1970s and 1980s, local mental health centers 
proved at best inconsistent in providing said 
treatment, and patients often found themselves 
facing “trans-institutionalization (placement in 
nursing homes, boarding homes, foster care, jails 
or prisons).

While President Nixon was successful in 
withdrawing some public support of mental 
health care, in 1977, President Carter empowered 
a Commission on Mental Health to review ser-
vices and funding across the nation. It discovered 
that community services had increased over the 
last 15 years, but that substantial numbers of pop-
ulations (ethnic minorities, the urban poor, 
women, children, veterans, those with physical 
handicaps, adults with chronic mental illness) 
were underserved, living without basic necessi-
ties, limited aftercare or medical care, and 
increased rates of hospital recidivism. The report 
encouraged the development of services for those 
with chronic mental illness, proposing federal 
grants for said development; the National Mental 
Health Service Systems Act of 1980 called for – 
and funded – a massive overhaul of the nation’s 

mental health-care system to focus priorities on 
services for these underserved populations. 
Unfortunately, it was underfunded by President 
Reagan and by 1981 deleted entirely by the 
Omnibus Budget Reconciliation Act, decimating 
years of federal leadership, serving to further dis-
mantle the regional impact of NIMH, and reduc-
ing staff and services at local mental health 
centers. Criteria for SSDI also changed then; 
while patients with serious mental illness made 
up 11% of SSDI recipients, they were 30% of 
those who lost program eligibility (Feldman 
2010).

The 1980s and 1990s were also decades of 
imposition of managed care on the service provi-
sion for mental health patients in the community. 
Capitation systems were put in place, ostensibly 
to maintain quality services while controlling 
costs. Standardization of assessments and treat-
ment, limited enrollment rates, risk-sharing, and 
external regulation (all often predicated on mini-
mization of hospitalization) placed enormous 
burdens on local MHCs. But “managed care, 
which fostered a system in which choice was lim-
ited, care was managed to decrease costs, and 
continuity was threatened, was particularly trou-
blesome for individuals with socially stigma-
tized, poorly understood illnesses that had 
traditionally been treated separately from stan-
dard medical care” (Feldman 2010, p.  196). 
Many state systems of care funded by Medicaid 
were decimated, and equivocal results from this 
experiment continue to be reported.

Declared the decade of the brain by President 
George H W Bush, the 1990s did reflect a revival 
in interest in biological treatment of serious men-
tal illness and ushered in a plethora of new medi-
cations, including the atypical antipsychotic 
medications, which were touted as being superior 
to older antipsychotic medication; they did seem 
to have a reduced (though still present) probabil-
ity of causing tardive dyskinesia, a dramatic 
movement disorder side effect. However, as a 
class they also carried with them a propensity for 
placing patients at risk for weight gain and devel-
opment of diabetes, hyperlipidemia, and/or meta-
bolic syndrome. While promising to enhance 
treatment, these new medications also imposed 
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huge financial burdens on formulary costs and 
“opened the door for massive influence by phar-
maceutical companies” (Feldman 2010, p. 196). 
The Medicaid Rehabilitation option did encour-
age a focus on those with serious mental illness 
and encouraged development of a broader array 
of services by offering payment for supports such 
as case managers, day treatment, and ACT (asser-
tive community treatment teams). Many mental 
health centers utilized Medicare funding to 
 provide partial hospitalization services in an 
attempt to minimize hospitalization and re- 
hospitalization. It should be underscored that the 
focus of treatment during this time was on symp-
tom control.

By the early 1990s, there were limited tool 
kits to guide clinical interventions, primitive 
evidence- based practices, few nuanced outcome 
measures, and an increasing demand for service 
in the face of an under-developed psychiatric 
workforce. In response, the federal government 
in 1992 directed NIMH to be reorganized under 
NIH (the National Institutes of Health) to 
strengthen mental health-care research. At the 
same time, CMHS (Center for Mental Health 
Services) was moved under SAMHSA 
(Substance Abuse Mental Health Services 
Administration), to encourage and support 
workforce development. The philosophy of a 
community supports system was embraced. 
Forays into vocational rehabilitation blossomed. 
Psychosocial and psychiatric rehabilitation 
models were developed which emphasized the 
development of vocational rehabilitation plans; 
they focused on characteristics of work that 
were desired, the skills and knowledge neces-
sary to perform the work successfully, the cur-
rent level of readiness, and the methods to be 
used to help close the identified gaps (Wallace 
1993; Lamb 1994; Liberman 1992). A wide 
variety of skills training (see chapter “Psychiatric 
Rehabilitation”), family psycho- education 
(chapter “Family Systems Care in Public Sector 
Settings”), and supported employment modules 
(chapter “Supported Employment”) have been 
developed since then. Barton (1999) reported 
that multiple programs focusing on empower-
ment, competency, and recovery had proven 

helpful: “the range of social, educational, occu-
pational, behavioral and cognitive training has 
improved the role performance of persons with 
serious mental illness, and noted an average of 
50% decrease in cost of care due to reduced hos-
pitalizations” (p. 526).

The report of the US Surgeon General in 1999 
(US Department of HHS) denoted the gap 
between research and practice and made recom-
mendations “emphasizing a scientific base, over-
coming stigma, public awareness, adequate 
services, cultural competence, and real parity” 
(p. 467–8, Cohen et al. 2003). President Clinton’s 
attempt at health-care reform, which included 
parity between medical and mental health, proved 
unsuccessful. It was not until 2008 that Congress 
ultimately passed legislation requiring parity. 
More recently, tool kits and clinical guidelines 
have suggested evidence-based treatment inter-
ventions (APA practice guidelines), and since 
2000 there has been an increasing push for the 
development of means to assess efficacy of treat-
ment and the push for evidence-based practice 
(SAMHSA).

During the latter part of the 1990s and into 
the present, the major focus of treatment has 
shifted from symptom control to rehabilitation to 
recovery addressing needs of the whole person, 
“with the goal to help people pursue indepen-
dence, self-management, personally meaningful 
activities and better quality of life” (p.  427, 
Drake et al. 2003). Core guidelines for recovery-
oriented services included development of trust-
ing consumer/professional partnerships less 
focused on hierarchy than on strength-based 
assessments, shared decision-making (Torrey 
and Drake 2010), psycho-education, relapse pre-
vention, and consumer-centered treatment plan-
ning. Involvement and engagement with families 
as collaborators have occurred. NAMI’s use of 
family- to-family educational techniques has 
supported its efficacy (Mercado et  al. 2016). 
Addressing co-occurring disorders (substance 
use/abuse/dependence and medical illnesses 
concomitantly with mental illness) is proving 
challenging, and yet without addressing these 
co-existing illnesses, patients will continue to be 
at higher risk for relapse and rehospitalization 
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(SAMHSA 2009). Cognitive behavioral therapy, 
dialectical behavioral therapy, and peer support 
(utilization of consumers as peer specialists, 
bridge programs) have offered consumers inno-
vative therapies (see chapter “Peer Service 
Providers as Colleagues”) that can enhance 
recovery (Kart et al. 2021). As community pro-
viders seek to endorse and support rehabilitation 
and recovery, the use of assertive community 
treatment teams (see chapter “Case Management 
and Assertive Community Treatment”) rein-
forces and supports the skills sets necessary for 
recovery (Bond and Drake 2015). Attention to 
the imperative issue of stable housing (see chap-
ter “Housing First and the Role of Psychiatry in 
Supported Housing”) has moved to the forefront, 
with multiple models of housing (dry vs damp vs 
wet; housing first, transitional housing, perma-
nent housing) being attempted (Sylvestre et  al. 
2017). Utilization of telehealth (particularly dur-
ing this era of COVID-19) has expanded capac-
ity (see chapter “Telehealth and Technology”) to 
respond to the mental health needs of the com-
munity in a more timely fashion (Kopec et  al. 
2020). In addition, addressing the impact of 
social determinants and mental health equity on 
the development and maintenance of mental ill-
ness (see chapter “Social and Political 
Determinants of Health and Mental Health”) has 
come to the forefront of developing services for 
those living with mental illness (Compton and 
Shim 2017; Feldman 2020). Workforce develop-
ment (or the lack there-in) continues to plague 
opportunities to plan expansions in access and 
treatment options (Hoge 2017).

Several salient court decisions have had a tre-
mendous impact on the development of improved 
services for mental health patients. These are 
well summarized on a timeline in chapter 
“Advocacy in Evolution: The Push and Pull of 
Psychiatrists”. Suffice it to say, each federal rul-
ing underscores the movement along the spec-
trum of the right to receive the least restrictive 
treatment by those committed to the states for 
mental health care. Recent court decisions (e.g., 
Wit v United Behavioral Health, 2019) reflect 
there continue to be people living with mental ill-
ness who experience discriminatory policies and 

practices by insurance companies that restrict 
timely access to appropriate care.

Legislation continues to affect community 
psychiatry. The Medicare Modernization Act of 
2005 proffered means by which those who had 
Medicare were able to purchase their medication, 
including psychiatric medication. In 2008 the 
Mental Health Parity and Addiction Equity Act 
Parity was passed that legislated that payment 
(and limits) for mental health and provision of 
mental health services (including substance 
abuse services) had to be essentially equivalent 
for medical and mental health care. Despite con-
cerns that costs would rise precipitously, research 
reflects little impact on utilization, cost, or qual-
ity of care (Azzone et  al. 2011). Of note, final 
rules for the Parity Act were not released until 
November 2013, and industry research still 
reflects considerable discrepancies in behavioral 
health access, provision, and reimbursement 
(Davenport et al. 2019).

In terms of mental health care, the passage of 
the landmark Patient Protection and Affordable 
Care Act (aka Obama Care, ACA) in 2010 
expanded capacity of Americans to purchase 
health insurance; by law, behavioral health-care 
services were required to provide certain bene-
fits. The ACA originally included Medicaid 
expansion for all states, but the US Supreme 
Court made Medicaid expansion voluntary. If 
states chose to expand Medicaid, this in turn 
expanded access to mental health services. 
Millions have been able to do so (Beronio et al. 
2014) though there are still millions without 
access, particularly in states that did not expand 
Medicaid eligibility.

Almost 20  years ago, in 2003, President 
George W.  Bush assembled the New Freedom 
Commission on Mental Health. This group of 
health-care practitioners were empowered to sur-
vey services across the United States, identifying 
programs that were particularly successful: “It 
reviewed the science of mental health, and men-
tal health services, and offered an indictment of 
the mental health service system, which included 
fragmentation/gaps in care for children and ado-
lescents, increased unemployment and disability 
(in those with SPMI) and noted that neither men-

History of Community Psychiatry



16

tal health nor suicide prevention were a national 
priority.” Many, many examples of successful 
programs were highlighted. The commission rec-
ommended six general goals: (1) mental health is 
essential to overall health; (2) mental health care 
should be consumer/family driven; (3) disparities 
(like funding and access) had to be eliminated; 
(4) early mental health screening assessments/
referrals needed to be common; (5) quality care 
should be delivered and research increased; and 
(6) community mental health should enhance the 
use of technology (Grob and Goldman 2007). No 
monies were attached to the report or its recom-
mendations, so the report’s capacity to provide 
tangible influence to support evidence-based 
practice was limited. To its credit, the federal 
Center for Medicaid and Medicare Services 
embraced and promulgated a mantra of moving 
science into service and has focused funding on 
that research which could do so.

There have been other changes over the last 
10  years that have significantly impacted those 
living with mental illness:

 1. Engagement with the criminal justice system 
(GAP Committee, Psychiatry and the 
Community 2016). Educational training for 
law enforcement and the judiciary, innovative 
diversion policies, and treatment instead of 
incarceration are some of the strategies that 
are being utilized to enhance safe, recovery- 
oriented engagement and treatment (see chap-
ter “Collaborative Reduction of Criminal 
Justice Involvement for Persons with Mental 
Illness”).

 2. Programs that enhance the identification and 
recovery-oriented treatment for those with 
first-episode psychosis have been established 
nationwide (see chapter “Early Psychosis and 
the Prevention and Mitigation of Serious 
Mental Illness”).

 3. In the face of climate change devastations 
such as drought and famine, storms, and wild-
fires that are already striking in all regions of 
an unprepared world, climate change is rap-
idly becoming acknowledged as the existen-
tial threat to humankind. In turn, mental health 
consequences of climate change are finally 

being recognized and assessment and treat-
ment options considered (see chapter “Climate 
Change: Impact on Community Mental 
Health”).

As the third decade of the twenty-first cen-
tury progresses, multiple determinants are con-
verging on the provision of mental health care. 
It is no longer acceptable to believe only pre-
scribed medications are the sole considerations 
in the treatment of serious mental illness. 
Instead the hierarchical relationship of physi-
cian to patient must evolve into one of partner-
ship, predicated on consumer strengths and 
self-defined desires for recovery goals. Easy-to-
access evidence- based recovery-orientated ser-
vices that address social determinants and 
mental health equity must be organized, funded, 
and coordinated and the consumer supported in 
the community. Stigma continues to hold pow-
erful sway over lawmakers and common citi-
zens, and society, health administrators, and 
financial systems have withheld adequate fund-
ing and service for centuries. By understanding 
the history of neglect and abuse of those living 
with mental illness, community psychiatrists 
can embrace the role of advocate and push to 
surmount the extant disparities in our systems of 
care to enable an evolution towards an embrace 
of and support for recovery: “to achieve the 
promise of community living for everyone 
(with) new service delivery patterns and initia-
tives that ensure every American has easy and 
consistent access to the most current treatment 
and best support services” (New Freedom 
Commission 2003).
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Recovery and Person-Centered 
Care: Empowerment, 
Collaboration, and Integration

Wesley E. Sowers

 Introduction

The concept of recovery is not a new one in 
behavioral health, but it has experienced resur-
gence since the release of the President’s New 
Freedom Commission Report (PNFCR) in 2003 
(Hogan 2003). The belief that persons with men-
tal illness or substance use disorders can lead 
productive and satisfying lives has been part of 
the philosophic core of community psychiatry for 
many years and was practiced most notably in 
psychiatric rehabilitation paradigms through the 
latter part of the twentieth century. While varia-
tions on the theme of recovery have been noted 
since the nineteenth century and perhaps even 
earlier, they were established more formally in 
the 1930s with the establishment of the Alcoholics 
Anonymous and Recovery, Inc. (Sowers 2003).

 Brief Historical Perspective

The idea of recovery has been a mainstay of the 
addiction community for many years. It has its 
roots in the 12-step movement that began in the 
1930s (White 1998). It became clear to the found-
ers of Alcoholics Anonymous that overcoming 
the disease of addiction was much more than 

establishing abstinence. They recognized that 
addictive disorders create thought processes and 
conditioned responses that are far more powerful 
than the physiological manifestations of depen-
dence. They offered an alternative to professional 
offerings that appeared to be more effective 
(Laudet et al. 2000). The 12 steps and the various 
slogans related to thought processes common in 
persons with addictions are all related to current 
concepts about recovery.

Although recovery has had a less prominent 
role in the mental health community in the past, it 
has been part of the scene for nearly as long as it 
has been part of the addiction field. Abraham 
Low, MD, a psychiatrist, began developing 
recovery-enhancing techniques in 1937, and by 
1952, Recovery, Inc was established (Lowe 1950; 
Sachs 1997). Recovery, Inc. is an organization 
run by mental health consumers that employs 
many of the ideas developed by Dr. Low. It offers 
a peer-assisted healing program that focuses on 
changing thought processes, developing auton-
omy, and regaining productive and satisfying 
lives. Like the 12-step approach, it attempts to 
empower people to take responsibility for man-
aging their illness or disability. In contrast to 
12-step program, Recovery, Inc. has recognized 
the value of developing a partnership with help-
ing professionals and has attempted to support 
this relationship (Sowers 2003).

An anti-psychiatry movement originated 
within the profession in the later part of the twen-
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tieth century, questioning the controlling and 
judgmental nature of common practices. The 
legitimacy of diagnosis was also questioned, in 
light of the lack of biologic or etiologic explana-
tion for them as in other branches of medicine. 
Who should define “normal” experience? These 
threads were picked up by survivors of treatment 
and embellished to the extent that psychiatrists 
have been vilified in general in some circles, such 
as Scientology. Laing and Szasz did not see a 
problem with treatment so long as people were 
interested in receiving it. The movement as it 
evolved began to ostracize those who sought and 
participated in treatment, depicting them as 
brainwashed. These controversies continue today 
as diagnostic systems evolve (Rissmiller and 
Rissmiller 2006).

There are many people with mental illness or 
substance use disorders who have felt that they 
have been mistreated by the system, and they 
have become more organized and more vocal in 
recent years regarding their rights as individuals 
and their conviction that they must control their 
own destiny. They assert that they should not be 
oppressed by authorities whose primarily interests 
are control and public safety. The “Recovery 
Movement” has emerged from these convictions, 
and while it is not necessarily a unified movement, 
it has become a significant political force impact-
ing policy and practice in the administration of 
behavioral health services. Persons in “recovery” 
have asserted that systems of care and professional 
attitudes must change if they are hoping to engage 
with them. Only then will they find meaningful 
assistance in their struggle to attain autonomy and 
meaning in their lives (Borkin 2000).

System transformation has emerged as a major 
priority in federal and state behavioral health ser-
vices administrations since the issue of the 
PNFCR and the Surgeon General’s report on 
mental health issues (SAMHSA 2003; US 
Department of Health and Human Services 
1999). Penetration to policy makers and adminis-
trators has been fairly broad, but much work 
remains to be done with regard to training and 
actual practice (Jacobson and Curtis 2000). The 
movements mentioned above have been progeni-
tors of the current emphasis on “social inclusion” 

and securing the civil rights of persons with 
behavioral health disorders and have significant 
impact on the evolution of services today. This 
“transformation” aims to replace a system that 
has been described as prescriptive and paternalis-
tic with one that is collaborative and empowering 
and recognizes the potential for growth and 
change in the individuals that it serves. While 
there are few that oppose this transformation in 
principle, there are many who feel the obstacles 
to achieving the ideal are too formidable to over-
come and that is not applicable to everyone who 
suffers these maladies.

This chapter will consider the nature of recov-
ery and resiliency and their usefulness as orga-
nizing concepts in the evolution of our systems of 
care. It will examine the principles and practices 
which may be most helpful in moving people 
toward recovery and the value of incorporating 
them into the way that services are delivered.

 The Elements of Recovery

The concept of recovery has a long history as 
noted earlier, but it is not a monolithic one, and 
there have been many variations in how persons 
or groups have defined it. If recovery is an indi-
vidual experience as most contend, then each 
person who has experienced it may define it 
somewhat differently. Even though recovery has 
individual meanings and is a dynamic concept, 
there are certain elements that can be identified 
that are commonly included in the definitions and 
that remain fairly stable through changing cir-
cumstances (Whitley and Drake 2010). This sec-
tion will attempt to identify some of those 
common elements and consider their significance 
(SAMHSA 2005).

The term “recovery” implies that a person 
who has been disabled for some period of time 
returns to their previous level of function, but it 
has come to take on a much broader significance 
with regard to persons with behavioral health dis-
orders. There are many who feel that the term is 
inadequate because in many cases people have 
not ever developed good capability and are work-
ing toward establishing it for the first time. This is 
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especially true for children with emotional dis-
turbances. Another objection is the implication 
that there is an end point, or cure. This point 
remains controversial, and there are many who 
claim that recovery, even from severe mental ill-
ness, may be complete, while others contend that 
it is an ongoing process, which, for most people, 
is lifelong.

Whichever position is adopted, being “in” 
recovery, as opposed to being “recovered,” 
describes a process. As various aspects of this 
process are considered, it may be of interest to 
consider how they mirror other theories of devel-
opment, mature coping strategies, and self- 
actualization. Even though the idea of recovery 
has been applied most commonly to situations in 
which a person is struggling to overcome an 
identifiable (or diagnosable) condition, in its 
most basic sense, recovery is about a growth and 
maturation process, not distinct from what all 
people must negotiate at some time in their lives 
(Erikson 1950; Vogel-Scibilia et  al. 2009). As 
such, it can be considered a developmental pro-
cess leading to a “mature” state of being (Mead 
and Copeland 2000).

By contrast, people who do not engage in a 
recovery process often appear to be “stuck” in a 
cycle of making the same decisions over and 
over, despite the fact that they are not happy with 
the results. Most of us experience this state at 
some time in our lives or in some aspect of our 
living and find that we are afraid of uncertainty 
and the possibility that we could be even unhap-
pier if we choose to do something unfamiliar. 
This state will be referred to as “Stagnation” for 
the purposes of our discussion.

 The Aims of a Recovery Process

 Change

A person enters a recovery process as an attempt 
to break patterns of behavior that have been det-
rimental to their well-being. There are almost 
always choices that can be made about how to 
think and act regardless of what type of limita-
tions or disabilities with which one is confronted. 

Change must often be radical in order to escape 
the rigidity of past patterns of behavioral, and 
“reinventing oneself” is a challenging and daunt-
ing prospect.

 Growth

Change leads to growth, to an expanding sense of 
self and of the world. A growth or maturation 
process begins when one is able to embrace 
change and continues in an incremental fashion 
as new experiences and behaviors are added to an 
individual’s palette. A state of stagnation implies 
a closed world of repetition circumscribed around 
sets of stereotyped behaviors. Recovery, in con-
trast, implies expanding world, new possibilities, 
and customized responses to the significant chal-
lenges presented by a changing environment 
(Deegan 1988).

 Autonomy and Resilience

Growth and the development of a broader array 
of behaviors allow people to adapt to a wide vari-
ety of circumstances. Adaptability and the capac-
ity to influence the environment lead to a greater 
sense of personal effectiveness. The way that one 
understands their reality changes from one in 
which they believe that they have no control over 
or responsibility for what happens to them to one 
in which they believe that the choices that they 
make and things they do are the most important 
determinants of their experience and circum-
stance. As the process of recovery progresses, 
there is a growing capacity to act independently 
and to make responsible decisions (Mead et  al. 
2001).

 Purpose and Meaning

Ultimately, satisfaction in life must be derived 
from the ideas and activities that give it meaning. 
We derive meaning from a number of sources: 
spiritual connections, work, relationships, social 
structures, education, recreation, and artistic 
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endeavors (King 2004; Green et  al. 1997). As 
growth progresses and we see ourselves as the 
agents that shape our world, we begin to create a 
set of beliefs to replace a nihilistic void that char-
acterizes a stagnant life.

 Development of Enabling Qualities

In order to initiate and sustain a recovery process, 
a person must develop several qualities to enable 
it. These may be described in various ways, but 
however they are conceived; there is an evolution 
in the thinking process as people progress toward 
the changes they wish to make. Many of these 
qualities are included in various formulations of 
stages of change. The most common of these ele-
ments will be presented here as a progression, but 
in reality, they do not always appear in a linear or 
predictable chronologic order.

 Acceptance and Responsibility

Before a desire to change can take hold, a person 
must recognize their limitations and/or disabili-
ties. While there is often tremendous tenacity in 
resistance to admitting vulnerability and to giv-
ing up the belief that factors outside one’s self is 
responsible for your trouble, once it is sur-
mounted, there is a possibility for change. With 
acceptance comes responsibility, the recognition 
that we must depend on ourselves to do what is 
required to make changes.

 Desire and Determination

In order for change to occur, people must move 
beyond ambivalence and even willingness and 
develop a genuine desire to live differently and a 
determination to do whatever is needed to do so.

 Hope and Faith

When people are stuck and stagnant, they are 
often unable to see that things can be any differ-

ent and feel helpless to change their circum-
stances. When a person decides to enter a 
recovery process, they are embracing the possi-
bility of change, and they must develop the belief 
that they are capable of it.

 Courage, Diligence, and Tolerance

Change requires intense and consistent effort and 
causes a great deal of discomfort and pain. A per-
son must find the courage to face/experience this 
challenge and the tenacity to persevere under 
physical and emotional stress.

 Integrity, Honesty, and Trust

A person engaging in a recovery process is most 
successful when able to consistently pursue and 
represent the truth and judicious values and 
avoiding misrepresentation and deception. 
Achieving this, it is possible to gain respect and 
trust in oneself and from others. These qualities 
make it possible to join a community and find 
meaning beyond immediate self-interests 
(Kaufmann et al. 1989).

 Tolerance, Humility, and Forgiveness

To be human is to make mistakes; sometimes 
they may be egregious mistakes that cause a great 
deal of suffering. In order to progress in a recovery 
process, a person must develop some capacity to 
accept the weaknesses of others and to recognize 
their own. Freedom and equanimity come with the 
capacity to forgive both oneself and others.

 Characteristics of a Mature 
Recovery

The development of the foregoing virtues is 
obviously an extended process which is likely 
to proceed in fits and starts, and it may take 
many years to achieve great consistency. For 
most people, it is a lifelong struggle to stay on 
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track. This process, when successfully negoti-
ated, leads ultimately to a certain balance and 
satisfaction in life in which a person is also a 
reliable and trusted member of a community. 
As these qualities become more and more con-
sistent, confidence grows, as does the ability to 
adapt to and make changes. People find new 
ways to manage their lives and relationships, 
drawing on growing resources and a willing-
ness to accept some of the risk that comes with 
self-disclosure and emotional investment. 
Openness to new ideas, self- observation and 
assessment, a capacity for kindness and empa-
thy, thoughtfulness and flexibility, and the real-
ization that one need not denigrate others to 
value one’s self would all be aspects of a matu-
rity in recovery, whether in mental health or 
with substance use disorders.

 Resiliency and Recovery

As someone progresses with recovery, they 
become more resilient or better able to cope with 
adversity (Unger 2011). These two concepts 
share many common elements, and they both 
imply an ability to thrive. They are generally used 
in different contexts. “Resiliency” is most often 
used by clinicians and other stakeholders when 
referring to the characteristics of children and 
adolescents. The negative implications of recov-
ery, described earlier, are more significant for this 
age group. “Recovery,” on the other hand, is more 
often used when referring to adult development, 
but it is not easily separated from the resiliency 
concept. Many have commented on the inade-
quacy of the terminology, but it has not been easy 
to find broadly acceptable alternatives. While the 
two terms are similar, there are some qualities 
that distinguish them:

• Resiliency describes a characteristic or state 
that allows positive adaptation within the con-
text of significant adversity. Each person has 
his or her own unique level of resilience.

• Recovery describes a process that allows res-
toration or renewal following personal set-
backs related to disabling circumstances. 

Individuals may or may not engage in a recov-
ery process.

• Resiliency is partly determined by one’s 
genetic makeup and partly developed through 
experience and environmental influences (i.e., 
nurturing vs. neglectful).

• Recovery is independent of biological deter-
minants and is largely characterized by atti-
tudes and values rather than abilities.

• Developing resiliency is an essential aspect of 
a successful recovery process.

• Resiliency may occur in the absence of a 
recovery process.

 Universal Aspects of Recovery

Over the years, the definitions of recovery and 
what it represents have been variable, and differ-
ent groups may conceive of it in different ways. 
This raises the question of whether recovery is 
the same for everyone, regardless of their afflic-
tion, or is it distinct for people recovering from a 
particular type of disability? Recovery may be 
defined narrowly or broadly. For example, recov-
ery from an addiction might be conceived of as 
attaining abstinence or it may be defined more 
broadly as life satisfaction and growth. Likewise 
in mental health, recovery may be seen as the 
absence of symptoms and a reduction in the use 
of services or alternatively as the ability to live 
autonomously and make healthy choices.

While there has been some controversy around 
who “owns” recovery and how it should be for-
mulated, there is a growing consensus on the 
main elements that constitute a recovery process. 
This is fortunate, because it makes obvious sense 
to have a unified understanding of recovery, espe-
cially as we struggle to better integrate services 
for persons with behavioral health issues.

These elements of recovery provide a blue-
print for change, regardless of individual circum-
stances. Whether someone has a mental illness, 
has a substance use disorder, has a physical dis-
ability, had a traumatic experience, or is simply 
struggling against patterns of behavior that make 
managing their daily lives difficult, the recipe for 
change is more or less the same. Although the 
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degree of disability and the difficulty of engaging 
in a recovery process may vary considerably, rec-
ognizing that everyone must follow a common 
pathway to accomplish change has significant 
implications for clinical processes, service deliv-
ery, and social stigma.

 The Value of the Recovery Paradigm

Recovery creates a framework for change that 
can be applied in a variety of circumstances and 
settings, so it provides a common language 
which all clinicians and service users can under-
stand and use to promote health and wellness. As 
such, it can be the basis for integration of an 
often diverse array of providers that may be 
involved in a person’s care (Mueser et al. 2002). 
In clinical settings, it can be the foundation for 
empathy and collaboration through its formula-
tion of shared human emotions, experience, and 
ambition. In the broader community, its univer-
sal aspects form a strong weapon to wield against 
stigma. As the community comes to recognize 
the common experiences of all its constituents, it 
becomes the basis for acceptance and inclusion 
and the protection of every individual’s human 
rights. Many observers have noted that the recov-
ery movement is ultimately a civil rights 
struggle.

 Developing Person-Centered, 
Recovery-Oriented Services

Having considered what constitutes a recovery 
process, we can now turn our attention to how 
psychiatrists and other clinicians can promote 
and facilitate recovery and how we can create 
services that support it. The development of 
recovery-oriented services (ROS) begins with the 
recognition that services must be constructed to 
meet the needs of individuals and that individuals 
should not be expected to benefit from programs 
or treatments designed for stereotypic patients 
with preconceived needs (Anthony 2000). 
Person-centered care is sometimes used inter-
changeably with recovery-oriented services, but 

may also be seen as an aspect of these services 
that particularly emphasize the key concept 
described above. The following principles pro-
vide further description of ROS:

• Hopeful-Optimistic: The clinician’s role is to 
inspire hope and create an atmosphere that 
assertively recognizes the possibility for 
change in every individual (8).

• Respectful-Strength Based: The attitude of 
service providers must be respectful and 
focused on the positive attributes that define 
an individual. They must be sensitive to and 
avoid the subtle condescension that has gener-
ally characterized paternalistic approaches of 
the past (Borkin 2000).

• Empowering: ROS encourage service users to 
take control of their lives, accept responsibil-
ity for change, and use shared information to 
make informed choices (Fisher 1994).

• Collaborative: Treatment is conceived of as a 
partnership between the person seeking assis-
tance and those offering care. Discarding the 
traditional roles of a controlling provider and 
a passive consumer, in this paradigm the two 
work as a team to accomplish the consumer’s 
goals (Noordsy et al. 2000).

• Supportive-Nurturing: Disabilities are 
destructive to self-esteem and confidence. 
Recovery is a progressive process and requires 
gradual fortification of these qualities through 
support, encouragement, recognition of 
achievements, and trust (Mead et al. 2001).

• Capacitating: Growth implies an expanding 
ability to live, learn, work, create, and interact. 
ROS should help every individual to define 
and reach their potential with regard to these 
activities (Carlson et al. 2001).

• Inclusive: ROS should offer and encourage 
inclusion of disabled individuals in all admin-
istrative processes that govern the operation of 
services. They will also encourage involve-
ment in the larger community (Townsend 
et al. 2000).

• Comprehensive: People should have access to 
a complete array of clinical and supportive 
services to meet their basic needs as well as 
their emotional and spiritual needs. In the 
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planning process, these services should be tai-
lored to fit individual issues.

• Outcome Informed: To make informed health 
choices, people must have access to informa-
tion related to the likely results associated 
with available treatments. There should be 
opportunities for them to learn about out-
comes and evidence and how to evaluate them 
(Roberts 2002).

• Culturally Sensitive: Individuals may have 
multiple cultural influences in their lives, 
including spiritual concerns (Huguelet et  al. 
2011). ROS should celebrate diversity, explore 
cultural experience, and value the unique con-
tributions that it makes to how one operates in 
the world and how people understand and 
experience a disability.

• Integrated: It may require several different 
providers to meet the needs of a particular per-
son. ROS recognize the need to coordinate 
and, if possible, consolidate the services pro-
vided into a coherent and interactive plan with 
the consumer at its center.

• Voluntary: The use of seclusion, restraint, and 
coercion is not consistent with ROS and is 
only used if there are clearly no other alterna-
tives. ROS recognize that individuals may 
have periods of incapacity and encourage the 
formulation of appropriate plans for these cir-
cumstances (Davis 2002).

A significant aspect of person-centered care is 
its focus on information sharing and offering 
choices that are informed by that knowledge. It 
encourages individuals to formulate a personal 
vision for their lives and to create plans that will 
give them an opportunity to fulfill those ideals. 
The central role of the relationship in healing 
processes is also a critical aspect of person- 
centered care and ROS. The relationship building 
process is ultimately the source of trust that is 
essential for a clinical partnership. This partner-
ship is what allows engagement in a collaborative 
planning process, which is the best guarantor of 
investment in the product of that process 
(Manfred-Gilham et al. 2002).

A focus on health and wellness as opposed to 
illness and disability is another hallmark of ROS. 

The prevention or the mitigation of relapse to 
active illness is accomplished by developing 
skills that facilitate making healthy choices and 
exercising effective health management. In this 
regard, it mirrors the chronic care and disease 
management models promulgated in physical 
health care. Recognition of the interaction of 
mental and physical processes as an important 
determinant of overall well-being leads to an 
integrated or holistic approach to service deliv-
ery which fits with recent concepts of 
medical/mental health homes, or centralized, 
coordinated care models (Beardslee et al. 2011). 
The great disparity in health status and life expec-
tancy between those with behavioral health issues 
and the general population makes this aspect of 
recovery-oriented care ever more critical. Health 
cannot be subdivided into its components, as all 
aspects are interdependent. ROS recognize that 
people can be healthy, even with an active illness, 
just as they maybe unhealthy without identifiable 
disease.

Concerns are often raised about the applica-
bility of ROS to persons with very severe mental 
illnesses who have periods of cognitive deficits 
rendering them unable to make prudent choices. 
They may consistently make choices that place 
them at risk of harm (Davidson and O’Connell 
2006). It is important to recall in these instances 
that recovery is a developmental process, and it is 
not always a linear one. We might think of 
“stages” of recovery as analogous to the stages of 
change often referred to in the addiction litera-
ture. Just as we would not offer a young child 
complete freedom to do as they please, we would 
not offer this to someone who has uncontrolled 
and severe symptoms of mental illness. The oper-
ating principle in cases where a person has dimin-
ished capacity is to gradually extend their 
capacity to make wise and responsible choices. 
Gradually increasing degrees of freedom and 
choice are required to accomplish this. In the 
most severe cases of mental illness and intellec-
tual disability, this may be a very slow process. 
The intention of ROS is to consistently attempt to 
extend an individual’s capacity for self- 
management and self-agency. When this is not 
possible, the use of advanced directives can be a 
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very valuable tool to allow individuals to exercise 
some control even when they are most debilitated 
(Srebnik et al. 2005; Henderson et al. 2008).

Finally, ROS must find ways to challenge indi-
viduals to recognize their own possibilities and to 
pursue their vision without creating overwhelm-
ing stress. Much of this work will be accom-
plished through motivational techniques, 
allowing individuals to gradually define their 
own needs, desires, and solutions. Rather than 
striving for compliance or adherence, ROS hope 
to create investment in a shared plan for change. 
Change is disruptive and frightening, calling 
many beliefs and practices into question. ROS 
must be comfortable in helping people to con-
front and find answers to spiritual/existential 
questions; and it must help them to find ways to 
become part of a community and develop satisfy-
ing relationships with others.

 Implementation and System 
Transformation

The characteristics described above provide a 
basic idea of the nature of services provided by 
organizations that wish to promote recovery. The 
American Association of Community 
Psychiatrists developed the “Guidelines for 
Recovery Oriented Services.” This document 
provides a further elaborated description of ROS 
by delineating 17 separate characteristics and 
dividing them into three categories: administra-
tive, treatment, and support (AACP 2001a). For 
each characteristic, a set of measurable indicators 
follows a descriptive paragraph. This document 
provides a “blueprint” for organizations that 
would like to develop this model. Its companion 
“Recovery Oriented Services Evaluation 
(ROSE)” is a self-assessment tool, which trans-
lates the indicators of the guidelines into anchors 
in its rating process (AACP 2001b). While not 
validated, the use of this tool creates capacity to 
enable organizations to measure their progress in 
developing ROS over time. There have been sev-
eral other tools that have become available 
recently, which provide similar guidance 
(Winarski et al. 2018; Yale 2020).

Several other issues will be encountered by 
organizations wishing to implement ROS in place 
of traditional practices. The existing behavioral 
health workforce has, for the most part, not been 
well trained to work in a collaborative, egalitar-
ian manner with the people that they serve. As 
noted above, change is very difficult to embrace, 
and it is commonly experienced as a threat. 
Clinicians can often be resistant to change that is 
not self-initiated, or they may minimize differ-
ences between these proposed practices and those 
currently in place. Full implementation of ROS 
usually constitutes a cultural change, and it is 
very difficult to uproot established practices and 
attitudes.

In this context, it requires visionary or trans-
formational leadership to move organizations 
toward person-centered, recovery-focused care 
(Corrigan and Garman 1999). Leaders and teach-
ers will be most successful by taking a motiva-
tional approach, helping their staff to find 
incentives for and value in making changes to 
their practice. To do so, there must be a signifi-
cant investment of time and energy to allow not 
only adequate information transfer but opportu-
nities to process the information and its implica-
tions. Significant change occurs most readily 
when people see that it will further their own 
interests, so it will be important to help staff 
define what those interests are.

Leadership, in moving the organization toward 
ROS, has an opportunity to model facilitative and 
collaborative practices rather than directive, 
authoritarian methods. Transparency, informal-
ity, flexibility, and suggestibility all contribute to 
the empowerment of staff and eventually contrib-
ute to their ability to treat their clients recipro-
cally. Solicitation of input and participation in 
administrative activities and program design and 
development also allow staff to feel invested in 
the organization and to take pride in its success. 
As one might expect, this idea of participation is 
one that facilitates clients’ investment in a treat-
ment planning process and adherence to the col-
laborative plan developed from it. Having this 
experience in the workplace begins to create a 
different culture and will make a translation to 
clinical processes much easier.
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Non-traditional approaches to training may 
also help to overcome some of the resistance to 
change. One method that has been well received 
and successful is the promotion of dialogues 
between consumers and providers outside their 
usual roles in the clinical context. Fears about the 
consequences of honesty can be minimized if 
participants feel that they have no real-life rela-
tionship with their counterparts. This arrange-
ment allows a genuine sharing of experience both 
from the person in recovery (PIR) and the behav-
ioral health professional and is inevitably appre-
ciated by the participants. It promotes empathy 
and trust and helps participants to understand that 
they are less different from one another than they 
imagined (ACCR 2020).

Another aid to the transformation process is 
the Recovery to Practice Curricula, developed 
through the support of Substance Abuse and 
Mental Health Services Administration. This 
group of discipline- specific curricula (nursing, 
social work, psychology, peer professionals, 
and psychiatry) were developed to advance the 
principles set forth in the PNFC report. The cur-
riculum for psychiatry was developed by the 
AACP and the APA and consists of nine mod-
ules that have transdisciplinary relevance. Each 
module consists of an audio-visual introduction 
to its topic and is designed to be used in a group 
setting with prepared discussion questions to 
guide an interactive exchange facilitated by a 
professional PIR team. This format models the 
collaborative relationship that characterize ROS 
and allows participants to express both concerns 
and positive reactions they have had related to 
potential changes in their practice (AACP/APA 
2011). These modules are well suited to intro-
duce trainees to ROS by residency training 
programs.

Creating a competent workforce for ROS is a 
long-term process, but can be expedited with 
organizational commitment and consistency in 
applying the principles of ROS at all levels of the 
organization. Even with these conditions in place, 
there may be some individuals in the organiza-
tion who do not feel comfortable with this new 

paradigm and will want to leave. In most cases it 
is wise to facilitate these wishes and accept the 
idea that not everyone is ready for change or well 
suited to work in this way.

Changing the content of professional training 
to incorporate the principles of ROS in both 
didactic and practical aspects of training will 
ensure that a new generation of clinicians 
becomes available to replace those leaving the 
workforce (Peebles et al. 2009). Although it may 
seem daunting to insert this new content into the 
already overcrowded curricula commonly 
encountered in psychiatric training programs, 
this is an overarching attitudinal shift that will 
not necessarily replace other topics, but instead 
should enhance them all. It will require commit-
ment from academic institutions to implement 
these necessary changes in curricula, and incen-
tives are needed to facilitate movement in this 
direction.

The concept of ROS received a great deal of 
attention during the early 2000s and into the 
2010s. Unfortunately, this attention has faded 
significantly during the latter part of the 2010s. 
This may be due to a number of factors. The 
recovery movement was overshadowed during 
this period to some degree by the rise in attention 
to integrated care and anti-racist interventions, 
even though recovery principles are relevant to 
both. In addition, there may have been a general 
sense of complacency, combined with a lack of 
appreciation for the complexity and nuances of 
recovery principles or the breadth of their appli-
cation. For many providers and professional edu-
cators, there was a sense of “mission 
accomplished” when only shared decision- 
making was incorporated more broadly into clin-
ical practice. As we have seen, recovery-oriented 
service principles are much more diverse than 
that and can be applied in a wide variety of situa-
tions and circumstances. In the vernacular, 
“walking the walk” is much more difficult than 
“talking the talk.” The need to reignite interest in 
ROS principles will be an important strategy in 
the struggle to deliver equitable and comprehen-
sive services to distressed communities.
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 Evidence, Quality, and Recovery- 
Oriented Services

As discussed above, one of the important ele-
ments of ROS is to provide information to con-
sumers and allow them to choose among available 
options based on what they have learned (Farkas 
et al. 2005). A full discussion of evidence-based 
practices is discussed elsewhere in this book 
(Chapter “Evidence- Based Practice and Practice- 
Based Evidence”), but it is important to state that 
the strength of evidence for the effectiveness of 
each available clinical option is an essential part 
of ROS.

But what is the evidence for the effectiveness 
of ROS? There is not yet a clear answer to that 
question. Many people believe that, intuitively, if 
people have more control over their care, they 
will be more invested and more likely to adhere 
to the plans that they have made to progress in 
their recovery. A variation of that theme is that 
ROS is not a “treatment,” but provides a context 
and an attitude for the delivery of services. If 
ROS promote equality and justice for persons 
with behavioral health disorders, then the issue of 
“evidence” needs not be relevant.

Others note that ROS are complex and multi-
faceted, and as a result, it would be extremely dif-
ficult to generate evidence for its effectiveness 
using standard approaches. Furthermore, if 
“recovery” is the desired outcome, then tradi-
tional measures of successful treatment may no 
longer be appropriate. This would apply equally 
to quality improvement processes. Indicators of 
success would be more closely aligned with con-
sumer satisfaction and quality of life, rather than 
service needs and utilization (Drake et al. 2003). 
While evidence-informed interventions are an 
important element of ROS, the nature of “valid” 
evidence must be scrutinized, and perhaps broad-
ened, to accurately reflect the benefits of these 
approaches (Torrey et al. 2005).

Recovery-oriented services consist of an 
array of interventions and techniques. Another 
way to think about the evidence for ROS is 
through the investigation of the elements that 
promote it to assess their effectiveness. These 
elements include interventions such as motiva-

tional interviewing, supported employment, 
shared decision-making, and peer support, all of 
which have a strong evidentiary base (SAMHSA 
2009; SAMHSA 2011; Davidson et  al. 2012; 
Frost et al. 2011).

Recovery and ROS are recurrent themes 
throughout this text, and the concepts presented 
here provide a foundation for thinking about the 
many implications these perspectives will have 
on the typical activities of the community psy-
chiatrist. They inform our relationships with cli-
ents, our approach to service design and delivery, 
and the scope of our involvement in the commu-
nity. As noted earlier, a recovery perspective has 
long been an aspect of good community psychia-
try, and indeed, it is hard to imagine how it could 
be otherwise.
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Population Health, Prevention, 
and Community Psychiatry

Peter Chien, Michael T. Compton, 
and Patrick S. Runnels

 Introduction

If someone comes to the emergency room with a 
rat bite, you treat them. If another comes, you treat 
that bite, and then you do something about the 
rats. – Carl C. Bell, MD, community psychiatrist, 
1947–2019

Community psychiatry strongly values treat-
ing and caring for all people. This includes work-
ing with those who might otherwise have 
difficulty accessing healthcare, such as those 
experiencing a serious mental illness, homeless-
ness, or poverty. Care delivery often takes place 
outside of formal healthcare settings – the homes, 
streets, neighborhoods, and communities where 
people live – and can involve working with indi-
viduals, groups, and family members. In addition 
to treating individuals, community psychiatry 
directly confronts the upstream social factors that 

negatively impact mental health (like poverty and 
inadequate housing) by developing solutions to 
address them, such as supported employment and 
housing first. Finally, the field advocates for poli-
cies to prevent mental distress and mental ill-
nesses. This chapter gives an overview of these 
approaches with some examples.

 Population Mental Health

The current system of mental healthcare serves 
many in need, but not everyone. Epidemiological 
surveys show that one in five US adults report 
experiencing a mental health disorder in a given 
year, though only about half receive any mental 
health treatment (SAMHSA 2020). Only 10% of 
those reporting a substance use disorder receive 
any treatment (SAMHSA 2020). One contribut-
ing factor is a behavioral health workforce short-
age, which would only intensify if more people 
were to seek care (HRSA 2015). Treating every-
one who would benefit is currently not feasible; 
thus, population mental health approaches are 
needed.

A common definition of population health is, 
“the health outcomes of a group of people, 
including the distribution of such outcomes 
within the group” (Kindig and Stoddart 2003). 
Several elements of population health manage-
ment distinguish it from traditional clinical care, 
but the focus of efforts is on the health of a 
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group, which might be those served in a particu-
lar health system, a racial or demographic 
group, or people living in a particular geo-
graphic area (Purtle et al. 2020). Accountability 
extends beyond the services or activities per-
formed, with a focus on outcomes, including 
achieving an equitable distribution of 
outcomes.

Interventions that are more efficient in reach-
ing more of the service population and those that 
are more effective in achieving results contribute 
to population mental health. Conceptually, popu-
lation mental health can be improved in four 
domains – at the level of an individual clinician; 
at the level of a healthcare system; at the level of 
a public mental health system; and at the level of 
public policy approaches aimed at common 
causes of mental health problems, including pre-
ventive approaches.

Graphically, a pyramid diagram can help us 
envision opportunities to move toward 
population- level treatment and prevention at four 
levels of care – clinical work, healthcare systems, 
public mental health systems, and social determi-
nants of health. Interventions at each deeper level 
increase the number of people reached, with a 
greater population-level benefit. Each level can 
be best understood by exploring examples. These 
examples of population mental health focus on 
groups of people, defined in these cases as those 
in a certain healthcare system or geography. The 
interventions to improve mental health differ; yet 
they share common underlying principles. They 
define target outcomes and indicators and collect 
this data on an accessible dashboard to measure 
progress, and interventions are adjusted over 
time based on their effectiveness for achieving 
better population mental health outcomes. 

At the individual level, a clinician might 
employ several ways to improve efficiency or 
effectiveness, like treating multiple people at a 
time in group settings, adhering carefully to 
evidence- based interventions, or engaging in 
active collaboration with other clinicians.

Even greater proportional gains in population 
health can be realized through re-design of sys-
tem workflows. One powerful intervention is 
measurement-based care, in which numerical 
data is gathered through standardized workflows. 

Treatment algorithms are then applied based on 
that data to help guide clinical decisions. Scores 
on symptom measures provide regular, objective 
feedback and can detect small changes in symp-
toms. This prompts frequent clinical reassess-
ment and can highlight subtherapeutic treatment 
responses in need of modification.

Measurement-based care produces better out-
comes than relying solely on clinical judgment – 
which is more subjective and leads to greater 
variability in clinical decisions – particularly in 
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the treatment response and remission of depres-
sion (Hong et  al. 2021). Additionally, it allows 
clinicians to more efficiently prioritize their time. 
For individuals still experiencing a high burden 
of symptoms, clinicians can quickly focus on key 
symptom domains in greater depth. At the same 
time, clinicians can quickly identify people doing 
consistently well as candidates to have less fre-
quent appointments, tapering treatment, or transi-
tion care to their primary care provider in order to 
spend time with others in need.

At the healthcare system level, the collabora-
tive care approach embeds social workers or 
other mental health professionals to work along-
side primary care physicians within primary care 
practices to address mental health needs. This 
approach efficiently engages more people and 
focuses more attention to mental health needs in 
a primary care setting (Thota et  al. 2012). 
Collaborative care has traditionally focused on 
conditions that are highly prevalent in primary 
care setting, such as depression, which is charted 
on 9% of visits (Rui and Okeyode 2016). The 
embedded mental health professional keeps a 
registry of patients, monitors symptoms and 
medication response, provides care coordination 
and brief counselling, consults with a psychiatrist 
to discuss difficult cases, and partners with the 
primary care provider, who prescribes the medi-
cation. Collaborative care has more than doubled 
the effectiveness of depression treatment over 
usual care (Unützer et  al. 2002) and has been 
shown to lead to greater long-term improvements 
in both depression and anxiety outcomes (Archer 
et al. 2012), as well as physical health outcomes 
such as diabetes and cardiovascular measures 
(Katon et al. 2010).

In the realm of public health systems, 
New York City has been engaging in a multi- 
year, multi-faceted, $850  million effort called 
ThriveNYC.  Starting with population-level 
mapping of mental health needs and assets, 
ThriveNYC engaged in 54 different initiatives 
targeting mental health, which are described as 
“data-driven mitigation of risk factors and 
threats; scaled implementation of prevention 
and treatment pathways; strategies to close 
gaps in access, risk reduction, and health pro-

motion; and action through other sectors than 
healthcare on structural drivers of inequity and 
disparities in outcome” (Belkin and McCray 
2019). One way that ThriveNYC promotes 
action is through task- sharing partnerships. In 
this strategy, mental health professionals teach 
skills and support people who are not mental 
health professionals  – including police, juve-
nile justice staff, homeless shelter staff, public 
school teachers, childcare workers, parents, and 
other medical clinicians  – to promote mental 
health, implement rating scales, and refer for 
further treatment when needed (Belkin 2020). 
These partnerships have generally been well-
received, promoting a positive culture of men-
tal health at the community organizations 
(Dunbar et al. 2017). Thrive NYC also includes 
a distinct focus on young children through the 
Early Child Mental Health Network, which 
promotes pro-social and emotional skills for 
childcare providers, parents, and their children. 
Initial results show reduced behavioral needs in 
the high-risk children targeted by this network 
(Belkin 2020).

 Social Determinants of Mental 
Health

Social determinants can be thought of as root 
causes that increase or exacerbate the risk factors 
for mental illnesses. For example, poverty, dis-
crimination, and adverse childhood experiences 
such as childhood trauma can precede and 
increase risk factors for depression such as stress, 
dysfunctional family interactions, and interper-
sonal difficulties. They are ideally addressed 
upstream through public policies (e.g., state and 
federal laws) and social programs. Other exam-
ples of social determinants include poor educa-
tion, unemployment and financial strain, adverse 
features of the built environment, food insecurity, 
and housing instability, among others (Compton 
and Shim 2015). At an individual level, clinicians 
already address many malleable social and envi-
ronmental factors through biopsychosocial plans. 
For instance, when unemployment affects a per-
son’s mental health, evidence-based vocational 
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rehabilitation or supported employment could be 
an important part of their plan.

Poverty is a good example of how addressing 
a societal problem can affect the health and men-
tal health of many individuals. Poverty leads to a 
number of stressors for children and their par-
ents, causes less supportive parenting behaviors 
and less secure attachment, and creates more 
relationship conflict across multiple important 
developmental periods for children. This can be 
compounded by neighborhood and institutional 
factors like lower-quality schools, more family 
and job instability, fewer neighborhood resources, 
and less access to healthcare (Yoshikawa et  al. 
2012). The result is that poverty leads to worse 
cognitive, behavioral, and attentional outcomes, 
higher rates of depression and anxiety, and less 
mental, emotional, and behavioral health among 
youth (Yoshikawa et al. 2012). As is the case with 
many social determinants, poverty is also associ-
ated with numerous poorer physical health out-
comes (Kondo et  al. 2009) and lower life 
expectancy (Chetty et al. 2016).

Efforts to reduce poverty have resulted in 
improved mental health for children. In the midst 
of the Great Smoky Mountains longitudinal 
cohort study, a casino opened, giving direct 
income to each Native American in the region. 
The children of families who subsequently 
moved out of poverty had significantly reduced 
behavioral and psychiatric symptoms compared 
to those of families who remained in poverty 
(Costello et  al. 2003). This is consistent with 
analyses of dozens of anti-poverty efforts, which 
have led to the conclusion that reducing poverty 
has a positive effect on the mental, emotional, 
and behavioral health of children (Yoshikawa 
et al. 2012).

 Mental Illness Prevention

Mental health prevention commonly addresses 
both risk factors, which increase the risk for men-
tal illnesses, and protective factors, which 
decrease risk. For example, risk factors for 
depressive disorders include stress, negative cog-
nitive styles, family history of depression (par-

ticularly being the offspring of a depressed 
parent), dysfunctional family interactions, inter-
personal difficulties, and lack of social support 
(Hammen 2018). Population-based efforts at 
improving any of these addressable risk factors 
have the potential to lower population rates of 
depressive disorders.

At a more granular level, prevention can be 
divided into three traditional categories: primary, 
secondary, and tertiary. Primary prevention aims 
to prevent a disease or adverse outcome from 
occurring, thereby reducing the incidence of a 
disorder. Secondary prevention refers to screen-
ing, early detection, and treatment with the goal 
to reduce the prevalence of a condition or dis-
ease. And through rehabilitative treatments, ter-
tiary prevention aims to reduce disability from an 
ongoing disease process. Whereas secondary and 
tertiary prevention can be classified as important 
forms of treatment, primary prevention is the 
term referring to actual prevention (NRC 2009).

When working with populations, prevention 
can be further subdivided based on how the group 
receiving the preventive intervention is defined 
(Gordon 1987).

• Universal interventions target an entire popu-
lation, regardless of level of risk.

• Selective interventions target groups at 
increased risk for a disease.

• Indicated interventions target individuals 
identified as at particularly increased risk for a 
disorder, through known vulnerabilities, com-
binations of risk factors, or early signs of 
developing a problem.

The methods of preventive interventions 
depend on the scope of the population. Universal 
interventions, which are delivered to an entire 
population, can emphasize mental health princi-
ples or common mental health risk or protective 
factors. Indicated interventions, on the other 
hand, tailor interventions to people with early 
symptoms or clear risk factors. Selective inter-
ventions are in between, targeted to specific 
groups at elevated risk for mental illnesses.

Diverse programs across all three types of pre-
ventive interventions are needed. An illustration 
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of universal prevention is social and emotional 
learning for school-age children, which can 
improve self-regulation, prosocial relationship, 
academic outcomes, and general social and emo-
tional competence at later ages (Blewitt et  al. 
2018). One example of a selective preventive 
intervention is done for perinatal women through-
out the state of New York. After universal screen-
ing for depressive symptoms in pregnant and 
postpartum women, those who screen positive 
can receive early psychosocial treatment or other 
interventions, which help prevent the later onset 
of a depressive disorder (Dennis and Dowswell 
2013), which antidepressant treatment has not 
been shown to do (Molyneaux et  al. 2018). An 
example of an indicated preventive intervention 
approach is the extensive research, and treatment 
trials, pertaining to youth and young adults with 
symptoms consistent with the prodrome of 
schizophrenia (called clinical high risk, or ultra- 
high risk). By improving the specificity of early 
detection, researchers hope to deploy early treat-
ments that will reduce the onset of a psychotic 
disorder.

 Mental Health Promotion

In addition to prevention, mental health promo-
tion is a resilience-building approach that 
increases protective factors like better social- 
emotional skills and better social support. Mental 
health promotion can be developed and nurtured 
as a positive attribute through actions that 
improve psychological well-being (WHO 2002). 
This might include “efforts to [enhance] individ-
uals’ ability to achieve developmentally appro-
priate tasks and a positive sense of self-esteem, 
mastery, well-being, and social inclusion and to 
strengthen their ability to cope with adversity” 
(NRC 2009) and can best be integrated into 
broader wellness and health promotion efforts 
(Druss et al. 2010).

For instance, improved psychological well- 
being can occur through strengthening people’s 
support systems. Various forms of parenting 
training have been shown to benefit for the devel-
opment of children. In several studies, this has 

correlated with comparatively lower rates of 
physical and mental disorders many years after 
the original parenting interventions (Siegenthaler 
et  al. 2012). Additionally, good nutrition may 
promote mental health by avoiding micronutrient 
deficiencies and providing sufficient nutritional 
building blocks to promote both physical well- 
being and improved mood (Sarris et  al. 2015). 
New  York State is addressing continued child 
development by integrating family and develop-
ment professionals into pediatric and family 
medicine practices to help identify, monitor, and 
address emerging behavioral or developmental 
health concerns in young children (Kaye et  al. 
2017). Promoting mental health and youth devel-
opment has the potential for later preventive 
effects on mental health disorders (Min et  al. 
2013).

 Supporting a Shift Toward 
Population Health

Integrating population health interventions into 
practice will require significant change in train-
ing, culture and identity, workflows, team com-
position, and reimbursement. While changes in 
workflows and team composition have been 
described in previous sections, here we explore 
changes in training, culture and identity, and 
reimbursement through the lens of population 
health practice.

 Training

Clinical training in psychiatry traditionally cen-
ters around identifying and treating disease at the 
individual level, where individual patients must 
adapt to the circumstances and workflows of the 
healthcare setting in order to receive care. 
Population health training has been underempha-
sized and inconsistent (Koo and Thacker 2008). 
While understanding and treating disease is 
important, training must also emphasize system- 
based practice, described as “an awareness of and 
responsiveness to the larger context and system 
of health care, including the social determinants 
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of health, as well as the ability to call effectively 
on other resources to provide optimal health 
care” (ACGME 2020). Teaching structural com-
petence could shift training “from a focus on 
technological intervention toward provision of 
more comprehensive healthcare—care in which 
students, interns, residents, fellows, and faculty 
engage with neighborhood organizations, non- 
health sector institutions (e.g., schools, correc-
tions, housing), and policymakers to promote 
patient and community health” (Hansen and 
Metzl 2017). This training could also focus more 
on social responsibility (attitudes) and the skills 
and structural actions needed to make a differ-
ence in our communities (Castillo et al. 2020).

 Culture and Identity

Community psychiatrists identify direct clinical 
engagement as among the most important aspects 
of their work. Indeed, they often engage their 
patients over the span of many years, developing 
strong bonds through the shared journey of 
addressing symptoms, achieving goals, and 
removing barriers to care in partnership with 
those they serve. These bonds are central to what 
brings them joy in their practice. In the collabora-
tive care model, on the other hand, as a consultant 
to primary care physicians, you may never meet 
the people whose health you are affecting. 
Professional satisfaction is related, instead, to 
being part of a high-functioning team achieving 
good patient outcomes (Saba et al. 2012), multi-
plied by the increased number of patients 
affected. Measurement-based care as a part of 
population-based mental health services delivery 
allows for the satisfaction of seeing large num-
bers of people improve through improving aggre-
gate ratings (Hong et  al. 2021). Likewise, 
community-based task-sharing partnerships that 
address social determinants and prevent illness 
never reveal the people who would otherwise 
have become ill; yet, they provide compelling 
stories of community impact. In fact, mental 
health professionals could certainly derive satis-
faction from the ability to expand their reach to 
geographies and entire communities of people.

Even so, shifting toward a population-based 
approach to mental health service delivery might 
feel more impersonal and, initially, might feel 
less fulfilling. Certainly, psychiatrists will always 
be involved in direct clinical care, but as systems 
shift to population health paradigms in order to 
more efficiently and effectively manage demand, 
psychiatrists can expect that the jobs of the future 
may involve less direct clinical care overall, that 
their clinical care may be more time-limited, and 
that much of their job may involve making an 
impact indirectly by influencing others in team- 
based settings. To ensure that psychiatrists are 
able to maintain job satisfaction, care must be 
taken to help providers process the loss or 
 diminishment of old roles while elevating and 
highlighting the value of new roles.

 Reimbursement

Reimbursement for healthcare remains grounded 
primarily in the fee-for-service model, which 
pays individual clinicians for delivering specific 
services or interventions targeting specific ill-
nesses. This clinician- and disease-centric model 
of payment inhibits the expansion of population- 
based workflows and interventions. Experiments 
in payment reform to solve this problem have 
been ongoing for the past decade and steadily 
expanding over the past 5  years. Conceptually, 
efforts to promote population health interven-
tions through alternative payment methods focus 
on paying for value, which is defined simply as 
getting better population outcomes at lower cost 
(Porter 2010). All value-based payment models 
require providers to document the overall illness 
burden of an attributed population and then take 
responsibility for achieving predetermined 
outcomes.

On the front end, payers can give providers 
per-person payments  – referred to as capitated 
payments – in return for agreeing to provide either 
specific services that aren’t reimbursed through 
fee-for-service mechanisms (targeted capitation, 
more common) or that even replace fee- for- 
service payments in part or in whole (global capi-
tation, less common). In targeted capitation 
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models, providers are constrained in the growth of 
additional services by the amount they receive per 
member/per month across their attributed popula-
tion. For example, if a provider receives $8  per 
member/per month to deliver care management 
services to an attributed population of 1000 indi-
viduals, they would be able to hire one care man-
ager at a cost of around $96,000. That constraint 
would push them to either target care manage-
ment services to those patients with the highest 
need rather than providing care management to all 
patients, or to try and negotiate for a higher capi-
tated payment to hire more care managers. In a 
global capitated model, providers are responsible 
for excess costs beyond the “per- member per-
month” when such care is warranted (i.e., if the 
cost of delivering services to their population that 
conform to agreed-upon quality metrics exceeds 
the amount of capitated payments they receive in 
aggregate for their attributed population, they 
would be responsible for absorbing those extra 
costs) (James and Poulsen 2016).

On the back end, payers can provide bonus 
incentives to providers that achieve set outcomes 
under predetermined annual spending caps or 
penalize providers that fail to achieve set quality 
metrics or bill fee-for-service too much. This 
payment model is exemplified by Accountable 
Care Organizations (CMS 2022). Other varia-
tions exist (most notably the prospective payment 
model used by Federally Qualified Health 
Centers and Certified Community Behavioral 
Health Centers), and further details are explored 
elsewhere in this book (chapter “Financing of 
Community Behavioral Health Services”). 
Importantly, no one value-based payment model 
has emerged as providing a clear pathway toward 
sustainable, high-value care. Yet, shifting to 
value-based payment models in community 
behavioral health settings offers the clearest path-
way for scaling the population health interven-
tions outlined in this chapter and securing the 
outcomes that the populations we serve deserve.

 Conclusion: Relevance 
to Community Psychiatry

Community psychiatry has always used the 
best clinical skills to help those with some of 
the most serious mental illnesses. It has long 
recognized the importance of psychosocial 
needs for an individual’s health. And along the 
way, it has developed innovative, effective, 
efficient models to address complex needs. The 
field has directly addressed social issues 
through programs like housing first for indi-
viduals experiencing homelessness, supported 
employment to improve  people’s work and 
financial situation, and assertive community 
treatment teams for holistic care for serious 
mental illnesses.

This clinical work provides a firm base from 
which to advocate for more efficient and effective 
healthcare systems and for policies that address 
the fundamental social determinants of mental 
health. Reducing poverty, childhood trauma, and 
discrimination can have a preventive effect to 
reduce mental distress for many. Coupled with 
efforts to promote social and emotional develop-
ment, psychological health, as well as good nutri-
tion and physical health, community psychiatry 
can have an even greater effect on population 
mental health.

Population mental healthcare has the potential 
to affect us all, continuing community psychia-
try’s value of caring for everyone, leaving no one 
out. Look for these themes of population health, 
social determinants, and mental health promotion 
throughout your individual practice, your prac-
tice system, and the many chapters in this hand-
book. As you look for ways to support more 
effective or efficient care, include advocacy for 
policies that address the social determinants of 
health and common risk and protective factors. 
Doing so will move us all toward improved men-
tal health.

Population Health, Prevention, and Community Psychiatry
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Exercising Effective Leadership

Patrick S. Runnels, Jacqueline Maus Feldman, 
and Hunter L. McQuistion

 Introduction

In order to exercise effective leadership in com-
munity psychiatry, one must be and do a variety 
of things: enjoy interacting with people, be 
motivated and passionate about working in sys-
tems of care; be creative and innovative; be 
ready and willing to be an advocate for one’s 
self, one’s staff, and one’s patients in terms of 
providing quality care; practice a specific skill 
set; be willing to undergo training in a wide 
variety of topics; and be open to receiving and 
changing from feedback. This chapter will 
review the extant literature which describes the 
desired attributes of an effective leader, suggest 
venues of training necessary to support skills 
acquisition, and identify system-of-care require-
ments to facilitate growth in leaders who under-

stand and embrace community-based, recovery- 
oriented systems of care.

 The Case for Psychiatric Leadership 
in Community Behavioral Health

With the move towards de-institutionalization 
in the mid-1960s, massive numbers of patients 
were discharged to the community where they 
continued to need mental health follow-up. 
Fostered by federal legislation, a system of 
care consisting of networks of community 
mental health centers (CMHCs) rapidly grew, 
requiring new leaders to direct clinical care, 
plan community supports, and advocate for a 
vulnerable population. Training mental health 
leaders became a high priority to the US fed-
eral government from 1977 to 1984. The 
National Institute of Mental Health Staff 
College was funded to promulgate the goals of 
the Community Mental Health Center Act of 
1963 through the development of “The 
Advanced Training Program in Mental Health 
Administration” to train CMHC directors. The 
program included ten, 4-day retreats with pre- 
and post-activities and provided training for 
hundreds of people (Mazade 2006). 
Unfortunately, since that time, coordinated, 
recovery-based organized training has not 
occurred on a consistent national level, while 
federal funding for mental health leadership 
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training fell from $117 million in 1972 to less 
than $1 million by 2005 (Mazade 2005).

Then, in 2007, the Annapolis Coalition 
released An Action Plan for Behavioral Health 
Workforce Development that put forth recom-
mendations for change. The Coalition targeted 
training the next generation of mental health 
leaders as imperative, particularly underscoring 
the need for leadership in order to respond to the 
national embrace of rehabilitation and 
 recovery- oriented philosophies. Interestingly, the 
Coalition recommended training the entire 
behavioral health workforce, including:

persons in recovery and families, educators, pre-
vention specialists, treatment providers, policy 
makers, and the individuals who manage accredi-
tation, certification, and licensure systems. In fact, 
developing and expanding a cadre of leaders 
among persons in recovery, youth, and family 
members is particularly critical in achieving trans-
formation of current service systems and models of 
care. Leadership must be broadly defined to 
encompass not only organizational and change 
management, but also coalition and community 
building, team and program management, and the 
provision of supervision. (Annapolis Coalition 
2007, 19)

Meanwhile, multiple studies project that the 
number of psychiatrists will be inadequate for 
mental health demands in America. The average 
age of the current workforce of around 45,000 
psychiatrists is over 55, with 1/3 of psychiatrists 
within 5  years of retirement age. Impending 
retirement is likely to cause a reduction in the 
absolute number of psychiatrists just as demand 
is increasing (National Council Medical 
Director’s Institute 2018). The most recent esti-
mates project a shortage of 10,000 to 25,000 psy-
chiatrists when factoring in growth in psychiatric 
advanced practice nurses, an incredibly grim 
number. And problems with access are com-
pounded by misdistribution of psychiatrists, who 
are highly concentrated in urban centers and 
often opt out of taking insurance at all, with 
nearly 40% operating cash-only practices that 
cater primarily to individuals who are most finan-
cially stable.

Finally, the global burden of disease attribut-
able to mental, neurological, and substance use 
disorders is expected to rise from 12.3% in 2000 

to 14.7% in 2020 (Murray and Lopez 1997). 
Barriers to psychiatric access will be com-
pounded in the United States by several factors:

• Continued migration of patients moving from 
institutions (state hospitals, jails, and prisons) 
to the community

• Persistently high numbers of patients with 
serious mental illness (schizophrenia, bipolar 
disorder, major depression) whose lives can 
be very challenging and whose care is com-
plex and demanding

• Increased demand for access to psychiatry as 
payment models tied to cost and outcomes 
force health systems to address the impact of 
mental illness on physical health outcomes

• Increased demand for access to psychiatry 
caused by the expansion of Medicaid under 
the Patient Accountability and Affordable 
Care Act, which total around 19 million addi-
tional lives as of 2021 (Health and Human 
Services 2021)

• The persistence of individual financial burden 
and poor regional access that force people to 
both put off or avoid seeking planned mental 
healthcare and result in increased utilization 
of unplanned care in higher cost settings

• As of this writing in early 2022, the as yet not 
fully understood impact of mental health 
issues associated with the COVID-19 
pandemic

Solving for these problems will require signifi-
cant changes to psychiatric practice and signifi-
cant overall system redesign. Those changes must 
include leadership voices from a variety of profes-
sions working together. Yet, the voice of psychia-
trist leaders will be critical to ensuring successful 
practice transformation. The educational back-
ground in both medicine and behavioral health, 
along with the extensive duration of training in 
mental illness diagnosis and treatment, provides 
perspective and capability other professions do 
not have. These will be of paramount importance 
as health system siloes continue to break down, 
with inpatient care yielding less financial benefit 
in behavioral health and outpatient community 
providers being asked to assume more responsi-
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bility for the total health outcomes of the popula-
tions they serve. Moreover, the motivation and 
commitment to the concepts of inclusion, evi-
dence-based practice, harm reduction, and recov-
ery orientation central to the identity of community 
psychiatrists will be necessary to counteract 
forces that might seek to marginalize these values 
in service of more narrow financial considerations 
or outdated models of care. In an era of transfor-
mation, system redesign provides an opportunity 
to avoid duplicating the poorly designed systems 
of the past; to that end, community psychiatrists 
must be prepared to step up to leadership roles 
and carry them out effectively.

 What Is Leadership?

Leadership is one of the most observed and least 
understood phenomena on earth. – Burns 1978

Leadership has been defined in many ways, 
some by attributes of the leader, some by the 
goals or products that leadership should produce, 
some by the followers, and some by the environ-
ment in which they exist. The noted Harvard psy-
chologist Howard Gardner defined leadership as 
“the process of persuasion or example by which 
an individual (or leadership team) induces a 
group to pursue objectives held by the leader or 
shared by the leader and his or her followers” 
while adding that “effective leadership is a com-
bination of a particular context and the attributes 
needed to lead in that context” (Gardner 1995). 
Leaders in these situations need to inspire com-
mitment and action, lead as peer problem- solvers, 
build broad-based involvement, and sustain hope 
and participation – focusing relentlessly on goals 
and doing so while communicating selflessness, 
not self-aggrandizement (Collins 2001). More 
specifically, Jim Collins (2006) has written about 
effective leadership in the non-profit sector, not-
ing that this sector often struggles with a diffuse 
power structure and that successful non-profit 
leaders recognize the need for legislative skills 
(persuasion/motivation) to influence not only 
their direct subordinates but a wide variety of 
constituencies. Non-profit organizations move 

from “good to great” by (1) measuring success 
not necessarily in the money that is made, but the 
resources they can expand, (2) employing pas-
sionate workers who “are down to earth, prag-
matic, and committed to excellence,” and (3) 
recruiting leaders who have “humility, defined as 
burning ambition, transferred into the cause, with 
brutal, stoic will.” And finally, specific to mental 
health, William Anthony prefaced the superb 
book Principled Leadership in Mental Health 
Systems and Programs with this statement: 
“Leadership remains an art as well as a science—
some of the tools of leadership are not simply the 
tools of science—some are tools of the self,” 
while also noting that “…leadership creates a 
shared vision and mobilizes others toward spe-
cific organizational goals consistent with that 
vision” (Anthony and Huckshorn 2008).

 Personal Attributes and Skills 
of Effective Leaders

Over the past 50 years, a robust literature explor-
ing and understanding effective leadership has 
emerged. To summarize all relevant paradigms is 
beyond the scope of one chapter. Yet, most lead-
ership models converge around specific core con-
cepts. To start, nearly all models recognize the 
overwhelming research linking emotional intel-
ligence with highly effective leadership (impor-
tantly the converse is also true: low emotional 
intelligence has been linked with ineffective 
leadership). Emotional intelligence is not one 
concept but can actually be usefully divided into 
multiple domains; the domains that most impact 
leadership are (1) self-awareness, (2) self- 
regulation, (3) motivation, (4) empathy, and (5) 
social skills. Emotional intelligence in each 
domain is not fixed. Research has demonstrated 
that individuals can build emotional intelligence 
capacity in each of these domains and thereby 
improve their leadership skills (Goleman 2001).

Yet, leadership styles are not simply a random 
aggregation of individual emotional and manage-
ment capabilities. Much work has been done to 
identify archetypes for how these skills come 
together to produce different approaches to lead-
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ership. Perhaps the most well-known and refer-
enced were elucidated by Goleman (2001). Their 
team identified six predominant leadership styles:

 1. The Coercive Style  – this top-down style 
places an emphasis on giving directives and 
expecting compliance, which can be very use-
ful in crisis situations.

 2. The Authoritative Style  – in contrast to the 
coercive style, this style seeks to inspire peo-
ple to act around a larger vision or goal, which 
is very well suited for situations that require 
system-level transformation.

 3. The Affiliative Style  – this style seeks to 
develop harmony both with and between indi-
viduals and teams as a route to better results, 
often leveraged when morale is low or conflict 
is high.

 4. The Democratic Style  – as suggested, this 
style seeks to build consensus and ensure that 
all voices are heard, which can be particularly 
important when answers are not clear or 
change will be complex.

 5. The Pacesetting Style – this style involves set-
ting high standards and then embodying those 
standards through personal practice, best used 
for teams of highly skilled, highly motivated 
people who are looking to push to the “next 
level.”

 6. The Coaching Style – a style that approaches 
work by developing individuals rather than 
accomplishing tasks, which is hugely impor-
tant unless you happen to have a pre- 
assembled team of highly developed and 
experienced individuals and managers.

These styles are not rigid categories into 
which leaders are sorted. Rather, they represent 
different approaches that leaders can take based 
on the specific circumstances in which they are 
operating. In fact, the most effective leaders 
leverage three or more styles regularly.

Notably, two styles were identified as being 
successful less than half the time: coercion and 
pacesetting. Not surprisingly trying to command 
people or creating expectations that might feel 
unattainable has the effect of demotivating indi-
viduals more than driving results. Despite that 

knowledge, leaders in some organizations, 
including community behavioral health settings, 
commonly lean into coercion and pacesetting as 
default styles, which are the simplest to imple-
ment and often do achieve short-term results. 
Such organizations, however, are often beset by 
high turnover and low morale, with transient 
gains that evaporate quickly over time, replaced 
by missed targets and spiraling results, including 
financial insolvency.

Healthcare environments, and specifically 
community behavioral health settings, have a 
unique staffing composition in that, albeit with a 
special role, clinical leaders are professional 
peers with the people they lead. This equality 
places leaders in the position that frequently 
requires them to use a leadership style that accen-
tuates integration of democratic, coaching, and 
authoritative elements. The integration of author-
itative aspects enables the communication of a 
vision that not only embraces the values of those 
who are led but introduces the ways (and means) 
those values can be creatively actualized by the 
organization’s members.

The psychologist Richard Boyatzis and his 
colleagues have addressed these principles on a 
more elemental level. They developed a model 
called resonant leadership. Leveraging the same 
underlying concepts related to emotional intelli-
gence, they defined resonant leadership as being 
a combination of true understanding and empa-
thy for the circumstances of the team, paired with 
communicating and driving a positive vision of 
what an organization is trying to accomplish that 
resonates with the hopes and ideals of the team.

Their research showed that resonant leaders 
not only had high scores on each of the sub- 
categories of emotional intelligence listed above, 
but, importantly, got much better results by utiliz-
ing what they called positive emotional attractors 
(PEA) across all settings to get those results. 
When leaders use language and actions that 
emphasize PEA, they elicit a positive response 
from those they are leading, which cascades into 
improved performance as the workforce estab-
lishes security in their position, belief in their 
power to effect positive change in their job, and 
confidence in their capabilities. In a community 
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mental health setting, PEA might be generated by 
asking people to recall their motivation for help-
ing marginalized populations, uncovering their 
career aspirations and then facilitating opportuni-
ties to achieve them (e.g., by carving out an 
opportunity to teach other professionals or start a 
specialized clinic for a sub-population about 
which they are passionate), or sharing stories of 
success and togetherness to build a sense of team. 
Thoughtful commiseration with people over 
adversity and tragedy can create positive reso-
nance and improve performance in even the 
toughest circumstances (Boyatzis et al. 2010).

On the other hand, when leaders use negative 
emotional attractors (NEA), the opposite hap-
pens. Pointing out failures, demanding unreason-
able schedules or patient volume goals that create 
stress and compromise patient care, and focusing 
on results that staff don’t personally connect with 
or feel are out of their control are all examples of 
NEA that ultimately demotivate people and inter-
fere with achieving the mission. Some commu-
nity mental health organizations may even lean 
into demagoguery, which involves pitting inter-
nal groups against each other, leveraging empa-
thy for one group to motivate them antagonistically 
against another group rather than toward a shared 
common vision. Readers may have experienced 
working in community mental health settings 
where the psychiatric team was regularly the 
punching bag for a frustrated case management 
staff, who were nonetheless pushed relentlessly 
to achieve tight patient volume goals. While this 
might have bolstered case manager solidarity and 
rallied individuals to achieve tough targets under 
tough circumstances in the short term, the toxic-
ity of these environments most often leads to dis-
illusionment and high turnover and can rarely be 
sustained effectively over time.

Leaning into positivity doesn’t work or isn’t 
possible all the time. In fact, a little stress here 
and there can be important in motivating us to 
get things done. But research shows that utiliz-
ing PEA at least 75% of the time is correlated 
with higher performing teams (Boyatzis and 
McKee 2005).

These concepts are echoed by those who have 
looked more specifically at mental health leader-

ship. Anthony and Huckshorn (2008), referenced 
earlier, suggest that the focus for mental health 
leaders should be on actions and principles and 
that “mental health leaders universally seem to be 
characterized by commitment, credibility, and 
capacity to make change.” They interviewed 50 
leaders in mental health, distilled their responses, 
and derived 8 principles of leadership in mental 
health settings:

• Principle 1: Leaders communicate a shared 
vision.

• Principle 2: Leaders centralize by mission 
and decentralize by operations.

• Principle 3: Leaders create an organizational 
culture that identifies and tries to live by key 
values.

• Principle 4: Leaders create an organizational 
structure and culture that empowers their 
employees and them.

• Principle 5: Leaders ensure that staff is trained 
in a human technology that can translate 
vision into reality.

• Principle 6: Leaders relate constructively to 
employees.

• Principle 7: Leaders access and use informa-
tion to make change a constant ingredient of 
their organization.

• Principle 8: Leaders build their organization 
around exemplary performers.

These principles can be directly mapped to the 
core tasks of leadership: the need to establish 
meaningful visions (what future the organization 
is trying to create), missions (the role the organi-
zation has in creating that future), operations 
(daily activities to accomplish the mission), and 
values (templates that guide the organizational 
decisions made that direct the daily operations) 
(Anthony and Huckshorn 2008).

Based on combined years of leaderships in 
community psychiatry, the American Association 
for Community Psychiatry (AACP) has promul-
gated principles and standards for systems of care 
to enhance and sustain quality of services while 
ensuring that psychiatric leadership has sufficient 
supports to maintain these standards (AACP 
1995). A further exploration of the roles and 
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duties of a medical director for a community 
behavioral health organization can be reviewed in 
this book’s chapter “The Medical Director in 
Community- Based Mental Health Care”.

 Transactional Versus 
Transformational Leadership

In parallel with leadership across other settings, 
leadership in mental health has been in transition 
for many years, evolving from transactional to 
more transformative models (Van Slyke and 
Alexander 2006). Transactional leaders work 
with followers to exchange one thing for another. 
A transactional leader stresses efficiency, plan-
ning and goal setting, focusing on competency, 
structure, and maintaining the organization. 
They may be more reactive than proactive and 
often supportive of the status quo (Burns 1978). 
The transforming leader, by contrast, looks for 
what motivates followers, seeks to gratify higher 
needs, and works to engage the whole person 
(intellect, energy, passion, values). 
Transformational leaders move followers into 
being leaders and may convert leaders into moral 
agents. They are responsive to others’ needs and 
interests and are responsible and accountable to 
stakeholders (Alimo-Metcalfe and Alimo- 
Metcalfe 2006). These leaders focus less on hier-
archy and more on relationships, teamwork, and 
innovation; they display humility, a generous 
spirit, honesty, and integrity. Transformational 
leaders develop a clear, resonant vision and 
focus relentlessly on communicating that vision 
to those they lead. Organizations that are highly 
transactional are shaped by rules and regula-
tions, rigid structure, contracts, and controls, 
while those that are more transformative are 
characterized by strong vision and purpose, sup-
port for change, and trusting, cooperative inter-
actions between staff and leaders 
(Alimo-Metcalfe et  al. 2007; Bass and Avolo 
1993; Bass 1998; Burns 1978).

While some believe that transformational 
leadership is superior to transactional leadership, 
others claim that effective leadership requires a 
balance between transactional and transformative 

leadership, with effective leaders using both 
forms of leadership depending on the needs of 
the situation. Luke (1998) has coined the term of 
this combined pragmatic approach “catalytic 
leadership.” In his description, catalytic leaders 
set the stage, pull people together, decide what to 
do, make plans, make them happen, and create an 
effective work culture by balancing a hierarchical 
approach with an approach that engages and 
incentivizes.

 Leadership Development 
and Training

For those lucky enough to experience working 
for a great leader, beyond intentional observa-
tion, we recommend that individuals not be shy 
about seeking out direct interaction and even ask-
ing for mentorship – even if a leader is busy, most 
will be flattered and make time. Yet, even without 
direct exposure, our connected digital world 
offers abundant videos and recordings of leaders 
from which to learn. Furthermore, a host of 
books  – from Principle-Centered Leadership 
(1990) by Steven Covey to Start with Why (2009) 
and The Infinite Game (2019) by Simon Sinek – 
offer outstanding meditations on leadership that 
can both inspire action and help to develop lead-
ership voice.

As importantly, interactions on a day-to-day 
basis with patients, family members, staff, and 
systems of care can open one’s eyes to the effec-
tiveness of leadership that underscores the impor-
tance of embracing a recovery-oriented 
philosophy, as opposed to the unfortunate conse-
quences of uninspired or feckless leadership that 
ignores the importance of service user-driven ser-
vices. The AACP Keystones for Collaboration 
and Leadership (2007) delineates both a process 
for transformation of community psychiatry in 
one of the United States and the issues that must 
be considered, including transformation to 
recovery- focused systems of care.

The basis of much current health leadership 
training in the United States is the model devel-
oped by the National Center for Healthcare 
Leadership (NCHL 2005). A benchmarked, 
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researched, and validated model, NCHL takes 26 
leadership competencies critical to the field of 
health and assigns them to one of 3 domains – 
Transformation, Execution, and People  – that 
serve to capture the complexity and dynamic 
quality of the health leader’s role.

More formally, one can pursue training 
through a variety of routes. Most prominently for 
community psychiatrists are public/community 
psychiatry fellowships. While just 2 operated as 
late as 2007, the last 15 years has resulted in a 
relative explosion to 26 in 2022, and some have 
expanded to include opportunities for virtual 
training for those who don’t have one located 
near them. The fellowship model is covered in 
detail in chapter “Public/Community Psychiatry 
Fellowships”. For those looking for more expo-
sure to business principles, pursuit of an MBA, 
MPH, or another similar program has become 
popular, particularly for those who aspire to 
higher-level leadership positions, though the cost 
and investment of time might be prohibitive for 
some. Meanwhile, there are local, regional, and 
national programs that offer special training in 
leadership and especially for work in the public 
sector. One recent example is sponsored by NYC 
Health+Hospitals (https://www.nychealthand-
hospitals.org/nyc- health- hospitals- nyu- public- 
 psychiatry- program/).

 Conclusion: Transforming 
Leadership in Community 
Psychiatry

By almost any measure, the system of health-
care in the United States has not produced ade-
quate results. This is also clearly true for the 
behavioral health system, including at the more 
specific level of community mental health set-
tings. That reality cannot be seen as an indict-
ment of providers, who have largely been 
delivering amazing, even heroic, care to indi-
viduals despite working under multiple sys-
temic impairments and inadequacies. At the 
most elemental level, the impetus for transform-
ing our healthcare system stems from a recogni-
tion that we have been measuring the wrong 

things. By shifting away from measuring units 
of services delivered and toward measuring cost 
and outcomes, we are shining a light on our 
models of care that enable practitioners of all 
types to fully employ their creativity and skill. 
Part of this, as well, is operationalizing cultural 
and racial diversity among community behav-
ioral health staff, enabling a broadening of pro-
fessional skillsets. This requires leaders to have 
special understanding of how institutional rac-
ism has historically affected administrative 
power structures and to be proactive in changing 
that status quo.

Because we have not been good at delivering 
care designed to achieve  results valued by so 
many patients, the needed changes are enormous 
in magnitude. It will also challenge the current 
workforce to get outside its comfort zone. 
Therefore, transformational leadership is likely 
to dominate in organizations that succeed in navi-
gating an evolving landscape of care.

The future leaves little doubt that community 
psychiatrists will be called to step forward and 
assume leadership positions. With increasing 
demand for access, together with a threat of 
dwindling numbers of psychiatrists, processes 
for planning to respond to new challenges must 
be put in place by leaders skilled in transforma-
tional flexibility and the qualities it demands to 
“get the job done” while embracing philosophies 
of rehabilitation, recovery, and inclusion.
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Advocacy in Evolution: The Push 
and Pull of Psychiatrists

Jeffrey Geller and Isabel Norian

In the areas of mental health and mental illness, 
advocacy has been neither a unitary concept nor a 
simple activity at any point in history. The meth-
ods by which individuals and groups advocate for 
causes are many, yet—after taking into account 
revolutionary changes in technology—have been 
largely consistent among these parties throughout 
American history. On the other hand, the focus of 
advocacy efforts regarding mental health matters 
and mental illness shows a distinct evolution over 
time, as illustrated by these excerpts from 
history:

If the insane are sick people, and the asylum a judi-
cial hospital, make it more and more possible for 
the insane patient to have early treatment and early 
discharge. (Stephen Smith, M.D., NY State, 
Commissioner in Lunacy 1883)
The feeble-minded are a parasitic, predatory class, 
never capable of self-support or of managing their 
own affairs. The great majority ultimately become 
public charges in some form….It is certain that the 
feeble-minded and the progeny of the feeble- 
minded constitute one of the great social and eco-
nomic burdens of modern times. (Walter Fenald, 
superintendent of the Massachusetts School for the 
Feeble-Minded 1912)
A national mental health program should recognize 
that major mental illness is the core problem and 

unfinished business of the mental health movement. 
(Joint Commission on Mental Illness and Health 
1961)
There is not one institutional psychiatrist alive 
who…could not be arraigned and convicted of 
extortion, mayhem and murder. (L. Ron Hubbard 
1969)
After 200 years of working to improve conditions 
for the mentally ill, American psychiatrists must 
not abandon their advocate role either to the legal 
profession or to consumer groups, nor renounce 
their obligation as physicians to treat the whole 
patient within the context of his clinical and legal 
rights. (Louis E. Kopolow, MD, NIMH 1977)
Legal advocates for the mentally ill have not been 
willing to consider seriously the needs of the men-
tally ill and to formulate those needs as legal rights. 
Instead, they have done the reverse. They have 
treated rights as if they constituted the needs of the 
mentally ill. (Alan A. Stone, MD, President of APA 
1979)
[In the 1970s, ex-patients] began to recognize a pat-
tern they referred to as “mentalism” and “sane 
chauvinism” a set of assumptions which most peo-
ple seemed to hold about mental patients: that they 
were incompetent, unable to do things for them-
selves, constantly in need of supervision and assis-
tance, unpredictable, likely to be violent or 
irrational and so forth. (Judy Chamberlain, National 
Empowerment Center 1990)
Propelled by consumerism, the once marginalized 
ex-patient self-help alternatives, developed as polit-
ical opposition to the mental health system, became 
institutionalized as consumer options within that 
system. (Althena Helen McLean 2000)
Advocacy is not just calling on others to do what 
we want; it is shining a light for others to follow. 
(Steven S. Sharfstein, MD, President of APA 2006)
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The economic costs of mental illness will be more 
than cancer, diabetes, and respiratory ailments put 
together. (Thomas Insel, Director of NIMH 2015)
The effect of racism and racial trauma on mental 
health is real and cannot be ignored. The disparity 
in access to mental health care in communities of 
color cannot be ignored. The inequality and lack of 
cultural competency in mental health treatment 
cannot be ignored. (Dan Gillison, CEO of NAMI 
2020)

This chapter will offer an overview and histori-
cal perspective of who advocates in the area of 
mental health and mental illness, what they advo-
cate for, methods commonly used, and what the 
outcome of influential advocacy efforts has been 
across the history of psychiatry in the USA. Where 
interrelated, key aspects of Canadian psychiatry 
history will be considered.

 Who Advocates?

Since the first asylum in America was opened 
about 250 years ago, there have been three main 
cohorts of advocates in this arena: professionals, 
persons with mental illnesses (or having been 
identified as having mental illness), and families 
of persons with mental illness (Table  1). The 
strengths of these different voices have varied 
from one decade to the next. Similarly, local, 
state, and national reception of and responses to 
these voices have varied over time. In 1881, 
Orpheu Everts wrote:

Men and women of intellectual and social distinc-
tion who may have themselves (unhappily) suffered 
the humiliation, and possibly some errors, of hospi-
tal treatment, after apparently recovering the use of 
their faculties, have given tone and color of veracity 
to stories of ill-usage, and vigorous expression to 
mental concepts of hospital administration, tinged 
by memories and imaginations, the morbid parent-
age of which may be unsuspected by others or even 
by themselves. (Everts 1881)

In 1883, John Chapin opined:

It is a common occurrence that managers of sensa-
tional newspapers, pandering to a morbid appetite 
for wretched personalities, admit to their columns 
without hesitation the most improbable statements 
of persons who have been inmates of asylums for 
insane…Discharged patients and employees, 

Table 1 Who advocates, and what might they advocate 
for?

Psychiatrists
   Advocacy for patients
    Rights
    Entitlements (income, healthcare coverage 

(including parity), disability benefits)
    Employment
    Housing
    Adequate treatment (available, accessible, 

evidence-based, best practice)
    Health equity
    Stigma, discrimination
   Advocacy for profession
    Scope of practice
    Licensing and professional description
    Work conditions: Environment (safety including 

infection control, support services), caseload, 
productivity, supervision

    Renumeration
    Workforce: expansion, equity, training, lifelong 

learning
    Board certification and maintenance of 

certification (MOC)
    Advocacy for public health and prevention
     Community level
     State level
     National level
    Advocacy for health equity and social justice
Persons with mental illness
   Self-advocacy on individual basis for individual 

rights, self-determination
   Advocacy as a group/movement for class rights
   Advocacy regarding treatment
    Accepting treatment
    Declining treatment
   Advocacy for nondiscrimination
    Services
    Housing
    Employment
    Healthcare coverage, benefits (including parity)
    Citizen rights
    Social justice
Family members
   Advocacy regarding treatment
    Treatment with consent
    Treatment “over objection”
   Advocacy regarding access to information
   Advocacy regarding access to services, adequate 

numbers of psychiatric beds, crisis services in lieu 
of police response

   Advocacy for better entitlements

(continued)
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Table 1 (continued)

   Advocacy regarding social justice
   Advocacy against stigma and discrimination
Government representatives
   Municipal/county
    Mayor/other executives
    Sheriff and police
   State
    State mental health authority
    Department of corrections
    Department of children and families
    Legislative
    Judiciary: judges, attorneys
    Law enforcement: probation officers, state 

troopers, corrections officers
   Federal
    Executive branch: President, SAMHSA, NIMH, 

NIDA, NIAAA
    Judicial branch
    Legislative branch: Congress

 persons with real or supposed grievances, or disaf-
fected from various causes have been ready to join 
together or act singly to bring about legislative 
investigations of asylums. (Chapin 1883a)

Today, the voices of the current and former 
patients could not be received more differently.

A fourth, albeit more dispersed, cohort would 
be representatives of government, ranging from 
local to federal levels. In addition to these cohorts 
of advocates, we might consider a fifth: legal 
counsel. Attorneys as an advocacy force had 
become organized and funded by the US 
Department of Health and Human Services on a 
state-by-state basis as of 1986 (Sundram 1995). 
This organization was a culmination of efforts 
born in the 1960s (Freddolino and Appelbaum 
1984). Attorneys represent powerful forces of 
advocacy in mental health and mental illness mat-
ters. Here, we will not consider them separately, 
as they typically work in concert with other 
cohorts on any given cause.

Arguably, there are two major impediments to 
effective advocacy for improved care, treatment, 
community opportunities (work, housing, social 
integration), and interpretation of rights. First, 
lack of cooperation among cohorts can slow prog-
ress on any given cause. At its best, such lack of 

cooperation yields fragmented and disjointed, 
even redundant efforts around a similar objective. 
At its worst, this dynamic can deteriorate into 
antagonism and hostility between cohorts. 
Second, internal dissent among members of a 
given cohort can present formidable barriers to 
progress on a common cause. Examples include 
fractures between psychiatrists and psychologists, 
family members for and against assisted outpa-
tient treatment, and individuals who have experi-
enced mental illness who stand for or against the 
use of psychotropic medications. Historically, 
guild issues often interfere with coordinated 
efforts, or disagreement over one issue interferes 
with joint advocacy on issues where there is 
agreement.

Unless, and until, various cohorts can advocate 
with a unitary voice, and different cohorts can join 
forces to rally together around specific issues, 
advocacy for mental health matters will be signifi-
cantly hampered. When different groups speak at 
cross-purposes, they unwittingly offer cover to 
those in positions of influence who are reluctant 
to take meaningful action (e.g., a legislator takes 
no position, indicating, “I couldn’t figure out what 
‘they’ wanted,” or “Nothing I could do would 
please them”).

 Methods of Advocacy

Cohorts of advocates utilize a variety of advocacy 
methods. All groups use all methods, but the 
mainstay of each group’s armamentarium is dif-
ferent. Professions emphasize lobbying through 
professional organizations, which often involves 
funded lobbying efforts and legal counsel. 
Consumer groups have come together in the form 
of non-profits and grassroots organizations, the 
largest of which is the National Alliance on 
Mental Illness (NAMI) (https://www.nami.org/). 
Of note, consumer groups have found strengthen-
ing voice and organizing power in online pres-
ences including social media platforms in 
particular. Families, in addition to participating in 
such organizations, tend to come together to edu-
cate and lobby policymakers themselves.

Advocacy in Evolution: The Push and Pull of Psychiatrists
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Table 2 Methods of advocacy

Psychiatry
   Professional organizations
   Lobbying, e.g., political action committees, paid 

lobbyists, advocacy days
   Testimonies
   Constituent contact, e.g., letters to senators
   Education, e.g., publications
   Listservs
   Social media platforms, groups
   Phone banks
   Professional meetings
   Surveys
Persons with mental illness
   Consumer movements
   Social media platforms, groups
   Protests, rallies, fundraisers
   Legislative action, e.g., letter writing/e-mail 

campaigns
   Publications, e.g., newsletters, online resources/

websites
   Paid positions, e.g., consumer advocates, peer 

specialists
   Surveys
   Peer support groups
   Testimonies
Family
   Non-profit/grassroots organizations
   Social media platforms, groups
   Rallies, marches, fundraisers
   Constituent pressure
   Testimonies
Joint action: Psychiatry, persons with mental illness, 
family
   Joining committee in another group’s organization
   Educating each other, attending each other’s annual 

meeting, other conferences
   Joint education of public
   Joint lobbying
   Colocation for shared work
   Voices of individuals with membership in more than 

one group, e.g., prosumer
   Joint testimonies

Common methods of advocacy are outlined in 
Table 2. Once again it is worth noting that joint 
advocacy is the most effective advocacy (e.g., 
inclusion of persons with mental illness in higher- 
level positions within state mental health authori-
ties) (Geller et al. 1998).

 Points of Impact: Advocacy 
in History

It is not possible to truly understand contempo-
rary advocacy by, for, and about persons with 
mental illness without developing a familiarity 
with the history of these endeavors. The Appendix 
to this chapter (Advocacy Timeline) provides key 
points in the evolution of advocacy in this area. In 
reviewing the timeline, note how often the agen-
das of cohorts of advocates have overlapped, yet 
how frequently outcomes appeared to appease all 
or none of the cohorts.

 Advocacy at the Beginning 
of the Twenty-First Century

This first decade of the twenty-first century saw 
the emergence of strong advocacy around a num-
ber of key themes pertinent to mental health and 
mental illness. Here we review dominant themes, 
including:

• Recovery
• Empowerment
• Treatment and treatment resources
• Involuntary or “coercive” treatment
• Employment
• Housing

Of note, the concept of “stigma” is not explored 
separately, as it is our assertion that effective and 
meaningful advocacy in mental health and mental 
illness matters results in fundamental, sustainable 
change in each of the topics explored and in the 
process effectively reduces stigma. Paolo del 
Vecchio describes “hegemonic stigma and dis-
crimination,” proclaiming “stigma and discrimi-
nation and recovery are inexorably linked: no 
justice, no recovery” (del Vecchio 2006a).

 Recovery

The US Department of Health and Human 
Services defines “recovery” as a process of 
change through which individuals improve their 
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health and wellness, live a self-directed life, and 
strive to achieve their full potential (DHHS 
2022). It further defines recovery as involving 
four domains: health, home, purpose, and com-
munity. Recovery, probably the fundamental 
concept in contemporary mental health advo-
cacy, is not a new principle in American psychia-
try. The so-called lunatic asylums were founded 
on a principle of “recovery.” Psychiatrists (then 
called “alienists”) working in these asylums 
were not expected to provide lifelong care, and 
Dorothea Dix did not advocate to state legisla-
tive bodies and the US Congress for domiciliary 
care for “the insane,” Rather, the idea was 
“removing” a suffering individual from the 
sources of stress (family, work, almshouse, jail) 
placing them in a “healing” environment (i.e., 
asylum) where the presumably knowledgeable, 
“beneficent” superintendent could cure the indi-
vidual and return her/him back to their commu-
nity (Dix 1843; Gollaher 1995). The belief was 
that the earlier the treatment occurred, the greater 
the likelihood of recovery. It was Pliny Earle, 
Superintendent of the asylum in Northampton, 
Massachusetts, who debunked the reported cure 
rates by documenting the fallacies in the super-
intendent’s statistics (Earle 1887). As late as the 
1880s, superintendents and commissioners were 
still talking about “recovery” (Smith 1883; 
Chapin 1883a).

The principle of recovery was lost to American 
psychiatry from the end of the 1880s to the end 
of World War II as the size of state hospital pop-
ulations—largely comprising, at that time, indi-
viduals with mental illnesses, those with 
neurosyphilis, those who were elderly, and those 
who simply had nowhere else to go—exploded. 
Recovery efforts made a brief appearance in the 
1950s as evidenced by scores of articles in the 
pages of the journal Hospital and Community 
Psychiatry of that era. The focus on hospital-
based recovery was quickly lost, however, as just 
getting patients out of the hospital became the 
clarion call of an era retrospectively labeled 
“deinstitutionalization.”

The rebirth of recovery is largely due to a few 
consumers, a few prominent “prosumers” (advo-
cates who are mental health professionals and 
have serious mental illness), and an additional 
professional or two. These individuals advocated 
for recovery to become the guiding principle of 
mental health reform, predominantly through 
education, publications, speeches, mentoring, and 
modeling. Those in the vanguard included Judy 
Chamberlin of the National Empowerment Center 
(Chamberlin 1995); Dan Fisher, MD, PhD, of the 
National Empowerment Center (Fisher 1994); Pat 
Deegan, PhD, of the Institute for the Study of 
Human Resilience (Deegan 1988); Fred Frese, 
PhD, of the Northeastern Ohio Universities 
College of Medicines (Frese et  al. 2001); and 
William Anthony, PhD, of the Center for 
Psychiatric Rehabilitation (Anthony 2000). 
Anthony’s was arguably the most stentorian voice 
coming from someone not self-identified as being 
or having been a person with serious mental 
illness.

Professionals who had not been past or present 
utilizers of psychiatric services for serious mental 
illness have followed. Larry Davidson, PhD, and 
his colleagues at Yale have written prolifically 
about recovery (Davidson et  al. 2006). The 
American Psychiatric Association adopted a posi-
tion statement on recovery in July 2005 (American 
Psychiatric Association 2005), and the American 
Association of Community Psychiatrists pub-
lished one in 2001 (AACP Guidelines for 
Recovery Oriented Services 2001). Recovery 
started to become integrated into psychiatric 
training, initially in public sector fellowships 
(Ranz and Mancini 2008). Recovery became the 
focus of research, with investigators starting to 
study specific methods of recovery (Cook et  al. 
2009).

Recovery, then, is an example where advocacy, 
initiated largely by those with personal psychiat-
ric histories along with a handful of maverick pro-
fessionals and directed at professionals and 
policymakers, has both transformed the contem-
porary practice of psychiatry and returned the 
practice of psychiatry to its roots.
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 Empowerment

There have been numerous definitions of 
empowerment, and these may vary depending 
on context. The National Empowerment Center 
offers a multifaceted definition, which includes 
such elements as having decision-making 
power, having access to information and 
resources, and having a range of options from 
which to make choices (Chamberlin1997b). 
There is no recovery without empowerment, but 
the goal of empowerment is more complicated 
and fractious than simply a component of recov-
ery. Advocacy for empowerment has meant dif-
ferent things to different people and has been 
the keystone in the consumer movement.

For some, empowerment means freeing one-
self from all the “shackles” of psychiatry. Leonard 
Frank wrote,

We of the psychiatric inmate’s liberation movement 
affirm the statement that the policies and practices 
of American psychiatry are oppressive… [we are] 
human beings whose lives psychiatry has damaged, 
whose lives psychiatry has ruined, whose lives psy-
chiatry has shortened, and whose lives psychiatry 
has taken… The roots of psychiatric authority are 
fraud, fear and force, psychiatry’s unholy trinity. 
(Frank 1986)

For others, the effort is not so much directed 
against psychiatry, as it is toward freedom. As 
Chamberlin said, “Wanting to be free is not a 
delusion”—nor is not wanting to be defined by a 
psychiatric diagnosis (Chamberlin 1997a).

Chamberlin (1997b) and Fisher (1994) have 
each defined empowerment in highly useful 
terms. In Fisher’s definition, empowerment 
embodies hope, personhood, achievement of self- 
defined goals, choices, the opportunity to speak 
for oneself, peer support, an end to discrimina-
tion, self-control of symptoms, well- being, liberty 
and freedom, and healing from within (Fisher 
1994). Fisher advocates for:

 1. Facilitating recovery through education and 
inspiration of hope

 2. Developing alternatives to hospitalization

 3. Providing state funding of involuntary admis-
sion under the public safety budget rather 
than the healthcare budget

 4. Maximizing survivor and consumer involve-
ment in all aspects of treatment

 5. Establishing self-help and consumer-run 
services

 6. Ensuring that survivors and consumers are 
genuinely and effectively involved in the pro-
tection of human rights and the improvement 
of quality of services

 7. Favoring the role of personal care attendants 
rather than case managers

 8. Viewing the life experiences of recovery from 
a serious psychiatric disability as an asset—
not a liability—in hiring

 9. Promoting consumer control and choice of 
access to housing and financial, educational, 
vocational, and social services

 10. Providing staff training based on the needs of 
survivors and consumers

 11. Basing total quality improvement of mental 
health services on outcome measures designed 
by survivors and consumers (Fisher 1994)

Del Vecchio makes the point that “today’s con-
sumer movement is not ‘radical’” (del Vecchio 
2006b). He points out that “rather than fighting 
against pharmacological treatment the movement 
supports the consumer’s choice of treatments— 
including medications—and is often active in pro-
moting increased funding for mental health 
funding…” (del Vecchio 2006b). Organized psy-
chiatry has consistently advocated for patients’ 
empowerment, although not as unambivalently 
nor as articulately as persons with lived experi-
ence. For example, in 1896, John Chapin, MD, of 
the Pennsylvania Hospital stressed that “patients 
lose none of their civil rights when they enter the 
door of his institution” (Chapin 1896). In 1981, 
Richard Lamb strenuously advocated for “secur-
ing patients’ rights responsibly” (Lamb 1981). It 
was George Brooks, superintendent of Vermont 
State Hospital, who started the work (subse-
quently picked up by Courtenay Harding  
(Brooks and Deane 1965; Harding et al. 1987) to 
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demonstrate that  schizophrenia was not, of its 
absolute nature, a progressively disabling condi-
tion rendering an individual powerless.

For the psychiatrist practicing in the commu-
nity, advocacy for empowerment can occur on an 
everyday basis wherever one provides services to 
a patient. Psychiatrists have the capacity to 
empower patients, for example, through shared 
decision-making. The American Medical 
Association acknowledged the concepts of 
empowerment in what it termed “participatory 
medicine” (Moyer 2010).

 Treatment and Treatment Resources

Advocacy concerning treatment has two main 
facets: advocacy for the right to treatment and 
advocacy for the right to refuse treatment. 
Ironically, there has been greater success with the 
right to refuse than the right to receive treatment.

Repeatedly, the US Supreme Court has failed 
to find a constitutional right to treatment. 
However, for inpatients, various entities such as 
the federal Center for Medicare and Medicaid 
Services, the Joint Commission, and the US 
Department of Justice have set minimal standards 
for treatment. On the outpatient side, there appears 
to be more attention to increasing productivity: 
pressure to see more patients per hour, rather than 
on the quality of the treatment experience. Law 
enforcement officers are becoming providers of 
mental health services as resources dwindle at 
community mental health centers (Zezima 2010). 
No matter where one is on the advocacy spec-
trum, all should advocate for high- quality services 
that are accessible and affordable, accountable 
and respectful, and delivered in a partnership 
between patient and practitioner. The health 
reforms that have addressed parity (Paul Wellstone 
and Pete Domenici Mental Health Parity and 
Addiction Equity Act of 2008) and insurability 
(The Patient Protection and Affordable Care Act 
2010) set a platform, but do not guarantee any 
aspect of quality mental health services. It is here 

that advocacy needs to be strong and continuous. 
It can be disheartening to realize that one is hard-
pressed to find any mental health reform that was 
clearly acknowledged, at its outset, to improve 
treatment and cost more money. At a time when 
mental health services were quite poorly funded, 
the President’s New Freedom Commission’s 
mandate was to be cost- neutral (Hogan 2003).

The right to refuse treatment has really been a 
movement for the right to refuse treatment when 
one has the capacity to refuse and the right to have 
some procedure to override refusal after a proce-
dure to determine the individual is not competent 
to consent or refuse. At this point in time, both 
psychiatrist and patient cohorts have generally 
endorsed this principle. These practices vary state 
to state, with a trend toward court involvement—
rather than physician determination—to override 
refusal.

A formidable challenge in the face of advocacy 
by patients, former patients, families, and practi-
tioners has been a severe workforce shortage. The 
need to train a workforce to meet the needs of per-
sons with serious mental illness has been long-
standing. In 1947, Harris and Otto observed: “It 
has been our conviction for a great many years 
that there existed a critical need for more under-
graduate training in psychiatry designed primarily 
to equip the general practitioner to deal more ade-
quately with the very types of psychiatric disor-
ders that ordinarily do not require care in a 
psychopathic hospital (Harris and Otto 1947).

Little has changed. Coordinated advocacy 
among all cohorts is urgently needed. It has been 
found that greater involvement of patients in their 
own treatment produces better outcomes 
(Freddolino et al. 1989). Opportunities for collab-
orative advocacy have also arisen through the 
increased integration of psychiatry and medicine. 
The demonstrated higher rates of general medical 
morbidity and mortality in persons with serious 
mental illness, compounded by psychotropic 
medication effects (Felker et al. 1996), highlight 
the need for advocacy in this area.
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 Involuntary/Coercive Treatment

Perhaps the most divisive issue among the three 
main cohorts of advocates is that of involuntary/
coercive treatment. Advocacy and “counter- 
advocacy” have played out most dramatically in 
the areas of hospitalization, medication, seclusion 
and restraint, and assisted outpatient treatment 
(AOT).

On the matter of involuntary hospitalization, 
Kraepelin wrote at the turn of the twentieth cen-
tury, “Does the general attempt to bring about bet-
ter care of our insane by placing them in 
institutions represent a practical philanthropy and 
is it a healthy sign of our social life? In other 
words, should one aid or oppose this movement?” 
(Kraepelin 1900). The matter of seclusion and 
restraint was considered at the first meeting of the 
Association of Medical Superintendents of 
American Institutions for the Insane (AMSAII) 
(predecessor to APA): “At its first meeting, the 
Association, by resolutions expressing its unani-
mous sense, declared its position manfully regard-
ing a question which has perhaps provoked more 
animated and sometimes acrimonious contro-
versy, than any other connected with the manage-
ment of the insane, holding as it did, that the true 
interests of the insane forbade the abandonment 
of all means of personal restraint in the treatment” 
(Callender 1883). The members of the AMSAII 
were quite aware that this position was not going 
to be popular with restraint abolitionists. They 
noted, “The clamor for the institution of so-called 
reform in the total abolition of restraint, incited in 
mingled ignorance and malevolence, has vented 
much objurgation against this position of the 
Association” (Callender 1883). One view from 
1845 was described as follows:

In most cases where the chemical restraints are now 
used in American hospitals, I have no hesitation in 
saying that they are far preferable to the vigilance 
or force of attendants. The object is gained more 
surely, more effectually, and with far less annoy-
ance to the patient. A mechanical contrivance per-
forms its office steadily, uniformly, and thoroughly 
and is submitted to as something inevitable. The 
will and strength of an attendant are capricious and 
variable in their operation. It is objected to mechan-
ical restraints that they leave disagreeable impres-

sions on the mind of the patient who regards them, 
even after recovery, as marks of degradation and 
kindness. That such feelings may have been 
observed in patients whose recovery was quite 
imperfect, and who consequently regarded 
restraints, as they might a thousand other things, in 
a very false light, is very probable, but not a single 
instance of such feeling has come to my knowl-
edge, in patients who had attained healthy views on 
every other subject. It is also objected to them that 
they are liable to be abused; that they are often 
applied to save trouble, and even to gratify the light 
of attendants…It is our rule to use no more, and 
continue it no longer, than is necessary to affect the 
object in view, and in all cases, it is the com- fort of 
the patient, not the attendant, which is consulted. 
(Anonymous 1845)

The modern resurrection of the seclusion and 
restraint debate owes a great deal to the efforts of 
the federal Substance Abuse and Mental Health 
Services Administration (SAMHSA). SAMHSA 
has called for the elimination of seclusion and 
restraint (Curie 2005). SAMHSA advocates for a 
“transformation of the system of care” and for 
recovery and posits that the elimination of seclu-
sion and restraint is fundamental to a culture shift. 
SAMHSA adds: “seclusion and restraint must be 
used only when the potential exists for imminent 
physical danger to the patient or others” (Curie 
2005). SAMHSA has offered guidelines for the 
use of seclusion and restraint that many view as 
unworkable, e.g., “physical restraint may not 
exceed 10 min.”

Advocacy against involuntary medication has 
been conducted under the banners of “the right to 
refuse treatment” and “nothing about us without 
us” (see section “Treatment and Treatment 
Resources”). Advocacy for involuntary treatment 
has long argued against the risk of depriving 
patients of indicated treatment, such that—as it 
has been phrased—they are “rotting with their 
rights on” (Applebaum and Gutheil 1979).

Perhaps the hottest subject for advocacy on 
both sides of the treatment issue over the begin-
ning of this century has been the use of involun-
tary treatment in the community, otherwise 
known as “outpatient commitment” or assisted 
outpatient treatment (AOT). While there is a his-
tory of involuntary or coercive community-based 
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treatment throughout the twentieth century when 
hundreds of individuals were placed on “visit sta-
tus” from state hospitals (still legally patients of 
the hospital, but allowed to live in the commu-
nity), the modern era of advocacy, for and against 
involuntary outpatient treatment, really began in 
the 1980s (Geller 1986). The most potent advo-
cacy organization in favor of involuntary commu-
nity treatment has been the Treatment Advocacy 
Center (http://www.treatmentadvocacycenter.
org) started by E. Fuller Torrey (http://www.treat-
mentadvocacycenter.org/index.php?option 
=com_content&task=view&id=16&Itemid=45). 
Opponents of involuntary community treatment 
have been led by attorney-advocates, e.g., 
Bazelon Center (http://www.bazelon.org) and 
Center for Public Representation (http://www.
centerforpublicrep.org). Both sides have used 
studies to bolster their arguments (Honig and 
Stefan 2005; Geller and Stanley 2005).

Issues under the heading of voluntary only, 
versus involuntary only when necessary, have not 
only divided the three cohorts of advocates, but 
also have created divisions within each group. 
Psychiatrists against any involuntary treatment 
are exemplified by Thomas Szasz (http://www.
szasz.com). The Board of the Treatment 
Advocacy Center counts consumers among its 
members (http://www.treatmentadvocacycenter.
org). Does one believe anosognosia is a valid and 
significant phenomenon? (Gilleen et  al. 2010). 
Does the AOT law in New York State (Kendra’s 
Law) work due to coercive components, or sim-
ply because patients under AOT receive more 
community resources? (Phelan et al. 2010). Will 
outpatient commitment widen the net of involun-
tariness (Geller et al. 2006)? To effectively take a 
position on the issues of involuntary versus vol-
untary interventions, one must thoroughly review 
the data and form one’s own conclusions.

As of 2018, there were 47 US states with stat-
utes authorizing AOT (Cripps and Swartz 2018). 
Cripps and Swartz noted, “the future of AOT in 
the United States is still somewhat uncertain and 
will largely depend on the effectiveness and sus-
tainability of the SAMHSA AOT grant programs” 
(Cripps and Swartz 2018).

 Housing

In the 1980s, advocating to end homelessness was 
generally straightforward and was the predomi-
nant housing issue of the decade (Lamb 1992). 
Providing better housing for persons who already 
had room and board in psychiatric facilities 
proved to be more complex. In order to advocate 
for appropriate housing, one needs to understand 
the array of housing options available, including 
“supportive housing,” “supported housing,” 
“housing first,” and “permanent” versus “transi-
tional” housing.” One needs to be familiar with 
requirements of the Americans with Disabilities 
Act (ADA) (1990), the Olmstead case (1999), 
Medicaid, etc. Then one needs to apply this 
knowledge to questions such as:

• Are the assumptions made by the US Supreme 
Court in the Olmstead case clinically valid?

• Does Housing First, designed for individuals 
experiencing homelessness and substance use 
disorders, work equally well for persons with 
serious mental illness?

• What models of housing in a state would be a 
“fundamental alteration” of services as defined 
by ADA?

• Is it true that all (or most) individuals with seri-
ous mental illness in institutions, if provided 
information they could understand about hous-
ing options, would choose supported housing 
and move forward with relocating?

• When are the costs of relocating and support-
ing one specific individual in the community 
so high that they interfere with providing com-
parable resources to multiple other 
individuals?

 Employment

Employment is another area where there is gen-
eral agreement among the three cohorts of advo-
cacy: employment is an important part of recovery. 
Employment of persons with mental illness has a 
long and evolutionary history. In the nineteenth 
century, asylum patients worked for two basic 
reasons: work was considered to be beneficial to 
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patients’ recovery, and the asylums could not 
function without patient labor. Through the first 
half of the twentieth century, patients worked sim-
ply to keep a state hospital, with its 1000 to 15,000 
patients, operational. In the 1950s, state hospitals 
established programs aimed at equipping patients 
for work in the community (see Hospital and 
Community Psychiatry throughout the 1950s). 
This focus was lost with “deinstitutionalization” 
(see above).

Since the late 1980s, advocates have pushed to 
support getting individuals affected by mental ill-
ness into the mainstream work force. (There were 
isolated efforts to this end before that time; see 
Fountain House and the clubhouse movement). 
This agenda has been augmented by advocacy 
efforts by patients and ex-patients to obtain 
employment in the mental health field itself (i.e., 
peer support, peer survivor positions).

In 2002, Mechanic et al. found that, according 
to collected survey data, about half of individuals 
diagnosed with mental illness were employed, 
and only about a third of individuals diagnosed 
with mental illness worked full-time (versus 60% 
of those without a diagnosed mental illness) 
(Mechanic et al. 2002)). According to a national 
survey in 2014, increased severity of mental ill-
ness correlated with decreased employment rates, 
ranging from 68.8% for those with “mild” mental 
illness to 54.5% in those with “serious” mental 
illness (Luciano and Meara, 2014). In the same 
survey, it was found that over a third of people 
with serious mental illness had incomes below 
$10,000 (versus 23% among those without mental 
illness) (Luciano and Meara, 2014).

Advocacy for increasing access to competitive 
work placements for individuals diagnosed with 
mental illness has been bolstered by studies 
(including those about supported employment 
programs) demonstrating the effectiveness of 
efforts to achieve this objective (Drake et al. 
1999).

 Peer Support

Peer support has been defined by SAMHSA as 
follows:

Peer support encompasses a range of activities and 
interactions between people who share similar 
experiences of being diagnosed with mental health 
conditions, substance use disorders, or both. This 
mutuality—often called “peerness”—between a 
peer support worker and person in or seeking recov-
ery promotes connection and inspires hope. Peer 
support offers a level of acceptance, understanding, 
and validation not found in many other professional 
relationships (Mead and McNeil 2006)). By shar-
ing their own lived experience and practical guid-
ance, peer support workers help people to develop 
their own goals, create strategies for self-empower-
ment, and take concrete steps towards building ful-
filling, self-determined lives for themselves. 
(SAMHSA 2017)

Peer support can be described as consisting of six 
categories: peer-delivered services, peer employ-
ees, peer-run and peer-operated services, peer 
partnerships, self-help groups, and Internet sup-
port groups (Solomon 2004). Those that are 
directed at work have been shown to be beneficial 
in many ways. For example, peer-provided ser-
vices have been found to be as effective as non- 
peer- provided services (Solomon 2004). Peer 
services have benefited the mental health system 
in many ways: direct labor cost-savings, decreased 
hospitalization, shorter hospital stays, getting out-
patient services to those who would not avail 
themselves of traditional services, and wellness 
benefits to both the giver and the receiver of the 
services (Geller et al. 1998).

Peer services are an example of where differ-
ent groups may advocate for the same end, but for 
very different reasons. Patients/ex-patients may 
advocate for peer services as a keystone to recov-
ery. Mental health administrators may advocate 
for peer services as a significant labor force cost 
reduction (while essentially paying lip service to 
the concept of recovery). One way to keep the two 
groups on the same track is to have patients/ex-
patients working in state mental health authorities 
(Solomon 2004). The ultimate purpose of any 
advocacy effort needs to be clear to all parties 
involved in that effort (Geller et al. 1998).

In recent years, recognition of the value and 
role of peer support in mental health and recovery 
has been extended to the value of family involve-
ment and peer support, as well:

J. Geller and I. Norian



61

Peer support services are services designed and 
delivered by individuals who have experienced a 
mental or substance use disorder and are in recov-
ery. They also include services designed and deliv-
ered by family members of those in recovery...The 
widespread adoption of peer services has led to 
greater deployment across services for both physi-
cal and behavioral health. Peer-support services are 
provided in a variety of settings and across different 
models of care. They may be provided in consumer 
and peer-run settings, and in agency or facility-
based programs. Services can be divided into three 
categories: crisis and respite services; level-of-care 
transition services; and community- based services, 
including outreach, engagement, and ongoing 
recovery supports. (SAMHSA 2020)

 Advocacy Trends of the Last Decade

While much has continued to evolve in areas of 
advocacy in the past 10  years, two particularly 
powerful trends deserve mention here and will no 
doubt be the subject of focus of future iterations 
of this chapter.

First, a tremendous shift of advocacy efforts 
into social media and other online forums has 
redefined how advocates of all kinds communi-
cate about causes important to them. Social media 
groups and platforms, such as Twitter, Facebook, 
and Instagram, have allowed professionals, 
patients, and family members to come together in 
new ways and share their stories directly with oth-
ers like never before. The ease with which infor-
mation can be posted, updated, and shared is 
unparalleled in the history of advocacy:

We live in a digital age where information can be 
found instantaneously via the Internet. Studies have 
shown that consumers search for much of their 
medical information on the Internet, particularly 
utilizing blogs and social media platforms. As the 
mental health field is riddled with misinformation 
and stigma, this offers a unique opportunity for psy-
chiatrists and mental health professionals to reach a 
broad audience for mental health education and 
advocacy (Peek et al. 2015)

Second, a powerful movement to advance 
health equity, including mental health equity, 
across populations has gained significant (and 
long overdue) momentum, particularly starting in 
2020. This work is part of a greater movement to 
address structural racism and other manifestations 

of racism in our communities and community sys-
tems, and—on an even broader scale—social jus-
tice. In its Catalyst Brief of 2019, the Urban 
Institute noted:

Racist policies and practices have been part of the 
nation since its inception, practiced by “founding 
fathers” and presidents who wrote and spoke about 
equality while engaging in the purchase, bondage, 
and sale of people of African descent. These poli-
cies were intended to subjugate people of color and 
afford dominance to white people. Ibram Kendi 
(2016) asserts that these policies led to racist ideas 
to justify the systemic barriers that created racial 
inequity and that each period of progress has been 
followed by a backlash of racist policies and prac-
tices…Looking ahead, major disruptive forces—
technological innovation, increasingly frequent and 
severe climate events, and global economic 
change—could further widen today’s equity gaps. 
Moreover, demographic changes are making the 
nation more racially and ethnically diverse (Colby 
and Ortman 2015) …In the face of these profound 
challenges, civic leaders, advocates, elected offi-
cials, and philanthropists are confronting our coun-
try’s history of unjust and oppressive policies and 
taking action to promote equity and expand access 
to opportunity. Many approaches, like those that 
equip people of color with information and tools to 
successfully navigate existing systems, modify 
policies and practices to expand access and options, 
or enforce antidiscrimination protections, are mak-
ing some progress. Other emerging strategies focus 
intentionally on the detrimental effects of past poli-
cies and offer bolder remedies that more directly 
address the roots of persistent inequities. (Kilolo 
Kijakazi et al. 2019)

The effects of structural racism and mental health 
inequity extend well into the territory of commu-
nity psychiatry work. Psychiatrists working in 
community settings, with their rich and inextrica-
ble immersion into psychosocial aspects and real-
ities (including barriers) of those served, have a 
unique opportunity to participate in the front lines 
of this work and truly act, alongside patients and 
families, as agents of change.

As part of mental health advocacy work, psy-
chiatrists are also joining efforts to advance social 
justice causes across other minoritized and under-
served communities, including those who identify 
as LBGTQ. Much work is to be done in coming 
years to bring psychiatry to the forefront of this 
critical advocacy work.
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Also important to acknowledge is significant 
activity and engagement by advocates in the area 
of mental health in topics related to firearms and 
gun-related violence. Incidents of mass shootings 
seen in the media have heightened attention and 
urgency to advocacy efforts in these areas. 
Increasingly, generally trained psychiatrists are 
being asked to weigh in on these debates, on local, 
state, and national scales. Further, legislators and 
other potential advocates are expecting psychia-
trists to engage in implementation and scrutiny of 
so-called “red flag” laws (regarding Extreme Risk 
Protective Orders), laws which allow police or 
family members to petition a court to order tem-
porary confiscation of firearms from a person who 
may be considered to present a risk of danger to 
self or others (Segers 2019). These vital topics 
intersect inevitably with social justice-related 
causes including increased attention paid to mat-
ters of police brutality, in particular as they relate 
to impact on Black individuals and communities, 
as well as other persons and communities of color. 
Again, psychiatrists have an opportunity to play a 
potentially pivotal role in advocacy around these 
issues if they seize the (historic) opportunities 
afforded by their positions of influence and 
leadership.

 Conclusion

The state of advocacy for causes related to mental 
illness at the beginning of the twenty-first century 
was well articulated by David Mechanic:

Too often I’ve seen excellent scientists and well- 
informed clinicians undermine the value of their 
knowledge and their positive influence with patients 
through inattention to the power of empathic com-
munication. Second, I’ve learned that popular ideas 
that seem intuitively correct and seductive are often 
wrong and sometimes are harmful…I am impressed 
that mental health advocates too often talk primar-
ily to one another and to those already committed to 
their positions…Too often, enthusiastic hype far 
exceeds real advances or the likelihood of tangible 
help in the foreseeable future, a problem that char-
acterizes advocacy for biomedical science—and 
indeed all science—in the American political con-
text. We would be well served by being more hum-
ble in our claims and accepting that we still know 

relatively little about causes, processes, cures, or 
even good management of the major mental ill-
nesses. (Mechanic et al. 2002)

Interestingly, in advocacy on behalf of persons 
with serious mental illness, we perpetually revisit 
issues as though they had never been considered 
before. Note these nineteenth-century comments:

The asylums, instead of being regarded as hospitals 
and asylums for the medical treatment of a disor-
dered condition, have come to be regarded as 
objects of suspicion; as convenient places for the 
“incarceration” of persons by designing relatives, 
and lunatic prisons, proper only for the detention of 
the criminal and dangerous insane. (Chapin 1883b)
We need have no fears of public sentiment if we 
take the pains of educating the public. The public 
will trust us if we trust it, show it what we are 
doing—and why we do so. There are a great many 
things that take place in our hospitals that have no 
parallel in institutions, the population of which are 
sane. Yet the public holds us responsible for con-
duct, and results, based upon estimates, leaving 
insanity, as an element, entirely out. If the whole 
truth were known about our institutions, we would 
have no trouble at all. (Anonymous 1885)
We desire to say here, and in behalf of the insane 
themselves to impress upon all doctrinaires and 
public agitators upon this subject, that the most 
obvious right of the insane in any state of society 
where private life is respected, and the peace of the 
domestic fireside is held sacred, is the right not to 
be meddled with and annoyed one jot more than is 
necessary (italics in original). (Rights of the Insane 
1883)

If advocacy is going to be both different from 
and more effective than it has proven to be in the 
past, disparate interest groups are going to have to 
work together. There are obvious challenges in 
doing so, as different groups of advocates work 
primarily from different ethical perspectives: 
patient autonomy, medical paternalism, and role 
integrity (Eth et  al. 1984). Even among groups 
often considered aligned, sprouts of difference 
can uproot fields of agreement.

Disagreements among mental health advocacy 
groups facilitate nonaction by those who advocate 
need to act on their interests. Thus, when different 
advocacy groups visit a Congressman’s office and 
advocate at  cross- purposes, it becomes easy for a 
Congressman to say he has “no position” on the 
issue (author’s personal experience as Robert 
Wood Johnson Health Policy Fellow 1994).
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As we join together in the partnerships of col-
laborative advocacy, we need to remember our 
task is of yeomen proportion:

Adopting an advocacy role means vigorously chal-
lenging the status quo. It means not accepting the 
unrealistic limitations that government agencies 
place on resources for the poor and other vulnerable 
segments of society. It means rejecting political 
expediency that might lead to short-term financial 
gain. It means convincing the power establishment 
that preventive services are cost-effective. And it 

means challenging quiescent peers to join in advo-
cacy efforts. (DeFries 1993)

May we continue to challenge ourselves, and our 
peers, to join in these critical conversations and 
causes, for the sake of the individuals, families, 
and communities we serve.
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 Historical Appendix

Advocacy timeline
1842 Elizabeth T. Stone publishes, A Sketch of the Life of Elizabeth T. Stone describing the deprivation of her 

liberty when hospitalized at McLean Asylum
1844 Thirteen superintendents (from the then existing 24 public and private mental hospitals) meet in 

Philadelphia and form the Association of Medical Superintendents of American Institutions for the 
Insane. In 1921, the association changed its name to the American Psychiatric Association (APA)

1849 Dorothea Dix visits the East Cambridge, Massachusetts, jail and finds insane prisoners confined under 
inhumane conditions

1851–
1860

Patients of Utica State Lunatic Asylum publish a periodical, OPAL

1866 Elizabeth Packard publishes her first book Martial Power Exemplified; 3 years earlier, she founded the 
Anti-Insane Asylum Society (Illinois)

1880 Formation of the National Association for the Protection of the Insane. The reasons for this association 
included increase in the types of diseases of the nervous system; increase in the incidence of insanity; 
“the peculiar helplessness of the insane”; help bring about central government supervision in all states; 
raising the standard of treatment in and out of asylums; and obtain and diffuse knowledge about insanity

1887 Nelly Bly/Elizabeth Cochrane Seaman wrote Ten Days in a Mad House, documenting her stay in a 
“lunatic asylum” on Blackwell Island

1892 Charlotte Perkins Gilman publishes The Yellow Wallpaper, a fictionalized account of her treatment by 
S. Weir Mitchell’s rest cure

1908 Clifford Beers publishes his autobiography, A Mind That Found Itself. In 1919, with funding from the 
Commonwealth Fund and the Rockefeller Foundation, Beers forms the International Committee for 
Mental Hygiene (ICMH), the forerunner of the World Federation for Mental Health (WFMH) (1948)

1909 Beers founds the National Committee for Mental Hygiene, renamed Mental Health Association in 1976, 
National Mental Health Association in 1980, and Mental Health America in 2006

1930 May 5–10. First International Congress on Mental Hygiene (Washington, DC) 1935.
June 10 is considered the founding date of Alcoholics Anonymous (AA)

1937 Recovery, Inc. is founded by Neuropsychiatrist Abraham Low (Chicago)
Mid 
1940s

Patients at Rockland State Hospital (NY) form We Are Not Alone which morphs into Fountain House 
1946.
Mary Jane Ward publishes The Snake Pit

1948 Albert Deutsch publishes The Shame of the States (Mental illness and social policy: the American 
experience) describing conditions in state mental hospitals

1949 Passage of the National Mental Health Act (PL 79-87) leads to the establishment of the National Institute 
of Mental Health (NIMH) as one component of the National Institute of Health

1951 NIMH publishes The Draft Act Governing Hospitalization of the Mentally Ill
1952 The APA publishes its first Diagnostic and Statistical Manual of Mental Diseases (DSM I)
1955 Formation of the Joint Commission on Mental Illness and Health 1956

Inception of the Social Security Disability Insurance (SSDI) program
Passage of the Health Amendments Act of 1956 (PL 84-911) paves the way for the passage of
comprehensive community mental health center legislation

1960 Thomas Szasz publishes “The Myth of Mental Illness” in the American Psychologist. A year later he 
publishes a book with the same title

1961 Erving Goffman publishes Asylums: Essays on the Social Situation of Mental Patients and Other Inmates
A US Senate investigates and publishes its findings on Constitutional Rights of the Mentally Ill

1962 Ken Kesey publishes One Flew Over the Cuckoo’s Nest
1963 Mental Retardation Facilities and Community Mental Health Centers Construction Act of 1963 (PL

88-164). Bill contains funding for constructing community mental health center (CMHCs), but no funds 
for staffing them

1964 Dixon v. Weinberger (District Court of the District of Columbia) finds patients at St. Elizabeth’s Hospital 
have a statutory right to treatment and that those involuntarily committed must be placed in the least 
restrictive setting consistent with suitable treatment
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1965 Medicare legislation is passed. It includes limited coverage for patients receiving active treatment in state 
hospitals in addition to those in general hospitals

1966 The Social Security Amendments of 1965 (PL 89-97) adds Title XIX, Medicaid, to the Social Security 
Act Lake v. Cameron. An individual cannot be committed until hospital officials determined there is no 
less restrictive facility available to care for that individual
Rouse v. Cameron. Criminal defendant who is acquitted by reason of insanity and involuntarily 
committed to a psychiatric hospital has a legally enforceable right to adequate and suitable treatment

1970 Insane Liberation Front is formed by Dorothy Weiner, Tom Wittick, and others (OR) April. The first issue 
of The Radical Therapist is published
Wyatt v. Stickney. Three fundamental conditions are necessary for adequate and effective treatment in 
public psychiatric hospitals: a humane psychological and physical environment, enough qualified staff to 
administer adequate treatment, and individualized treatment plans

1971 Mental Patient Liberation Project (New York) is founded with one of its creators being well-known 
advocate, Howie the Harp (Howard Geld). The Mental Patients Liberation Front is founded in Boston
Mental Patients’ Association is founded in Vancouver, Canada. Almost immediately MPA begins 
operating a drop-in center and community residence. The USA lagged beyond the Canadian consumer- 
run services model by 5–10 years
Soteria Research Project, founded by psychiatrist Loren Mosher, opens its first house. Soteria is an early 
model of client-centered, recovery-based treatment with minimal use of antipsychotic medications

1972 A group of former mental patients circulate a newsletter, Madness Network News
Bruce Ennis, a staff attorney with the ACLU (NY), publishes Prisoners of Psychiatry exposing extralegal 
uses of psychiatry
Founding of the Mental Health Law Project, subsequently known as of 1993 as the Judge David 
L. Bazelon Center for Mental Health Law, aka Bazelon Center
Lessard v. Schmidt. Persons facing involuntary civil commitment are guaranteed the full array of 
procedural safeguards formerly guaranteed only to individuals charged with a crime
A US district court judge in the District of Columbia orders an outpatient commitment

1973 An APA Committee passes a resolution that homosexuality per se should not be considered a psychiatric 
disorder
First conference on Human Rights and Psychiatric Oppression
The North American Conference for Human Rights and Against Psychiatric Oppression holds its first 
Annual Meeting
Souder v. Brennan. Patient-workers are entitled to minimum wages and overtime compensation, thus 
ending most state hospital work programs

1974 The book The Madness Network News Reader is published by former mental patients and anti-psychiatry 
activists

1975 Donaldson v. O’Connor. A person who is involuntarily civilly committed to a psychiatric hospital has a 
constitutional right “to such treatment as will help him be cured or to improve his mental condition” 
Roger v. Okin. The first class-action suit on the right to refuse treatment

1977 Mental Patients’ Rights Association founded by Sally Zinman (Florida)
NIMH initiates the Community Support Programs (CSP) to address problems created by poorly executed 
removal of long-term state hospital patients from their institutions. NIMH awards contracts to 16 states 
under CSP
President Carter signs an executive order creating the President’s Commission on Mental Health
The General Accounting Office publishes the first governmental study of the problems of 
deinstitutionalization, called Returning the Mentally Disabled to the Community: Government Needs to 
Do More

1978 Judy Chamberlin publishes On Our Own: Patient Controlled Alternatives to the Mental Health System
President Carter’s Commission on Mental Health publishes Report to the President
Leonard Roy Frank edits and publishes The History of Shock Treatment
First CSP Learning Conference

1979 September. Almost 300 people attended a conference on advocacy for persons with chronic mental illness 
sponsored by the Dane County Alliance for the Mentally Ill and the University of Wisconsin-Extension in 
Madison, WI. This conference spurns the birth of the National Alliance on Mental Illness (NAMI)
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Community Support System (CSS) is formed growing out of a series of meetings at NIMH. Components 
of a CSS were identified as treatment, rehabilitation, case management, basic support, enrichment, crisis 
intervention, self-help, and rights protection
Addington v. Texas. The minimum standard of proof to be met in civil commitment hearings is “clear and 
convincing evidence”

1980 “Phoenix Rising: The Voice of the Psychiatrized” began publication by former psychiatric inpatients 
(Canada)
Suzuki v. Yuen. Involuntary civil commitment solely on the grounds of danger to property is 
unconstitutional
The Civil Rights of Institutionalized Persons Act allows the federal government to initiate actions against 
states whose public institutions – such as hospitals, prisons, nursing homes, and jails – -deny residents 
their constitutional rights
The Social Security Amendments of 1980 (PL 96-265) mandate review of all Social Security Disability 
Insurance (SSDI) beneficiaries, except those determined to be permanently disabled, once every 3 years. 
The Mental Health Systems Act, the major accomplishment in mental health of the Carter administration, 
creates a comprehensive federal-state effort to care for persons with mental illness
Surgeon General Julius B. Richmond, M.D., releases Toward a National Plan for the Chronically 
Mentally Ill

1981 Pennhurst State School and Hospital v. Halderman. Court denies that a federal statute had established a 
right to treatment for persons with developmental disabilities
US Supreme Court rules inpatients of public psychiatric institutions are not eligible for Supplemental 
Security Income (SSI) payments granted to persons with mental illness
The Omnibus Budget Reconciliation Act (OBRA) of 1981 eviscerates the Mental Health Systems Act. 
The Act lumps together all remaining categorical mental health programs into a huge block grant

1982 Founding of the Carter Center
Mills v. Rogers. US Supreme Court does not decide on a constitutional right to treatment
Youngberg v. Romeo. A person in an institution has a constitutionally guaranteed “right to personal 
security,” “a right to freedom from bodily restraint,” and the right to receive “such training as an 
appropriate professional would consider reasonable to ensure his safety and to facilitate his ability to 
function free from bodily restraints.” The effect is to narrowly define any constitutional “right to 
treatment”
May 14–18. At the tenth annual International Conference on Human Rights and Psychiatric Oppression 
(Toronto, Canada), participants promulgated a set of 30 principles
November 2. Berkeley, CA, voters pass a referendum banning electroconvulsive therapy within the city
1983 May. The California Department of Mental Health, through its Community Support System 
Project, funds the development of the Consumer Steering Committee
Academic Consortium is founded to advocate for expanded federal research dollars for mental illness. 
1984
The Disability Benefit Reform Act of 1984 requires the Social Security Administration to develop new
health criteria for disability determination

1985 NAMI forms a subgroup called NAMI Client Council, renamed NAMI Consumer Council
April. A consent decree is signed in a Maryland case, Coe v. Hughes that establishes that indigent patients 
in the 12 public inpatient psychiatric facilities have a right to access to the judicial system. June. The First 
National Mental Health Consumers’ Conference is held in Baltimore, MD
Formation of the National Depressive and Manic-Depressive Association (NDMDA), subsequently the 
Depressive and Bipolar Support Alliance (DBSA), a patient-directed national organization focused on 
advocacy, outreach, and education
American Association of Community Psychiatrists (AACP) is founded. The mission of AACP is to 
encourage, equip, and empower community and public psychiatrists to develop and implement policies 
and high-quality practices that promote individuals, family, and community resilience and recovery
US Senate Subcommittee on the Handicapped issues a report of its investigation of conditions in 
psychiatric institutions, documenting lack of treatment, abuse, neglect, exploitation, and deplorable living 
conditions throughout the USA. The Subcommittee chair proclaims, “Protection for these frailest of our 
society exists largely on paper”

1986 National Mental Health Consumers’ Self-Help Clearing House is founded by Joseph Rogers Public Law 
99-319 creates a protection and advocacy system for persons with mental illness
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The State Comprehensive Mental Health Services Plan Act (PL99-660) calls on each state to prepare a 
detailed plan for the care of persons with severe mental illnesses. The plan’s development was to include 
participation by consumers, families, and advocates

1987 Board of Nassau County v. Arline. “Society’s accumulated myths and fears about disease are as 
handicapping as the physical limitations”

1988 Formation of Support Coalition International, which subsequently became Mind Freedom
Shrink-Resistant: The Struggle Against Psychiatry in Canada, edited by Don Weitz and Bonnie Burstow, 
is published

1989 November 23–26. Canada’s first national conference for survivors of psychiatric “services” is attended by 
about 200 psychiatric survivors

1990 Spring/Summer. The Journal of Mind and Behavior publishes an issue, “Challenging the therapeutic 
state; critical perspectives on psychiatry and the mental health system” with contributor including Phyllis 
Chesler, Andrew Scull, Peter Breggin, Leonard Frank, Judi Chamberlin, and Thomas Szasz
Medicaid expands to include a case management option and redefines rehabilitation to include psychiatric 
rehabilitation services
The Americans with Disabilities Act (ADA) is enacted to eliminate discrimination against disabled 
persons. Title II says, “No qualified individual with a disability, shall, by reason of such disability, be 
excluded from participation in or be denied the benefits of the services, programs, or activities of a public 
entity, or be subjected to discrimination by any such entity”

1991 Formation of the World Federation of Psychiatric Users (WFPU), later to become the World Network of 
Users and Survivors of Psychiatry (WNUSP) (International), now a consultant organization to the United 
Nations
United Nations adopts Principles for the Protection of Persons with Mental Illness and the Improvement 
of Mental Health Care
The Inspector General of the General Accounting Office concludes that NIMH needs to address the 
findings of “blatant” noncompliance among a fourth of the CMHCs reviewed in the scope and volume of 
services provided to those unable to pay for them
The Patient Self-Determination Act, part of the Omnibus Budget and Reconciliation Act of 1990, requires 
healthcare facilities that receive Medicare and Medicaid funding to provide information to adult patients 
about their right to make their own healthcare decisions, including the right to accept or refuse treatment 
and to execute advance directives about medical care

1992 Center for Mental Health Services (CMHS) is formed within the Substance Abuse and Mental Health 
Services Administration (SAMHSA)
National Empowerment Center is formed by cofounders Daniel B. Fisher, M.D., Ph.D. and Patricia 
E. Deegan, Ph.D., both of whom were diagnosed with schizophrenia
A group of consumers, who are also researchers, initiate the Consumer/Survivor Research and Policy 
Workgroup. This group works to redefine the national mental health agenda through collaboration with 
mental health professionals and policymakers

1996 The Domenici-Wellstone Illness Parity Amendment means that businesses with more than 50 employees 
will have to offer health insurance plans with equal annual and lifetime limits for mental and physical 
illnesses
Public Law 104-21 prohibits payment of SSDI and SSI benefits to persons whose disability is based on 
drug addiction or alcoholism

1997 Kansas v. Hendricks. Sex offenders can be civilly committed
Charles Q. v. Houston (Pennsylvania). State psychiatric hospital patients with the dual diagnoses of 
mental illness and mental retardation can be served in the community

1988 Kathleen S. v. Department of Public Welfare (Pennsylvania). Under the ADA, former patients of the 
former Haverford State Hospital have a right to placement in the most integrated setting appropriate for 
their needs

1999 December. Release of the first Surgeon General’s report on mental health
Olmstead v. L.C. and E.W. The ADA requires states to provide community placement for persons with 
mental disabilities if the state’s treatment professionals have determined it is appropriate, if it is not 
opposed by the individuals affected, and if it can reasonably be provided considering state resources and 
the needs of other disabled persons
First White House Conference on Mental Health
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2000 Ticket to Work and Work Improvement Act increases level of income disabled persons can earn before 
losing Medicaid and extends period of time an individual can work and continue to receive Medicare. 
President Clinton signs a bill authorizing $10 million for mental health courts over 4years

2001 February 1. President George W. Bush announces the New Freedom Initiative, a broad plan to provide
$5 billion over 5five years to help Americans with disabilities become better integrated into communities 
and workplaces
Released as a supplement to the 1999 report, the Surgeon General’s report, Mental Health: Culture, Race 
and Ethnicity, documents a disproportionately high burden of disability from mental illness among 
African Americans, American Indians, Asian Americans, and Hispanic Americans

2002 Toyota Motor Manufacturing, Kentucky, Inc. v. Williams. ADA must be strictly interpreted to limit the 
number of people who can qualify as disabled
November. Release of the Interim Report of the President’s New Freedom Commission on Mental Health. 
Report highlights five areas
1. Fragmentation and gaps in care for children
2. Same for adults
3. High unemployment and disability for people with mental illness
4. Older adults with mental illness are not receiving treatment
5. Mental health and suicide prevention are not national priorities

2003 Formation of the Coalition Against Psychiatric Assault (CAPA), a Toronto (Canada)-based organization 
whose members are “committed to dismantling the psychiatric system,” “see the very concept of mental 
illness as flawed,” and “oppose the violation of human rights which is endemic to psychiatry”
May: President’s New Freedom Commission submits Achieving the Promise: Transforming Mental 
Health Care. Released by the White House in July, the report suggests six goals and recommendations for 
a transformed mental health system
1. Americans understand that mental health is essential to overall health
2. Mental healthcare is consumer- and family-driven
3. Disparities in mental health services are eliminated
4. Early mental health screening, assessment, and referral are common practice
5. Excellent mental healthcare is delivered and research is accelerated
6. Technology is used to access mental healthcare and information
Passage of Medicare Prescription Drug, Improvement and Modernization Act of 2003 introduces 
Medicare Part D with an implementation date of 2006

2005 APA honors Dorothea Dix with its first Posthumous Fellowship
APA launches HealthyMinds.org, a consumer-oriented website to educate the public about mental health 
resources and treatment
Institute of Medicine (IOM) publishes Improving the Quality of Health Care for Mental and Substance- 
Use Conditions: Quality Chasm Series

2006 NAMI publishes Grading the States: A Report Card on America’s Health Care System for Seniors Mental 
Illness. Nationally, the grade was D. No state received an A and only five states obtained a B
From Study to Action: A Strategic Plan for Transformation of Mental Health Care sets out models for 
understanding and organizing transformative systems change
Roadmap to Seclusion and Restraint Free Mental Health Services emphasizes culture change within 
organizations as the fundamental change to reducing restrictive interventions
DBSA publishes a workbook to help individuals set goals for their recovery: Next Steps: Getting the 
Treatment You Need to Reach Real Recovery
Mental health consumer-survivors form a national coalition of organizations run by consumers, 
representing 28 states and the District of Columbia, to ensure they have a major role in the development 
and implementation of national and state policies

2008 March 5. US House of Representatives passes H.R. 1424, the Paul Wellstone Mental Health and 
Addiction Equity Act. This legislation expands the 1996 Mental Health Parity Act. The Senate had 
previously passed S.558, Mental Health Parity Act of 2007
May 3. Enactment by the United Nations of “The Convention of the Rights of Persons with Disabilities”
July 9. US Senate joins US House of Representatives in voting to end discriminatory copay for 
psychiatric outpatient visits by passing the Medicare Improvements for Patients and Providers Act. 
Coinsurance differential to be phased out by 2014
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October 3. President Obama signs the Paul Wellstone and Pete Domenici Mental Health and Addiction 
Equity Act of 2008. The effective date of the law is January 1, 2010
US Congress overturns Supreme Court decisions that narrowed the applicability of the ADA by the ADA 
Amendments Act
President Bush signs the Genetic Information Nondiscrimination Act of 2008 which prohibits 
discrimination by insurers and employers due to genetic makeup or family history
SAMHSA publishes, Self-Disclosure and Its Impact on People Who Receive Mental Health Services

2010 March 1. The decision in DAI v. Patterson means that the 4,000 residents of New York State adult homes 
of 120 or more beds are qualified to live in supported housing. NYS is ordered to create 1500 supported 
housing units per year for 3 years. The state must employ peer bridgers to assist in the process
March 23. President Obama signs the Patient Protection and Affordable Care Act

2010–
2014

Implementation of the Patient Protection and Affordable Care Act

2015 Mental Health and Safe Communities Act of 2015, supporting assisted outpatient treatment, mental health 
courts, training police about mental illness, court supervised treatment for released prisoners with mental 
illness, forensic assertive community treatment
Mental Health Reform Act of 2015, requiring programs to be evidence-based and focused on reducing 
homelessness, arrest, incarceration, and suicide. (https://mentalillnesspolicy.org/
federalmentalhealthlegislation.html)

2016 April 18. SAMHSA announces Assisted Outpatient Treatment Grant Program for Individuals with 
Serious Mental Illness

2016–
2017

21st Century Cures Act (Helping Families in Mental Health Crisis Act), including provisions for Assisted 
Outpatient Treatment, criminal justice reforms (mental health courts, Crisis Intervention Training (CIT), 
Mentally Ill Offender and Crime Treatment Reduction Act), creation of a SAMHSA Assistant Secretary 
of Mental Health

2017 February: House passes bill to roll back gun regulations, voting to overturn a rule that would bar gun 
ownership for some who have been deemed mentally impaired by the Social Security Administration
September-December: Interdepartmental Serious Mental Illness Coordinating Committee (ISMICC) 
established as part of the Cures Act, with representation from numerous agencies and the public

2018 Congress passes HR6, the SUPPORT for Patients and Communities Act, which includes removal of 
geographic and site of service restrictions for mental health and substance use disorders for telehealth, 
creation of an interagency task force on childhood trauma, barring states from terminating Medicaid 
eligibility for minors post-incarceration. (APA 2020)

2019 March 5. The decision in Wit vs. United Behavioral Health (UBH) concluded that UBH used flawed 
medical review criteria to wrongly reject the claims of more than 50,000 people who were attempting to 
obtain coverage for mental health and addiction treatment. (Webb 2019)
Congress passes the 2019 Federal Funding Bill, including funding increases for NIMH, SAMHSA, CDC, 
and other agencies, extended funding for CCBHCs, and allocating funds for states to address the opioid 
crisis. (APA 2020)

2020 Congress passes HR6074/2020 CARES Act which facilitates temporary expansion of telehealth including 
for mental health/substance use disorders. (APA 2020)
Congress passes HR748/2020 CARES Act which increases funding to SAMHSA by $425 million due to 
the COVID-19 pandemic. (APA 2020)
Congress passes HR 748 and 6074, providing for emergency funding due to the COVID-19 pandemic, 
including for the Provider Relief Fund, National Health Service Corp, and Community Health Centers. 
(APA 2020)
Congress passes S 785 which seeks to reduce Veteran suicide through investment in suicide prevention 
programs, mental health resources, establishment of practice guidelines for Veterans with serious mental 
illness. (APA 2020)
Congress passes S2661/2020, establishing a three-digit national number for mental health emergencies. 
(APA 2020)
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Comprehensive Integrated 
Systems of Care

Designing Systems and Services for 
People with Co-occurring Conditions 
and Complex Needs

Kenneth Minkoff and Nancy H. Covell

 Introduction

The vision of community psychiatry is to orga-
nize services and systems to prioritize access and 
engagement for those “most in need and least 
able to pay” (Stern and Minkoff 1979). When this 
vision was first articulated, during the era of dein-
stitutionalization, the target population being pri-
oritized as “most in need” were those adults with 
the most serious and persistent mental illnesses, 
who were being transitioned from institutions 
(state hospitals) into community settings, as well 
as children/youth with serious emotional distur-
bance, who also might otherwise be placed in 
long-term residential settings.

During the past four decades, however, our 
understanding of who is “most in need” has 
evolved considerably. We have come to recog-
nize that the population of people with poor out-
comes, high costs, and difficulty with access and 
engagement is much broader and is characterized 
as much by comorbidity and complexity as by 
severity in a single domain. Adults may have 
combinations of mental health, substance use, 
and cognitive conditions, along with chronic 
medical issues and disabilities, as well as human 

service needs (social determinants of health) 
related to domestic violence, multi-generational 
trauma, housing, criminal justice, employment, 
finances, and cultural and racial health dispari-
ties. Children and youth may be even more com-
plex, as they are embedded in “complex” families, 
in which different members have different com-
binations of traumas, disorders, challenges, and 
conditions, as well as family system involvement 
with child protective services, juvenile justice, 
and school systems in addition to involvement 
with behavioral health services.

In accordance with our vision, our job in com-
munity psychiatry in the current decade should 
be to organize services and systems for those 
“most in need” by virtue of their complexity. This 
“job” is often described as creating “integrated” 
systems for those with complex needs. However, 
this job has rarely, if ever, been realized success-
fully. In fact, although there are notable examples 
of success in various components of integrated 
service delivery, we have not had a consistent 
framework for either design or implementation of 
comprehensive integrated systems to meet the 
complex needs of individuals, communities, or 
populations. The framework can be conceptual-
ized as noted in Fig. 1.

The goal of this chapter is to articulate such a 
framework and to provide some guidance to 
practitioners, administrators, and policy makers 
on how to make progress in the direction of uni-
versal implementation of comprehensive inte-
grated systems for “those most in need due to 
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Fig. 1 Complexities framework

complexity.” We will recommend who should be 
prioritized for access to, and engagement in, 
ongoing services, within available resources, to 
best meet their needs for help and hope.

 Person-Centered Design 
of Integrated Systems

In this chapter, we are going to describe the 
design of an integrated system using a person- 
centered (or family-centered) approach. We do 
not mean that just as a value statement; we mean 
that literally. Most discussions of integrated sys-
tems begin with consideration of how the 
administrative entities coordinate, the funding 
streams are blended, and the agencies collabo-
rate, but this chapter will not do that. To best 
explain how to design comprehensive integrated 
systems, it is better to begin with understanding 
how to help individuals and families with com-
plex needs and then build understanding from 
the “bottom” up, or from the person at the center 
out.

 Begin with the Basics

There are basic definitions and concepts that are 
helpful in designing integrated services within 
any community behavioral health program or 
organization (or any type of program or organiza-
tion). Shared and clearly communicated defini-
tions, commitment to system design 
fundamentals, and embrace of basic service ele-

ments will ensure effective and efficient system 
design processes and products,

Definitions Preliminary agreed-upon nomencla-
ture will provide clarity in communication and 
planning and development.

Co-occurring Conditions: Any person of any 
age experiencing any combination of one or more 
of the following: any mental health (MH) condi-
tion, including trauma; any substance use (SUD) 
addictive condition, including gambling, or nico-
tine addiction; any cognitive condition, including 
intellectual/developmental disorders I/DD, 
acquired brain injury, and/or dementia; any 
chronic physical health (PH) condition or disabil-
ity, including vision, hearing, and mobility chal-
lenges, infectious diseases, as well as more usual 
medical illnesses (CSAT 2006).

Complexity: Any person of any age experi-
encing any combination of one or more of the 
above conditions with social challenges, 
including (but not limited to) cultural/racial 
minority status, immigration concerns, LGBTQ 
issues, education/employment issues, housing 
issues, legal issues, domestic violence con-
cerns, parenting/relationship issues, food inse-
curity, and financial challenges (Zia Partners 
2016).

Co-occurring or Complex Families: A family 
where one person might experience one kind of 
issue, like a child with an emotional disturbance 
or intellectual disability, and another member 
might experience another kind of problem, like a 
family member or caregiver with a substance use 
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issue, so the family system needs an integrated 
approach (Zia Partners 2016).

Integrated Services Definition: (adapted from 
the Center for Integrated Health Solutions, 
National Council Center of Excellence 2021): 
Integrated services provide a full spectrum of 
appropriately matched interventions for multiple 
conditions in the context of a relationship with 
the treatment or service team in the setting in 
which the person is most naturally engaged.

 Service Design Fundamentals

In any service setting in our system, individuals 
and families with co-occurring conditions and 
other complex needs need to be identified as pri-
orities for engagement and intervention. As pre-
viously noted, individuals and families with any 
combination of conditions are more likely to 
have poorer outcomes and higher costs in multi-
ple domains than those with a single condition 
(Dickey and Azeni 1996; Drake and Brunette 
1998; Minkoff and Drake 1991; Rosenberg et al. 
2001; Swartz et al. 1998). Individuals and fami-
lies with any co-occurring conditions are more 
likely to have others, and the more complex you 
are, the worse you are likely to be doing. Further, 
complexity predicts trajectory more than condi-
tion per se (Glynn et al. 2011). Unfortunately, in 
the way our systems and services are currently 
designed, those with complexity tend to be expe-
rienced more as misfits at multiple levels than as 
priorities for care. To design systems within lim-
ited resources that are more effectively matched 
to people in need, this needs to change.

In any service setting in our system, complex-
ity is an expectation not an exception. 
Consequently, services in any setting must be 
designed with the expectation of providing 
appropriately matched integrated services to the 
people with complexity that are the expectation 
in that setting. The prevalence data on these over-
laps are well recognized. Here are just a few 
examples: prevalence of substance use issues in 
people with serious mental illness (RachBeisel 
et  al. 1999), prevalence of trauma and mental 
health conditions in people with SUD (Sells et al. 

2003), prevalence of serious medical issues in 
people with serious mental illness or SUD 
(Walker and Druss 2017), prevalence of sub-
stance use among people with I/DD (Carroll 
Chapman and Wu 2012), prevalence of BH needs 
in the justice system (Steadman et  al. 2009), 
prevalence of behavioral health (BH) needs in 
people who are homeless (Hossain et al. 2020), 
and prevalence of SUD (NCASAC 1999) and 
COD (Stromwall et  al. 2008) in the families of 
children in the child protective services system. 
The list is endless. The most compelling evidence 
is reflected when one looks at the service popula-
tion in any setting. We already know that com-
plexity is an expectation; the tragedy is that in the 
face of that knowledge, in a system with limited 
resources, we continue to design services based 
on one problem at a time, as if complexity were 
rare. Then, we try to find extra resources for the 
“special” people to work around our base system 
or try to have people with multiple needs served 
in multiple settings with multiple staff, guaran-
teeing that we use our resources even less effi-
ciently than we already do. To design systems 
within limited resources that are more effectively 
matched to people in need, this too needs to 
change.

Therefore, all programs in a “comprehensive 
integrated system” must be designed to be “co- 
occurring capable” or “complexity capable” 
(Zia Partners 2016). This concept of co-occur-
ring capability (originally termed dual diagnosis 
capability) originated in the literature on treat-
ment of co-occurring MH and SUD (ASAM 
2001; McGovern et al. 2007; Minkoff and Cline 
2004, 2005), but has more recently begun to 
expand to accommodate the recognition that 
person- or family-centered services routinely 
involve helping people with all types of com-
plex needs (Zia Partners 2016). Further, recent 
efforts addressing system change in a variety of 
“subsystems” are moving from a focus on “spe-
cial programs” to developing more universal 
capacity or capabilities. Examples include 
developing efforts such as evolving frameworks 
for all types of BH and PH programs to make 
progress in integrated PH/BH services (Goldman 
et  al. 2020); state of Iowa project in universal 
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implementation of multi-occurring (MH, SUD, 
I/DD, BI, trauma) capability across services 
(K. Minkoff and C. Cline, personal communica-
tion March 2021); and development of criminal 
justice/BH redesign moving from a focus on 
“specialty court dockets” to design of all court 
pathways on the assumption that BH conditions 
are an expectation (Peters et al. 2012; Sarteschi 
et al. 2011).

*Co-occurring Capability/Complexity 
Capability: For any program, within its existing 
mission and resources, organizing that program 
on every level must assume that the next person/
family coming in the door will have multiple 
needs and design every aspect of that program 
(policy, procedure, practice, paperwork) and 
every person providing help, with every penny 
available, to have clear instructions for how to 
provide properly matched integrated services to 
the people with complexity that routinely present 
(Zia Partners 2016).

*Integrated System: An integrated system is 
one in which all programs are designed to be 
co- occurring or complexity capable and in 
which all people with complex needs can receive 
appropriately matched integrated services 
within any door (Minkoff and Cline 2004, 2005; 
Engelhardt et al. 2009). Services within an inte-
grated system may focus on specific age groups 
or types of co- occurring conditions or complex 
issues, such as co-occurring MH and SUD, co-
occurring BH and PH, co-occurring BH and CJ, 
and co-occurring BH, educational, juvenile jus-
tice, and child protective needs (Children’s 
System of Care).

*Comprehensive: An integrated system is 
intentional about ALL ages and ALL forms of 
complexity within any service setting and brings 
all types of service settings into the partnership. 
While such comprehensive integrated systems 
are largely aspirational at present, increasingly 
community coalitions (e.g., Humowiecki et  al. 
2018) are recognizing the importance of address-
ing complexity comprehensively in order to 
achieve overall progress toward a healthy com-
munity within limited resources and significant 
social challenges.

 Basic Service Elements

Although it seems at first glance that designing 
programs and services to be complexity capable 
is an impossible challenge, it is not. The secret to 
success is to NOT get stuck in thinking about 
how to restructure organization charts, to blend 
multiple funding streams, or to hire staff with 
every single type of expertise. Rather, it starts 
with looking at the research to discover “what 
works” for individuals and families who come in 
any door and then beginning to consider how to 
“implement what works” in a person/family- 
centered manner inside each of the program’s 
existing services and workflows. This requires 
building infrastructure for practice support about 
“what works” into every program, rather than, as 
we commonly do, build our infrastructure around 
one problem at a time, and then need to work 
around ourselves (or spend extra resources to 
work around our own system) in order to respond 
to the people with complex challenges who regu-
larly present. The following elements are founda-
tional interventions in designing integrated 
person/family-centered services for people with 
complexity:

*Welcoming and Engagement: In an inte-
grated program or service, individuals and fami-
lies with complexity are welcomed for help, as a 
priority, exactly as they are, wherever and when-
ever they present. “Every door is the right door” 
and everyone has specific “customer service” 
instructions, through policy and procedure and 
practice, to know exactly what to say to make it 
more likely that the person with multiple needs 
will experience the type of welcoming connec-
tion that counters their past trauma and makes it 
more likely they will continue to be engaged. 
(See chapter “Inspiring a Welcoming, Hopeful 
Culture” for a deeper discussion of Welcoming.)

*Screening and Identification of Multiple 
Issues: In an integrated program or service, indi-
viduals and families are routinely screened for all 
co-occurring conditions and complex human ser-
vice needs, and there is an opportunity to docu-
ment each issue that requires attention, with level 
of urgency.
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Person/Family-Centered Hopeful Strength- 
Based Framework: In integrated services, the 
starting place after welcoming is to build hope. 
Every person, especially those who have the 
greatest numbers of challenges, should be 
inspired when they meet us that we will partner 
with them over time to help them achieve their 
most important and meaningful goals for well-
ness and success. It is critical, in a recovery/
resiliency- oriented framework (Recovery- 
Oriented Systems, Children’s System of Care, 
Trauma-Informed Systems), that we document 
the person’s vision of hope and continue to rein-
force that vision. Further, application of evidence- 
based strength-based framework is most relevant 
for those who have many challenges. In a 
strength-based framework, we recognize that the 
more challenges you face, the more strength it 
takes for you to be just getting through the day, 
let alone coming for help, and the things that you 
are currently doing right for each issue are the 
building blocks of further progress toward your 
goals.

Relationship with an Integrated Team: In inte-
grated services in any setting, the service 
provider(s) work as a team to help you with all 
your issues. Everyone is given instructions to 
understand how to be an “integrated partner” 
with each client. This doesn’t mean that everyone 
is an expert in everything; in fact, people on the 
team may not be experts in anything or most 
things. Just the same, everyone joins with each 
client in a relationship in which each of us works 
with the clients to help them identify each of their 
issues and to figure out how to help them find the 
best next steps to address each of those issues 
over time in order to reach their goals.

Care Coordination at Appropriate Intensity 
Over Time: In providing integrated services in 
any setting, we recognize that the team (or a des-
ignated person on the team) is responsible for so- 
called “high touch” or “low touch” care 
coordination and tracking of the person’s prog-
ress over time. The level of intensity of care coor-
dination varies according to the person’s level of 
complexity and ability to do this for themselves. 
Data systems may help in large organizations to 
track large cohorts of individuals with specific 

needs and metrics, but even without a specialized 
data system, a team can develop mechanisms for 
keeping track of the clients for which it is 
responsible.

Access to, Coordination with, and Integration 
of Specialty Consultation and Resources as 
Indicated: In an integrated service, the treatment 
team has organized and routine access to spe-
cialty resources within the community. These 
resources may range from specialty consultation 
for medical issues or certain types of BH issues 
(e.g., SUD in a MH setting, or vice versa), to 
resources for housing, education, and employ-
ment, and relationships with criminal justice and 
child/adult protective services. Routine proce-
dures for information sharing are necessary and 
may benefit from “health information exchange” 
protocols and the like, but it is important to 
remember that information sharing may be facili-
tated by, but does not REQUIRE, a fancy data 
system. These specialty resources are not just 
referral resources, so much as collaborative part-
nerships in which the expertise is brought into the 
team, and shared with the client by the team, in a 
way that helps clients be successful in addressing 
all of their issues in an integrated fashion.

Small Steps of Progress Over Time for Each 
Issue: In integrated service provision, it is recog-
nized that individuals with multiple long- standing 
conditions make progress in small steps over 
time. The classic illustration of this concept is in 
the Integrated Dual Diagnosis Treatment (IDDT) 
research literature, which documented that using 
evidence-based IDDT for individuals with seri-
ous mental illness and co-occurring SUD who 
were not initially engaged in help, applying the 
best known interventions resulted in taking about 
3–4  years for about half the clients to achieve 
stable abstinence, with most of the rest making 
progress in other life domains, even though they 
were still using (Drake et al. 1998). Unfortunately, 
our services are often designed so that clients 
who don’t get “better” quickly are regarded as 
failing, so we put pressure on ourselves and on 
them to improve quicker, leading to frustration 
and burnout.

Individualized Issue-Specific Best Practice 
Interventions for Each Issue: In integrated 
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 services, it is understood that there is not a one-
size- fits-all approach or model for “integrated 
care.” Rather, integrated service delivery is help-
ing an individual or family find the right next 
SMALL step forward for EACH of their issues, 
building on their strengths, in the direction of 
their goals. In integrated services, each disorder 
or condition is considered primary, and the “best 
practice” for anyone is the right next step for that 
person for EACH condition, with continued 
small steps of progress over time.

Tracking Progress of Each Issue with Data 
Over Time: Integrated service delivery is 
grounded in being able to routinely measure 
progress for EACH issue over time. In some 
instances, like using PHQ-9 depression scores in 
primary health settings, there are specific symp-
tom tools that can measure progress. In other 
instances, like monitoring diabetes in BH, there 
are lab tests (HbA1c) that are effective for 
measurement- based care. In most instances, 
however, the steps of progress need to be indi-
vidualized, but still can be tracked concretely and 
measured around each issue. The key element is 
to incorporate routine monitoring of small steps 
of progress into all interventions, so it’s easy for 
the service team to keep track and to attend to 
places where something is not working well.

Stage-Matching for Each Issue: Integrated 
care requires a partnership with the individual or 
family in which priorities for action are deter-
mined by the individual, and people have to make 
choices about how to move through the multiple 
issues they have in order to achieve their goals. 
The language for describing progress has been 
termed “moving through stages of change.” 
However, when individuals have multiple issues, 
they are commonly NOT in the same stage of 
change for each issue. That is, stage of change is 
“issue-specific,” not person specific, and inte-
grated interventions in any setting need to be 
integrated and stage matched for EACH issue. A 
person with a complex set of issues and needs is 
likely to be best engaged in integrated services in 
the setting that is most aligned with the issue for 
which they are in the most active stage of change 
in relation to their goals. The structure for estab-

lishing stage of change for each primary issue 
and ensuring that next step interventions and out-
comes are routinely stage matched can be built 
into a service planning framework in an inte-
grated program.

Self-Efficacy and Skill-Building for Each 
Issue: Integrated services in any setting rely on 
building self-efficacy for individuals managing 
their own conditions and disorders. For medical 
issues, this is termed “chronic disease manage-
ment,” and enabling self-efficacy is a key element 
of Person-Centered Medical Homes. Tools such 
as PROMIS (Gruber-Baldini et  al. 2017) have 
been designed to measure progress in this 
domain. In integrated service delivery, however, 
self-efficacy must translate to all of the issues 
with which the person is dealing. Nonetheless, 
the same approach must be applied. Self-efficacy 
is directly connected to skill building. Individuals 
and families do not simply need sets of recom-
mendations and referrals; they need help to learn 
the skills they need to succeed in making prog-
ress for any issue and the confidence to carry out 
those skills. Skills may include self-management 
skills and skills in asking for help, whether from 
family, professionals, or peers. Skills may include 
skills in using medication or medical equipment, 
psychosocial skills for weight loss, exercise, 
maintaining housing, parenting, and so on. The 
key to skill acquisition is having the team be able 
to assist the client to learn necessary skills in 
small practical steps by following the principles 
of adult learning: practice, rehearsal, and repeti-
tion, with big rounds of applause (positive con-
tingencies) for each small step of progress. There 
are numerous examples of skill manuals for help-
ing people learn crossover skills that support 
integrated programming in any setting (Bellack 
et  al. 2007; Cook et  al. 2020; Copeland 2012; 
Golden et al. 2006; Najavits 2002; Roberts et al. 
1999; Shaner et al. 2003).

Connection to Peer Supports and Natural 
Supports for Each Issue. Progress in any issue is 
facilitated when the individual does not need to 
rely on limited access to professional interven-
tions alone. For almost any issue, there may be 
some form of peer support or natural support in 
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the community, which might be helpful to the 
individual with complex needs. These may range 
from 12-step recovery programs, to church 
groups, to family support programs, to disease- 
specific support groups for various types of medi-
cal issues, etc. Integrated service programs not 
only routinely have lists of such resources; they 
also focus on helping individuals who are inter-
ested to make those connections to build effective 
supports.

 How Do We Start the Planning 
Process and Move Forward

 Self-Assessment Questions 
for Readers

Given the predicates for planning that we have 
offered, you might be at a loss of where and how 
to begin. Indeed, this may look like an over-
whelming “To-Do” list, but it becomes easier to 
imagine designing services this way when we 
step out of our usual “box” and think a bit differ-
ently. Ask yourself the following questions about 
your own services or programs or agency:

 1. Is complexity an expectation in the population 
you serve?

 2. If yes, what is your primary mission (e.g., 
MH) and what types of complexity do you 
routinely encounter?

 3. Given the above, how much of your ROUTINE 
service delivery is designed with the expecta-
tion of complexity, incorporating ANY of the 
above elements? How much of your 
ROUTINE service delivery is designed as if 
the people you serve were NOT complex?

What you are likely to realize is that many of 
your current services are mis-designed, as if you 
were mostly serving people with one problem 
only, or only one problem at a time; when people 
show up with complex needs, it seems like lots of 
extra effort to help them. Not only that, you may 
have discovered that much of your current ser-

vice design is built backwards, so that you are 
taking hope away, focusing on deficits, moving 
too quickly, and ignoring both stage matching 
and skill building in efforts to send the person to 
multiple resources and referrals that may or may 
not exist.

Conversely, if all of your services were 
designed on the assumption that the next person 
coming in the door had many issues and your 
practice protocols were designed to welcome 
them as they are, screen and identify their issues, 
build hope, recognize strengths, engage partners, 
and help with stage-matched, skill-based small 
steps of progress for each issue, including link-
age to peer and natural supports, your work 
would be much simpler, and your staff and clients 
would be having an easier time.

 Moving Toward Complexity 
Capability as a Community BH 
Organization

Becoming “complexity capable” is a transforma-
tional process that can be best conceptualized 
using “customer-oriented continuous quality 
improvement” (CO-CQI, or CQI for short) as a 
framework for organizational change. CQI can be 
considered an evidence-based “recovery process” 
for organizations, as it involves the organization 
following a structured data-driven “one day at a 
time” process to becoming better organized at 
every level to be about what customers need and 
want. There are many different methodologies 
for CQI, but they share common elements 
(McLaughlin and Kaluzny 2004).

The elements of this transformation process 
(independent of content) involve the following:

• Establishing the vision for the agency
• Developing a horizontal and vertical partner-

ship to achieve the vision
 – Horizontal means all divisions and pro-

grams are welcomed to participate.
 – Vertical means that all levels of staff, as 

well as service recipients, are welcomed as 
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partners in change, and staff/peers from 
each program are empowered as a team of 
champions or change agents.

• Connecting each program and staff member to 
the vision

• Organizing a CQI Team – agency wide, and 
within each division or program unit

• Measuring the current baseline “capability” of 
each program

• Developing an achievable, measurable 
improvement plan for each program

• Creating an agency-wide learning community 
and team of champions or change agents

• Identifying initial agency-wide priorities for 
progress  – welcoming and hope, integrated 
screening, strength-based assessment, inte-
grated teamwork, stage matching, skill 
building

• Measuring and celebrating progress
• Developing new policies, procedures, and 

practice supports to anchor progress
• Continuing the change cycle over time

The good news about this process is that many 
CBHOs are already engaging in various value- 
driven transformational activities. These activi-
ties have many names reflecting specific areas of 
focus, as follows:

• Recovery-Oriented (focusing on hope, 
empowerment, strength-based interventions, 
and peers)

• Trauma-Informed (focusing on responding to 
the expectation of trauma with safety and 
healing)

• Children’s System of Care (using wraparound 
principles)

• Co-occurring MH/SUD Capability (integrat-
ing MH/SUD)

• Multi-occurring Capability (integrating MH/
SUD/IDD/ABI)

• Physical Health/Behavioral Health Integration
• Cultural Competency/Fluency/Humility; 

Anti-Racism
• Complexity Care: Addressing Health 

Disparities and Social Determinants
• Accountable Health Communities

For each of these types of transformation, 
there are measurement tools and emerging litera-
ture. Each of these tools helps to organize a qual-
ity improvement process for a program or 
organization by measuring baseline policy, pro-
cedure, and practice to support the delivery of the 
specific type of service throughout the organiza-
tion and then providing guidance for next steps of 
progress. For example:

Recovery-oriented tools (ROSI) (Dumont et  al. 
2005)

Trauma-informed care (Harris and Fallot 2001)
Capability to treat co-occurring mental health 

and substance use disorders (Gotham et  al. 
2009; McGovern et  al. 2007; Minkoff and 
Cline 2004, 2005; ZiaPartners 2016)

Continuum-based framework for behavioral 
health integration into primary care (Chapman 
et al. 2017; Goldman et al. 2020)

Center for Integrated Health Solutions 
Organizational Toolkit for Primary and 
Behavioral Health Integration (CIHS 2014)

Quality Measures for Complex Care (Walton 
et al. 2020)

The Self-Assessment for Modification of Anti- 
Racism Tool (SMART) (Shoyinka et al. 2021)

Developing “Comprehensive Integrated 
Systems of Care,” using the concept of complex-
ity capability, builds on all these current 
approaches, but takes it one step further. The 
vision of service design that is being described in 
this chapter is about ALL the above efforts. That 
is, complexity capability is a shorthand for all the 
elements that should be built into the design of 
every program and process, within each program, 
agency, or community: The most efficient and 
effective way to do that is to have ONE overarch-
ing quality improvement initiative in the organi-
zation address all the issues that need attention 
and to find the one tool or if needed two tools that 
seem to offer the best way forward for the organi-
zation to get started. Once the quality improve-
ment infrastructure has been developed, other 
tools can be added as indicated within one “inte-
grated” improvement initiative. The reason that 
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addressing all the issues together can make sense 
in an organization is that ultimately all the issues 
are commonly present in all the people served – 
complexity (including trauma and cultural/racial/
linguistic challenges) is an expectation, and all 
people served can benefit from welcoming, hope-
ful, strength-based, integrated services to help 
them with all their issues to achieve their goals.

An example: A BH organization may want to 
use the COMPASS-EZ 2.0 tool from the CCISC 
toolkit (available from the lead author) to guide 
this process. This tool was originally developed 
with a focus on co-occurring MH/SUD, but the 
authors have updated it to include the option to 
focus on “complexity capability” more broadly. 
It assists an enterprise or organization to “engage 
in a process of organizing everything we do at 
every level, with every scarce resource we have, 
to be about ALL the complex needs of the people 
and families seeking help. By doing a self- 
assessment of its own capability to routinely 
address complexity in an integrated manger, each 
program can begin an organized process to 
become a welcoming recovery-oriented, com-
plexity capable program” (Refer to ZiaPartners 
website for a description of the tool).

Within the CCISC toolkit, there are other tools 
more specifically designed for primary health 
providers, IDDT providers, and nonclinical sys-
tem of care partners. Other types of tools and 
toolkits can be used as well, provided the applica-
tion of the QI process overall is consistently on 
improving ability to address complexity (rather 
than just one or two issues) in the clients being 
served. One example is that in the Comprehensive 
Healthcare Integration (CHI) Framework 
(National Council for Mental Wellbeing, 2022), 
a PHBH tool, there is a specific focus on attend-
ing to “social determinants of health” within the 
integrated care team. Another example is that in 
using a tool to develop trauma-informed services 
in a MH center, it is important to be purposeful 
about recognizing how easy it is to retraumatize 
people with co-occurring SUD conditions who 
do not “follow our recommendations” about dis-
continuing substance use and may present to our 
MH center in crisis, smelling of alcohol and 
unsteady on their feet. How do we make it our 

most important business in that moment to have 
that person feel really happy that when they were 
in crisis they had the good sense to show up in the 
place where people are paid to help them, rather 
than thinking our job is to send them away as 
quickly as possible?

In summary, break the big vision down into 
small steps for the organization.

In addition to engaging the enterprise in rec-
ognizing and embracing the expectation of com-
plexity and the vision of complexity capability as 
a goal, organizations must help build a horizontal 
and vertical partnership for change, identify a 
team that is willing to slowly plan how to make 
progress, identify opportunities for change and 
some change agents or champions at all levels of 
the organization, including people with lived 
experience, and find one or two programs that are 
willing to pilot using a self-assessment tool to see 
if there is value in the conversation and in starting 
to make change.

 Comprehensive Integrated Systems 
of Care for Communities 
and Populations

 How Do We Get There?

The next section of this chapter will move from a 
focus on individual programs and organizations 
to the development of comprehensive integrated 
systems of care for a community or population, 
but remember: you don’t need to have the whole 
system committed to making progress in order to 
get started.

Moving toward organizational and commu-
nity partnerships for complexity capability.

Start with a design of integrated services for 
individuals and families, and then move up to 
programs, organizations, and systems. Using the 
concept of “complexity capability” for programs, 
we can begin to apply this to “system design” and 
“population management” by using the following 
precept: in an organization, or in a system of care 
for a population, each program should become 
“complexity capable,” but each program is likely 
to have a different job. The job of each program 
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starts with what it is already designed to be doing 
(e.g., adult MH case management program, resi-
dential SUD program, school-based services, pri-
mary care clinic, homeless outreach, adult 
probation for offenders with MH/SUD, etc.) and 
organizing itself to provide integrated services to 
the people with complex needs who are already 
showing up. In addition to serving its own clien-
tele, part of its job is being a great partner to help 
other programs with their people, through con-
sultation, in-reach, and effective inter-program 
teamwork. The goal is NOT to increase referrals, 
so much as to help more people get what they 
need in a single door (or as few doors as possible) 
and have fewer people need duplicate or parallel 
services, or to fall between the cracks. Remember: 
it is easier for staff to move around in a system so 
that clients don’t have to.

Example: Comprehensive Integrated BH 
Organization

We can start by illustrating this concept first in 
a single large community BH organization that 
has many different types of programs for people 
with MH and SUD issues and is helping all pro-
grams become co-occurring/complexity capable.

In this large BH organization, the adult MH 
program provides integrated services to individu-
als who present with MH concerns and may have 
co-occurring substance use issues with varying 
degrees of severity and various stages of change. 
By and large, these clients do NOT want referral 
to an SUD program. The adult SUD program pro-
vides integrated services to individuals who pres-
ent with a request (or mandate) for SUD services 
and have a variety of co-occurring MH issues and 
trauma that will require integrated attention dur-
ing SUD treatment. The child MH program pro-
vides integrated services to adolescents with MH 
issues, many of whom may be initiating sub-
stance use, as well as to the parents and caregiv-
ers of children with SED, many of whom may 
have substance use challenges, but are not 
requesting SUD treatment for themselves.

In this simple scenario, each program has a 
job to serve the individuals and families that it 
usually sees, plus to provide consultation and in- 
reach to its partners. The adult MH program can 
provide consultation to the SUD program, by 

embedding its own clinicians or prescribers on 
the SUD team, as well as consulting to the child 
MH program, by providing in-reach for parents 
who have more severe MH needs. The adult SUD 
program can provide consultation to the adult 
MH program and to the child MH program in the 
same way. The child MH program can provide 
consultation to either program concerning par-
enting issues for adult clients and in-reach to help 
with identification and engagement of any chil-
dren that may be in need or at risk.

Consequently, when an organization wants to 
become “complexity capable,” it means that it 
creates an organization-wide quality improve-
ment initiative in which each program makes 
progress (using the tools and processes described 
earlier) on its own but also in which part of its 
progress is being a great team member or partner 
to other programs. That is, the organization cre-
ates an “inter-program learning community” or 
an “integrated” team across all its programs, so 
that (just like an integrated team of clinicians) all 
the programs make progress in working 
 collaboratively to help all the clients of that orga-
nization receive the best possible integrated ser-
vices within the “door” in which they feel most 
comfortably or naturally engaged.

 Comprehensive Integrated System 
of Care for a Community

Setting goals: All programs and agencies within 
the community make progress to be complexity 
capable. Each program improves its ability to 
provide integrated assistance to the complex peo-
ple it routinely serves, as well as being a great 
partner in helping other agencies and programs 
with their complex people. The goal is that more 
people can get what they need in a single door (or 
in as few doors as possible) and fewer people 
need duplicate or parallel services in the commu-
nity (which makes poor use of limited resources) 
or fall through the cracks.

Organizing community partnerships for com-
prehensive integrated system development:

A framework: Community partnerships for 
creation of integrated systems begin by bringing 
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programs and agencies together to build success-
ful and continuing collaborations for success. 
Community BH organizations can often be the 
initiators and leaders of such collaborative efforts 
and may benefit from investing resources in help-
ing to staff and sustain the partnership.

Within the framework described in this chap-
ter, here are some simple do’s and don’ts of this 
collaboration:

 1. Identify the shared population of interest and 
invite all the key players to the table. The 
shared population may be everyone, or just 
adults or children, or just people involved in 
the CJ system who have BH needs. Clearly, 
the larger the population, the more compre-
hensive will be the system approach, but do 
not let the goal of perfection be the enemy of 
making progress in a way that is feasible for 
your community.

 2. Communicate a shared vision that is about the 
heart and soul of what everyone does: We are 
coming together to work as partners to 
improve our ability to welcome, inspire, and 
provide integrated services to the individuals 
and families with complex needs who are the 
expectation in all of our settings.

 3. Start with the goal of improving within base 
resources, before focusing on new resources: 
Our first step is to work collectively to improve 
each of our programs’ ability to provide inte-
grated helpfulness to the people we are already 
serving, within the resources that we already 
have, and then use that framework to make the 
best use of any additional resources that we 
may acquire along the way.

Be aware: Many collaboratives begin by 
focusing on obtaining a grant to set up a new 
program, and then that effort absorbs all their 
energy, so that the fundamental steps of lever-
aging existing resources to create sustainable 
change never take place.

 4. Our goal is to learn to help people get what 
they need within as few doors as possible, 
rather than to have every person with multiple 
needs attach to multiple agencies, multiple 
staff, and multiple funding streams, so we get 
more broke than we already are and make all 

of our collaborative work unbearably compli-
cated. Many collaboratives focus on making 
and coordinating multiple referrals for each 
client, which is complicated for the client and 
the staff. Alternatively, many collaboratives 
focus on creating unique interagency teams 
for each client, which is very inefficient, rather 
than building each team to be complexity 
capable for ALL its clients. This is a bit more 
challenging in the beginning but works much 
better in the long run.

 5. This is a quality improvement partnership. 
Each agency and program can make progress 
on its own, whether any of the others make 
progress or not. The good news is that we can 
help each other, but we don’t have to be stuck 
waiting for everyone to show up.

 6. We can get started with whoever is at the 
table. If some partners do not come at the 
beginning, let’s get started building something 
of value and then attracting them to join us. 
This is a “recovery process” for the system in 
our community, and just like 12-step  programs 
of recovery, it is a “program of attraction.”

 7. It is helpful to have a high level “CEO group” 
that creates an empowered collaboration and 
authorizes the process while also having a 
team of “champions” that work collabora-
tively across the community who are more in 
the details of making change. These champi-
ons and change agents may represent program 
leaders, front line staff, and service recipients 
and are empowered within their own agencies 
or programs to make change, as well as work 
in partnership with each other across the com-
munity to transform the way the whole com-
munity works together.

 8. In addition to how each program improves 
within its own resources, let’s figure out cre-
ative ways for each program to treat the others 
as “priority partners.” For example, if the 
homeless outreach team has an “expectation” 
of finding clients with MH and/or SUD, let’s 
embed BH in-reach from the CBHO into the 
homeless outreach program, rather than trying 
to refer those clients for intake (where they 
probably won’t show up). Similarly, if we 
have a high volume of BH need in our proba-
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tion programs, let’s embed BH staff in those 
programs, as well as provide probation officer 
linkages to our BH teams.

Within this framework, it may be helpful for the 
partners to create a charter agreement for the sys-
tem improvement collaboration, in which each 
partner agency agrees to make progress toward 
complexity capability (or whatever language 
appeals to the community) and identifies specific 
steps that agency will take to bring all its pro-
grams and staff along. Usually, there are one or 
two programs that volunteer to be the “pilots” in 
using one of the self-assessment tools mentioned 
above and then come back to the collaborative 
table to illustrate what they learned and how they 
are beginning to make progress. These “front 
runners” make it easier for those programs or 
agencies who are somewhat nervous to get started 
more safely. The collaboration needs to be very 
strength-based at the beginning, to applaud the 
efforts of each organization to get involved and 
make progress. Early steps of progress usually 
involve welcoming people with complexity, 
inspiring hope in every door, and improving the 
ability to identify and quantify the complex needs 
of the people who are presenting for help.

An example: Within the CCISC toolkit, an 
approach that organizes this process for nonclini-
cal and clinical partners within either adult or 
child system of care collaborations (including 
CSOC, as described below) is a tool called 
System of Care Assessment Tool (SOCAT), 
which provides for self-assessment and improve-
ment by each community partner agency in terms 
of both its participation in the community col-
laboration AND its ability to improve the deliv-
ery of value-driven complexity-capable services 
within its own services. The evidence-based 
SAMHSA model that was first described 40 years 
ago has been subsequently updated to include 
more collaboration with SUD service partners 
and with a more focused lens on addressing cul-
tural, racial, and linguistic diversity and dispari-
ties (SAMHSA 2019). In this approach in an 
integrated Children’s System of Care, a commu-

nity brings together child-serving partners in a 
formal collaboration around shared values and 
principles, labelled “wraparound” principles, 
emphasizing the importance of services being 
hopeful, strength-based, family-driven, trauma- 
informed, and resiliency-oriented as well as 
addressing multiple domains of need in an inte-
grated manner. These partners may include 
school systems, child protection, juvenile justice, 
MH services, I/DD services, SUD services (for 
parents and caregivers of children in need), as 
well as natural support settings in the community 
(e.g., faith-based entities). The partners come 
together in a sustained collaborative structure to 
adopt the shared principles and to make a com-
mitment to using the principles to serve the chil-
dren and families with complexity within each 
agency, as well as to work together to address the 
most complicated and challenging families using 
a “wraparound” approach. Successful systems 
achieve sustainability through embedding this 
approach into “business as usual” within each 
partner’s base resources across the community.

 Conclusion

Individual clients and families with complexity 
can be served in organizations that go down the 
path of becoming complexity capable, as well as 
illustrating the framework for how multiple com-
munity partners can come together, over time, to 
make collective progress toward having a “com-
prehensive integrated system of care” for that 
community, within whatever resources that are 
available. Building organizations and community 
systems this way is slow and painstaking, but 
ultimately rewarding work, as existing services, 
within limited resources, become progressively 
better able to provide appropriately matched inte-
grated services to individuals and families with 
complex needs. As a result, these individuals and 
families are better able to make progress on all 
their issues to achieve the hopeful, meaningful, 
and successful lives they are capable of achieving 
and deserve to have.
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Inspiring a Welcoming, Hopeful 
Culture

Christie A. Cline and Kenneth Minkoff

 Introduction: Welcoming, Hope, 
and the Vision of Community 
Psychiatry

Community psychiatry has unique values and a 
unique vision, which radically sets it apart from 
other behavioral health “disciplines.” Community 
psychiatry provides a safety net service for a 
“community”—for a defined population that may 
need help with behavioral health issues of all 
kinds. This is critically important: as a safety net 
provider, anyone who is not “caught” (engaged) 
in your net will not receive services anywhere. 
The consequences of not being engaged may be 
dire and, in fact, may be a matter of life and 
death. Consequently, the pride of community 
psychiatry is its capacity to be responsive to the 
needs of people and families—“customers”—
who have serious needs and would not be able to 
receive services anywhere else. This responsibil-
ity extends not just to the “easy” customers, the 
ones who neatly fit into our existing service pack-
ages, but particularly to “complicated” custom-
ers, the ones who may not fit at all and yet are 
desperate for help and hope.

In the 10 years since this chapter was written 
for the First Edition of this Handbook, recogni-
tion of the importance of engagement as a foun-

dation for services and systems has become ever 
more powerful. In 2016, the National Alliance on 
Mental Illness (NAMI) issued a clarion call for 
emphasis on this issue: Engagement: A New 
Standard for Mental Health Care (NAMI 2016). 
Here is the opening statement of that powerful 
monograph:

As an organization of individuals with MH condi-
tions and their families, NAMI knows that the US 
system of mental health care is failing to engage 
people who seek help. The facts say it all: many 
people who seek mental health care drop out. 
70% that drop out do so after their first or sec-
ond visit. (Olfson et al. 2009)

The first moments of interaction between a service 
provider and a person seeking care for a mental 
health condition can set the tone and course of 
treatment. This first interaction can start a journey 
to recovery and a satisfying life – or it can leave a 
person unsure or hopeless about their future and 
unwilling to go back a second time. (NAMI 2016, 
p. 2)

NAMI emphasizes further the importance of 
“Welcoming” (p.8), not just at the beginning of 
care, but throughout, and describes that the risk 
of disengagement can be present throughout the 
challenges of ongoing service in a service system 
that is frequently mis-designed.

Further, the focus on “engagement” has 
expanded to an understanding of the core vision 
of all health care. The Triple Aim (Institute for 
Health Improvement) emphasizes customer 
experience as well as cost and outcomes as one of 
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the three major objectives of any health delivery 
system. Dr. Donald Berwick, the founder of the 
Institute for Health Improvement, has taken this 
even further, in recognizing the connection 
between the ultimate aims of the health system 
and the need to address social determinants of 
health and the systemic racism and other discrim-
inatory factors that contribute to dramatic health 
inequities and disparities. He describes the 
“moral determinants of health” (Berwick 2020), 
reminding all of us that those on the front lines 
have a moral responsibility to design systems that 
are responsive on all levels to people with the 
greatest needs.

These values—a vision of hope and help for 
those most in need, especially those with the 
greatest combinations of challenges, often those 
that no one else is designed to serve—are what 
gives community psychiatry its true heart. Yet, 
the implementation of this set of values, the artic-
ulation of this vision, in community psychiatric 
practice, programs, and settings is not a trivial 
matter. It requires deliberate attention, at every 
level of organization structure, process, program, 
and practice, to ensure that those most in need, 
that those most likely to be “misfits” in other set-
tings, are not only tolerated and “accepted,” but 
specifically and proactively welcomed for care—
and inspired with the hope and promise of recov-
ery—wherever, whenever, and however they 
present. Consider the following situation:

Carlos is a 49-year-old Mexican man who has been 
referred to your community behavioral health pro-
gram following his parole from state prison after 
serving 5 years of a 10-year sentence for an armed 
robbery to obtain drugs during a time when he was 
actively addicted to cocaine. Carlos has a 15-year 
history of schizoaffective disorder and has been 
receiving antipsychotic and mood-stabilizing med-
ication in prison. Under parole supervision, he 
lives in a residential program for individuals with 
mental illness in your community and is sent to 
your program for case management, medication, 
and rehabilitative services. Carlos used to work as 
a welder until his addiction to alcohol and cocaine, 
as well as persistent psychosis, caused him to lose 
his job. He has two children in their late teens that 
live with his ex-wife; she wants nothing to do with 
him. He has a large extended family that has main-
tained contact with him in prison. The family 
members care about Carlos, but do not want to pro-

vide him with any financial help or with a place to 
live. Carlos’ primary language is Spanish; he 
speaks English with limited proficiency. He also is 
suffering from hepatitis C and is overweight.
Carlos came to his first appointment at your pro-
gram 2 weeks ago, within a few days of his release 
from prison and moving into his residence. He had 
been given a 30-day supply of medication and did 
not need a refill. He had an initial appointment 
with a case manager, but was not very talkative 
about his symptoms, or his life. He seemed a little 
suspicious and said that his main goal was to not 
go back to prison. He wanted to try to get a job and 
somehow be re-connected to his family. He said he 
wanted to make sure to do what his parole officer 
wanted him to do. He also said that he did not like 
living in the group home, but “I guess I’m going to 
have to put up with it.” He stated that he was com-
mitted to not using drugs, but did not like going to 
“those NA meetings.” “I am strong; I have a lot of 
will power.” “I don’t really want a case manager; I 
am a man who can take care of himself.” He said 
he would come back for medications and was will-
ing to get help with reinstating his disability.
This morning, Carlos appears, unscheduled, in 
your waiting room. He is disheveled, agitated, and 
reeking of alcohol. He states that he got kicked out 
of the residence last night and spent the night on 
the street. “They said I was drunk when I only had 
a few.” “Those assholes were stealing my stuff, and 
I said I would get someone, but good, if they didn’t 
cut it out.” He is demanding to see his case man-
ager immediately, saying he needs a place to stay 
so he won’t go back to prison.
Question: What should your clinic staff do first?

 The Challenge of Welcoming

Given that this is a chapter on “welcoming and 
hope,” it is easy to see that “the right answer” to 
the question posed above would be “Welcome 
him!” It is also easy to see that welcoming him 
would be a significant challenge, clinically and 
organizationally.

On one hand, the consequences for Carlos of 
not being welcomed, engaged, and inspired with 
hope in the middle of this major crisis could be 
catastrophic. The wrong approach could result in 
violence, involuntary commitment, homeless-
ness, and/or reincarceration.

On the other hand, Carlos is exactly the kind 
of person that most staff at the program might 
experience as “impossible” to welcome. He is 
big, drunk, scary, potentially violent, and a 
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parolee with a history of violence. He is also 
homeless, paranoid, and “behaving inappropri-
ately.” He does not even speak English very well.

Yet, if our values in the world of community 
behavioral health care involve holding ourselves 
to the highest possible standard for welcoming 
customers like Carlos, then we not only recog-
nize “welcoming” him as a priority, but we delib-
erately organize welcoming, hopeful engagement, 
empowerment, and partnership for people like 
Carlos as a core customer-oriented, value-driven 
“business practice” for our entire agency.

 What Would “Welcoming” Look Like 
in This Situation?

As soon as Carlos comes in the door, and it is 
clear that he is in crisis, the program (starting 
with the receptionist) needs to initiate an imme-
diate response plan that makes it most likely that 
Carlos will have a successful experience and 
come away thinking that he made a very good 
decision to come to the clinic this morning.

The receptionist, seeing him come into the 
waiting room clearly agitated, would contact a 
person “on duty” available for immediate response. 
She might say: “Welcome Carlos. It looks like you 
need help immediately. I am calling someone to 
come and see you who should be out here in a few 
minutes. Would you like something to eat or 
drink?”

The on-duty clinical staff person would come 
out and explain that Carlos’ regular case manager 
is not available at the moment, but that he or she 
is pleased to talk to Carlos. Then the staff person 
might thank Carlos for coming in when he was in 
a crisis and ask Carlos if he would mind going to 
an office to sit down and talk, as well as repeating 
the offer of something to eat or drink.

Once in the office, the clinician would recog-
nize that Carlos is having a very hard time and is 
probably very scared and feeling out of control. 
Carlos needs to feel not only welcomed but 
empowered and respected. He needs to feel that 
we will treat him as a partner, not a victim. He 
needs to feel hope, rather than feel that what is 

left of his hope is being taken away. In order to 
reinforce that Carlos made a good decision com-
ing in, the clinician might say, looking Carlos 
right in the eyes:

I want you to know that I am very impressed that 
you came into see us, since you hardly know us. 
Thank you for your trust. It’s amazing that you had 
the courage to come in here. I don’t know what 
happened, but it looks like a serious crisis. Let’s sit 
down and talk so you can tell me your story, and 
we can figure out together how to help you. The 
fact that you came for help is a wonderful thing. I 
know we want to do everything we can to help you 
to stay out of prison and help you to achieve your 
goals.

This “welcoming, hopeful” approach would 
be the best chance to help Carlos to calm down 
and feel safe, rather than challenged, to take time 
to figure out a solution to his crisis, to get him 
through the next few hours, and to help him plan 
for some positive next steps to find housing and 
stay out of prison.

On the other hand, if Carlos is not “proactively 
welcomed,” it is highly likely that the situation 
could get much worse. It wouldn’t be hard to 
think of a number of things that the staff could 
say to Carlos that would increase his chance of 
becoming more agitated and even violent. Here 
are some common examples:

• “You need to go to the emergency room right 
away. We can’t help you here if you’re like 
this.”

• “You can’t just walk in and be seen on demand. 
You need to have an appointment.”

• “We have a rule that says that you can’t be 
seen if you are intoxicated.”

• “You are behaving inappropriately (or threat-
eningly, or in a way that’s scary). You need to 
calm down right away or we won’t be able to 
help you.”

• “You are using bad language. That’s not 
allowed here.”

• “Your case manager isn’t free now. Can you 
come back in a few hours when s/he might 
have an opening?”

• “You should know that we can’t find you 
housing at the drop of a hat. I don’t think we 
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can find you a place to stay now that you’ve 
lost the group home.”

• “Since you’ve been drinking, you need to go 
to the ER to be medically cleared before we 
can see you.”

• “Before we talk to you, we need to let you 
know that we have to call your parole officer 
to let him know that you have probably vio-
lated your parole.”

It is important to keep in mind that Carlos’ life 
might very well be at stake here. If Carlos is upset 
enough, he can just storm out of the clinic with-
out being seen. He is desperate and losing hope. 
He could easily do something that would hurt 
someone seriously or get himself hurt or killed.

But ensuring that Carlos is highly likely to 
have a welcoming experience in our community 
program requires a deliberate and organized 
approach. The rest of this chapter will describe 
basic steps to build a welcoming environment 
and welcoming hopeful practice, as core fea-
tures of any community behavioral health 
program.

 Welcoming Systems and Welcoming 
Practice

During the past decade, increasing attention has 
been given to the use of organized strategies for 
building welcoming, hopeful, recovery-oriented 
programs and practices, such as the 
Comprehensive Continuous Integrated System 
of Care (CCISC) (Minkoff and Cline 2004, 
2005). We have recognized that our systems and 
practices have been mis-designed, particularly 
for people with challenging co-occurring men-
tal health, substance use, and health conditions 
who are often experienced as “misfits.” The goal 
of “transformation” is to design systems with 
limited resources to be organized at every level 
(system policy, program design, clinical prac-
tice, and staff competency) to welcome our cus-
tomers as they are, with all their complexity and 
desperation, to respond to their needs, and to 
inspire their hopes and dreams. A recent com-

prehensive review for NASMHPD of implemen-
tation of integrated systems and services for 
individuals with co-occurring MH and SUD 
(Minkoff and Covell 2019) emphasized the role 
of systematic approaches such as CCISC for 
prioritizing welcoming, engagement, and inte-
grated service delivery as core elements of sys-
tem design.

Welcoming and hope as practice and philoso-
phy are embedded in opportunities for improve-
ment in systems, programs, and practices, many 
of which are discussed in more detail in other 
chapters.

• Recovery-Oriented Systems are built on a 
foundation that everyone is welcomed into 
empowered partnerships and inspired with the 
hope of recovery (Gagne et al. 2007).

• Trauma-Informed Systems and Services rec-
ognize the importance of building welcoming 
partnerships for vulnerable individuals and 
families (Finkelstein and Markoff 2004; 
Elliott et al. 2005; National Center for Trauma- 
Informed Care (http://mentalhealth.samhsa.
gov/ncitc/)).

• Restraint Reduction and Non-violent De- 
escalation succeed most effectively in the 
context of creating a welcoming culture of 
partnership in an institution (Council of State 
Governments 2002).

• The Network for Improvement of Addiction 
Treatment (NIATx) has been successful in 
working with both addiction and mental health 
programs to use Continuous Quality 
Improvement to increase welcoming, access, 
and retention (NIATx outcomes).

• Homeless Outreach and Family Wraparound 
Programs are built on a foundation of wel-
coming individuals and families who are dif-
ficult to engage (Gillig and McQuistion 2006; 
Friedman and Drews 2005).

• Motivational Interviewing (Miller and 
Rollnick 2002) as a clinical practice begins 
with welcoming and engaging individuals 
who do not share our goals.

• Shared Decision-Making as a component of 
psychiatric practice (Torrey and Drake 2010) 
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formalizes welcoming partnerships to pro-
mote adherence.

 Comprehensive Continuous 
Integrated Systems of Care (CCISC)

For the past decade, the authors of this chapter 
have been working with state and county systems 
in over 40 states and 7 Canadian provinces, with 
all types of programs and clinical and nonclinical 
staff, to build welcoming, recovery-oriented, and 
integrated systems, programs, and services, 
designed to be about the needs, hopes, and goals 
of people and families with complex lives and co- 
occurring conditions of all kinds (Minkoff and 
Cline 2004, 2005). CCISC is an organized qual-
ity improvement process for system re-design in 
which every program and every person delivering 
care becomes welcoming, recovery- or resiliency- 
oriented (i.e., hopeful and strength-based), and 
capable of working with co-occurring behavioral 
health disorders (Minkoff and Covell 2019).

In this chapter, we outline some of the strate-
gies that have been used by systems and pro-
grams to not only make progress in welcoming 
the people served but also to inspire hope in and 
support the values of the people delivering 
service.

 Strategies to Implement 
Welcoming, Hopeful Environments 
and Practices

As the preceding section suggests, “welcom-
ing” is not just a matter of everyone being 
nicer. Welcoming involves a deliberate 
approach to both organizing welcoming as a 
“clinical practice” and to building a welcoming 
environment and organizational culture. If you 
are thinking that complex financially chal-
lenged behavioral health organizations cannot 
help everyone to be welcoming, you probably 
have never been to a hotel, a restaurant, or even 
a discount department store, because the start-

ing place for welcoming involves basic cus-
tomer service. There are well- designed 
organizational technologies for implementing 
“customer service” as a routine practice and 
for developing value-driven customer- oriented 
organizations. These strategies have been stud-
ied for years in the fields of management sci-
ence and organizational development. What is 
striking is that in behavioral health we have not 
paid much attention to these strategies at all, 
even though we are in a “business” where 
whether or not people are welcomed, inspired, 
and engaged may be—as we said earlier—a 
matter of life and death.

Customer service strategies begin with look-
ing at the whole organization from the perspec-
tive of the customer, beginning with the “easy” or 
“routine” customer and then progressing to eval-
uating the experience and improving the service 
for customers who may have a harder time. A 
strategy used by NIATx, for example, is to expe-
rience the program or organization by perform-
ing what is called a “walk-through,” in which 
management and staff, often accompanied by 
consumers or customers (as partners in the 
improvement process), “walk through” the expe-
rience of entering the program and being “admit-
ted” to service. For most behavioral health 
organizations, the “walk-through” is not only 
“eye-opening”; it is “mind-opening.” An admin-
istrator of a community mental health center in 
Oklahoma “walked through” admission to his 
own facility as part of a CCISC project and said 
to us afterwards: “I felt fine when I started, but 
within an hour and a half I wanted to hit some-
body.” He immediately began a project to re- 
design the whole admitting area, and the 
admitting process, to be more welcoming.

 Creating a Welcoming Environment

Many organizations begin the process of improv-
ing “welcoming” by conducting a “walk-through” 
of their physical space. The goal of the walk- 
through is to experience the space through the 
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eyes of a “customer” who may be scared, mis-
trustful, or angry, who may have multiple issues 
(e.g., substance abuse and health as well as men-
tal health), who may have experienced past 
trauma at the hands of caregivers, and who may 
have cultural or linguistic barriers to care. 
Common improvement opportunities range from 
addressing interior decoration (plants, posters, 
and paint), to removing obviously unwelcoming 
signs (“Clients are prohibited from…”), to add-
ing hopeful, culturally relevant signs and decora-
tions that address recovery from multiple issues.

It is often surprising what clients perceive to 
be unwelcoming. In one of our CCISC projects, a 
drug and alcohol program in South Dakota was 
working on welcoming clients with co-occurring 
mental health conditions. The program change 
team decided to remove a huge rug in the admit-
ting area that was embossed with “Say No to 
Drugs.” Their idea was that this might be per-
ceived as unwelcoming to clients who were on 
psychotropic medication. After they removed the 
rug, they were surprised how many clients came 
up to them and said “thank you.” A typical com-
ment was: “I’m so glad you got rid of that rug. 
Every time I walked in the door I was thinking 
that I’m someone who uses drugs and you were 
saying “no” to me.”

One of the most challenging issues in develop-
ing a welcoming environment has to do with the 
question of removing “security items” such as 
metal detectors, glass barriers in the waiting area 
or in front of the receptionist, and uniformed 
security guards. While there are clearly settings 
in which metal detectors and security personnel 
are expected (e.g., criminal justice settings), the 
value of such environmental barriers in improv-
ing safety in a usual community behavioral health 
setting is highly questionable. Research on vio-
lence reduction indicates that although staff may 
“feel” safer as a result of these devices, it is likely 
that any deterrent effect on the unlikely event of 
violent or unsafe behavior is counterbalanced by 
a general increase in “adversarial” or “unwel-
coming” tone, which in fact increases the overall 
risk of violence from all clients (Council of State 
Governments 2002). However, as we shall dis-
cuss below, under no circumstances should the 

first step in improving “welcoming” be to remove 
those barriers over staff objections. The process 
of developing the partnership to create a major 
culture shift requires a well-considered organiza-
tional strategy, which will be discussed in more 
detail later in this chapter.

 Defining and Implementing 
Welcoming Practice

In any “business,” ensuring welcoming practice 
or good customer service requires great attention 
to detail. It requires that good customer service is 
defined and organizationally supported as a prac-
tice, with purposeful “practice support” strate-
gies and tools. Further, as will be addressed 
below, it involves a deliberate organizational 
implementation strategy that “welcomes and 
empowers” staff to produce the “product” of wel-
coming and empowering practice with customers 
(clients, families, etc.).

One way to think of welcoming practice is to 
divide “welcoming” into a number of different 
levels—basic, intermediate, and advanced or rad-
ical welcoming—and then consider how specific 
strategies and practices at each level are likely to 
challenge current behavior and create an improve-
ment opportunity. This approach is designed to 
partner with staff, not to criticize them. Almost 
everyone working in behavioral health, including 
support staff, comes with a sincere desire to be 
helpful and is usually distressed to not only see 
“unwelcoming” behavior all around but also to 
receive little guidance on how to be welcoming in 
challenging situations.

Basic Welcoming One way of modeling basic 
welcoming is to develop a script and then use the 
script to help develop a “guideline” for welcom-
ing practice. The script should specifically push 
the envelope of common practice and push the 
envelope of which customers are proactively wel-
comed. The following script illustrates basic wel-
coming in a typical community behavioral health 
organization for individuals who might normally 
be experienced as “misfits” due to their co- 
occurring conditions.
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Hi, there! Welcome to our clinic. You seem to be 
someone who has many issues at the same time: 
mental health, substance use, medical, housing, 
etc. You know, you’re a person we most enjoy serv-
ing here, because you’re the kind of person who is 
often having the hardest time. We know it’s not 
easy for you to come in asking us for help. Thank 
you for coming. You’re in the right place. We’re 
really glad you’re here. We know our job is not to 
know how to fix you the moment we meet you. Our 
job is to get to know you, inspire you with hope, 
and help you to figure out how to help you address 
all of your issues, over time, so you can have the 
happiest, most hopeful, and successful life you 
possibly can.

There is no “rocket science” in this speech. It 
takes less than a minute to say. The question to 
ask ourselves is: as a community program, how 
well-organized are we, by policy, procedure, and 
practice, so that everyone knows that when a per-
son comes in the door, particularly someone who 
is challenging and feels like a misfit, that this is 
exactly what we are supposed to say, and from 
the heart. “Basic welcoming” scripts can be 
developed, adapted, modified, and written down 
as guidance for everyone meeting clients at the 
front door, just like other “customer service” 
organizations do.

Intermediate Welcoming Intermediate welcom-
ing addresses common practices that support an 
unwelcoming culture. For example, what if the 
organization develops a rule that says that no one 
can “trash talk” about clients or families in any 
way, even when they are not listening, including 
in chart documentation, just like no one may use 
racial slurs behind people’s backs?

Negative and unwelcoming language is often 
routine practice in many community behavioral 
health organizations. We use terms like “antiso-
cial,” “non-compliant,” “manipulative,” and 
“inappropriate” to express displeasure and frus-
tration with clients who are seen as hard to 
engage and/or not doing what we want. We may 
use “borderline” or “Axis 2” as an epithet rather 
than as a diagnosis. We may refer to people with 
substance use disorders as “drunks,” or write: 
“All he wants is to get high.”

Language is important. How we talk and write 
about people affects the way we relate to them 
and can have a profound effect on our ability to 
engage and inspire. For example, if we say that 
someone is “noncompliant,” it implies that our 
job is to use whatever power we have to make 
that person do what we think is good for them. 
On the other hand, if we say: “He or she is not 
finding what we are “selling” to be of great value 
in their efforts to have a happy life,” it tells us that 
our job is to better understand the person’s vision 
and how to best attach anything we have to offer 
to his or her own goals.

Advanced (or Radical) Welcoming Advanced 
welcoming, or radical welcoming, refers to those 
situations, as exemplified by the situation with 
Carlos described above, in which welcoming 
practices and strategies are needed for those indi-
viduals and families who appear initially to be 
hardest to welcome. What happens, for example, 
when someone comes to the door of one part of 
the service system displaying symptoms in the 
“other” domain? For example, a client comes to 
the door of the substance abuse service system 
displaying mental health symptoms that make it 
hard to “participate appropriately in care.” Or, a 
client comes to the mental health door—or either 
door for that matter—smelling of alcohol and 
unsteady on his feet. Or a mother drops her child 
off for a mental health appointment, and she 
smells of alcohol, or marijuana. How do we make 
it our most important business, in that moment, to 
have that person feel really happy, that when they 
were in crisis, or challenged, or scared, that they 
were in the presence of people being paid to help 
them, rather than thinking our job is to tell them 
they have behaved badly and inappropriately and 
to either kick them out as quickly as we can or to 
threaten them with consequences? Strategies to 
support advanced welcoming practice in a com-
munity behavioral health organization require at 
least the same level of attention and organization 
as do strategies to support “customer service” for 
challenging customers in a hotel or in a retail 
store. This requires both attention to modeling or 
role-playing “radical welcoming” practice (as 
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illustrated with Carlos, earlier in this chapter) and 
attention to policies or rules that may inadver-
tently make “welcoming” more difficult, if not 
impossible (e.g., “No client will be seen who is 
under the influence of substances”).

Radical welcoming has long been a routine 
characteristic of services such as homeless out-
reach, or a best practice intervention such as 
“Pathways to Housing” (Tsemberis and Eisenberg 
2000). In these situations, welcoming strategies 
involve entering the world of—and partnering 
with—someone who may be experiencing psy-
chosis and/or using drugs, does not share our 
view of “the problem,” and is unwilling to accept 
conventional services. A “radical welcoming” 
relationship begins with simple conversation, or 
an offer of a sandwich, and progresses to address 
other issues as trust builds. The “radical welcom-
ing” of the person exactly as they are is a critical 
feature of engagement.

 Welcoming and Safety

In many community settings, being welcoming is 
viewed as in conflict with “ensuring safety.” 
Thus, “welcoming” becomes somewhat self- 
limited: “We will be welcoming unless you do 
something unsafe.” This approach must be 
viewed through an entirely different lens.

As the research on restraint reduction and 
non-violent de-escalation has taught, welcoming 
enhances safety (Council of State Governments 
2002). In fact, the most important time to engage 
in welcoming practice is when a person is at 
highest risk. This does not mean that clinicians 
should put themselves in harm’s way when a cli-
ent is violent or ignore the need for reporting 
abuse and neglect. What it means instead is the 
application of the following adage:

The more risky the situation, and the more the cli-
ent may need an involuntary intervention, the more 
attention should be paid to welcoming practice.

Each community behavioral health organiza-
tion should not only have a procedure for identi-
fying when involuntary interventions are required 

but ensure that proactive effort is made to have 
the client experience a welcoming, positive 
human contact in the context of that intervention. 
If a client becomes violent to the point that the 
police or ambulance is called, it is important for 
the lead clinicians to look the client in the eye and 
say something like:

I know this is a terrible situation for you. We want 
you to know that you are a valuable person, and we 
care about you very much. We want you to be safe, 
so you don’t hurt anyone or do something you 
might regret later. Most important, we want you to 
know that as soon as you are able to be more in 
control, we will be welcoming you back and work-
ing with you on how to make progress toward your 
goals.

Similarly, a clinic may have a “welcoming” 
statement for families that creates a context for 
the process of mandated reporting of abuse or 
neglect situations.

In every instance, methodical attention to wel-
coming policy, procedure, and practice becomes 
a priority for reducing risk and increasing safety 
in potentially volatile situations. Furthermore, as 
we now describe, welcoming is more than clini-
cal practice development. It goes much deeper 
and involves all aspects of organizational culture 
and the culture of the community itself.

 Creating a Welcoming 
Organizational Culture

When community behavioral health organiza-
tions begin to improve welcoming, they often fall 
into a common “organizational trap.” The trap is 
assuming that the problem of “unwelcoming” 
belongs to someone else in the organization. For 
example, clinical staff may say: “We need to train 
the receptionists to be welcoming” (as if the cli-
nicians are already as welcoming as they could 
be). Similarly, program supervisors may assume 
that the case managers or clinicians “need to be 
trained” in welcoming.

A fundamental rule of organizational theory 
relates to customer service: If you want to pro-
duce a certain type of relational model with your 
customer, then you need to build a similar rela-
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tional model internally in your organization. In 
other words, if we want to welcome our clients as 
partners, we have to welcome ourselves as part-
ners in the entire process. This may be a radical 
culture shift for many behavioral health organiza-
tions. Building a “welcoming” organization is 
intertwined with organizational “best practice” 
strategies for developing vision-driven customer- 
oriented businesses strategies, like continuous 
quality improvement or total quality manage-
ment that many businesses have been using for 
decades, but have not been very well imple-
mented in behavioral health.

Continuous quality improvement (discussed 
in detail in chapter “Program Evaluation and 
CQI”; chapter “Creating Value: Resource and 
Quality Management”) is not just a project that is 
done to satisfy behavioral health systems 
 regulators and is certainly not the same as “qual-
ity assurance” (which is another term for “com-
pliance monitoring”). It is a mechanism for 
engaging and empowering all levels of the orga-
nization in an empowered partnership to create 
more successful engagement, interventions, and 
outcomes for customers at every level. The orga-
nization of this partnership is deliberate and 
structured and involves purposefully identifying 
and empowering representatives from all differ-
ent levels of the organization to be engaged in the 
culture shift.

For example, in the NIATx process referenced 
above, the NIATx consultants help the organiza-
tion develop an initial CQI project team to look at 
welcoming and access. This would be considered 
a small beginning step to help the organization 
learn how to use CQI techniques, with the hope 
that these CQI skills continue to expand and 
thrive within the organization in order to better 
serve the customers. The initial project team usu-
ally includes managers, supervisors, front-line 
staff, support staff (such as receptionists), and 
often consumers or families. Everyone has an 
important (and equal or democratic) perspective 
on the team. Receptionists in particular may be 
viewed as “welcoming experts” because they are 
constantly observing what works and doesn’t 
work at the “front door.” For many organizations, 
just the process of “welcoming” front-line staff 

and consumers to be equal members of the 
change team represents a culture shift.

The team begins by engaging in a structured 
CQI process. The parameters of welcoming and 
access are identified. Markers of progress may be 
identified, such as “improvement in the rate of 
return” (i.e., the percentage of people who come 
back after an initial appointment). The members 
of the team may conduct a “walk-through” where 
they role-play the experience of customers com-
ing in the door. They may use techniques like 
“secret shopper” to collect information about 
“baseline” welcoming over the phone. The team 
discusses the data it has gathered and identifies 
multiple contributors (positive and negative) to 
welcoming and access. The team then learns how 
to use a basic CQI technique (e.g., Plan-Do- 
Check-Act or PDCA) to identify “improvement 
opportunities” and attempt to make progress. In 
the course of this process, members of the CQI 
team experience increased empowerment and 
excitement by virtue of having been welcomed to 
be part of the change process.

In our CCISC projects, we work with large 
systems and agencies to develop not just a single 
CQI project, but a comprehensive organizational 
culture shift. This process is described as engag-
ing the organization in an ongoing CQI process 
where every program and every person providing 
care becomes welcoming, recovery- or resiliency- 
oriented (hopeful and strength-based), and co- 
occurring- competent (organized to work 
successfully with challenging people who have 
multiple needs). This framework takes longer to 
build, but has deeper results in creating a sustain-
able culture shift.

In this process, all the internal partners in the 
organization (all programs, all levels of staff, 
consumers/families) are welcomed to come to 
the table and start to develop a representative 
CQI structure for the whole agency. Each pro-
gram does its own “self-assessment” or “walk- 
through” to determine its baseline and then 
develops its own improvement plan, beginning 
with improvement in welcoming for people who 
are challenging or who may be otherwise experi-
enced as “misfits.” Each program identifies front- 
line people who are formally empowered as 
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change agents. The change agents become a 
team, who work in partnership with leadership, 
over time, to dramatically change the culture of 
the organization, both in relation to its customers 
and to itself (Minkoff and Cline 2005).

The motto for many organizations becomes: 
“If we want to welcome the people we serve, we 
need to welcome ourselves as well.” In this cul-
ture, every staff member is a valued partner in the 
learning community, who may have something to 
learn but also something to teach. Welcoming can 
become a common language through which all 
aspects of clinical and organizational behavior 
are vetted, and welcoming becomes “owned” as a 
positive value by all levels of staff. The best part 
of this, organizationally, is that “quality” and 
“welcoming” are not just the responsibility of the 
“quality department,” but become a vision to 
which everyone contributes. Here is an example 
from one of our projects:

The members of a case management team wished 
to create an initiative to improve its welcoming 
posture. A designated “change agent” on the team 
worked out a mechanism to help her teammates 
improve “welcoming” discussions in team meet-
ings. She carried with her a small red feather. 
Whenever someone made an “unwelcoming” 
remark about client or staff, she would quietly and 
politely hand them the feather. The team experi-
enced this as a welcoming intervention to help 
them start in process of being more aware of how 
they thought and talked about people who were 
having a hard time.

 Creating Welcoming Communities

Community psychiatry is, after all, about “com-
munities.” And “welcoming” as a framework 
extends well beyond the boundaries of the indi-
vidual organization. All community behavioral 
health organizations operate in partnerships with 
other service providers in their communities 
(behavioral health providers, housing, criminal 
justice, health, child welfare, and so on).

Within these communities, welcoming 
occurs at two different levels. The first level is 
the application of welcoming practice to com-
munity partners. In this framework, community 

partners are identified as “organizational cus-
tomers,” just like clients and families. In crisis 
services, for example, success would be defined 
as helping a customer (a referring agency) solve 
a problem, rather than “diverting the client from 
the hospital” or “preventing an agency from 
dumping on us.”

The second level is that the whole commu-
nity system may make a collective commitment 
to improving welcoming, recovery-oriented, co- 
occurring- capable, trauma-informed care. This 
can be organized by a public behavioral health 
authority or it can be organized as a collabora-
tive network of providers (Engelhardt et  al. 
2009; Konyndyk et  al. 2010; Chichester et  al. 
2006). For examples of current county-level ini-
tiatives working on a welcoming integrated sys-
tem of care, with the engagement of more than a 
thousand “change agents” over a decade, read-
ers can go to www.mc3milwaukee.org (MC3 
stands for Milwaukee Comprehensive Care 
Collaborative) or www.cadresandiego.org 
(which describes the nearly 20-year history of 
the San Diego County Co-occurring Cadre). In 
either case, the effect of building a welcoming 
culture is dramatically enhanced when there is a 
partnership among providers to adopt a com-
mon language and approach, in which each pro-
vider works on improving its own capacity to be 
welcoming while all the providers join in a 
learning community to support each other and 
hold each other accountable for continuing 
progress. These types of collaborations are 
described in more detail in the chapter on 
Comprehensive Integrated Systems.

 Conclusion: Carlos, Revisited

The story of Carlos is fictional, but it is based on 
many real stories of people like Carlos who come 
to our doors in community behavioral health set-
tings, essentially putting their lives in our hands. 
When resources are limited, and we are all under 
stress, welcoming can easily take a back seat if 
we do not organize our priorities. Carlos could 
become another statistic—hospitalization,  
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homelessness, re-incarceration, or death. But 
another outcome can occur, as a result of provid-
ing welcoming, hopeful intervention, from the 
heart, to people in great distress. We have experi-
enced outcomes like this in our work with both 
individuals and systems.

After his “welcoming” encounter with the clini-
cian, Carlos calmed down considerably, got some-
thing to eat, and was able to think through his 
options more calmly. He eventually took some 
extra medication, agreed to go to a crisis bed which 
“welcomed” him with alcohol still on board, and 
began to think about where he wanted to live in 
lieu of the group home. He role-played how to talk 
with his parole officer to ask for more help and for 
another chance to find a place to live. He agreed to 
check in with the clinic every day as part of getting 
help. He was still having a very hard time and was 
guarded and paranoid at times, but he also started 
to trust the clinic staff to help him. About a month 
later, during one of his routine visits, he ran into 
the clinician he had seen during the initial crisis. 
Carlos looked so much better that the clinician 
barely recognized him. Carlos asked if he could 
talk to him for a minute. The clinician said, “Sure, 
what do you need?” Carlos said, “I don’t really 
need anything; I just want to tell you something. I 
want to thank you. That day, when I came in here, 
I thought that no one really cared about me, and 
that you people would just treat me like a screwed 
up ex-con and send me back to prison. When you 
sat down, looked me in the eye and told me you 
were proud of me, I was blown away. My life 
changed at that moment. I started to believe that 
there was some hope that someday I could actually 
feel human again.”
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Motivational Interviewing 
as a Core Communication Style

Michael Flaum

 Introduction

So much of what we do in community psychiatry 
involves facilitating change. Whether that 
involves working with patients1 to help them to 
live full and meaningful lives in the context of a 
serious mental illness or trying to improve the 
systems and communities in which we work, we 
are, in many ways, agents of change. As such, it 
is critical that we optimize our skills and effec-
tiveness in that role. Motivational interviewing 
(MI) is an evidence-based, person-centered com-
munication style and set of technical skills and 
processes, all directed at facilitating change.

It is useful to think about MI in terms of two 
broad components, commonly referred to as the 
“spirit” and the “technique” of MI. The spirit is 
the mind-set, stance, or overall “way of being” in 
which we may approach our role as helping pro-
fessionals who collaborate with, rather than 
direct, those with whom we work. That “spirit” 
draws heavily from the work of Carl Rogers and 

1 A note on language: Throughout this chapter, the words 
“patient,” “person,” and “client” are used interchangeably 
to refer to the person receiving services and “psychiatrist,” 
“clinician,” and “helper” as the one in the provider role, in 
a manner that is somewhat context-dependent, but admit-
tedly arbitrary.

colleagues and shares fundamental features with 
many person-centered counseling styles (Rogers 
1951, 1980; Miller and Moyers 2017). It is the 
technical aspect of MI, involving an intentional 
and strategic use of language, that differentiates it 
from other person- or client-centered counseling 
approaches (Miller and Rose 2009; Wagner 2013).

The combination of the spirit and technique of 
MI is useful for many of the most common clini-
cal issues that present in community psychiatry 
settings, ranging from unhealthy lifestyle choices 
to unhealthy relationships, problems with medi-
cation use, work or school related difficulties, 
etc. And while it is important to understand which 
kinds of clinical issues may or may not be appro-
priate for an MI approach from the technical per-
spective, the MI spirit or “way of being” is 
particularly well-suited as a default communica-
tion style for community psychiatry. It is not only 
helpful in working with our patients in a 
strengths-based, recovery-oriented manner but 
also with their families or other supporters, as 
well as with our teams and co-workers, commu-
nity partners, and others within systems that 
affect our patients’ lives.

 A Brief Review of the Development 
and Evidence Base of MI

The term motivational interviewing was first 
coined in the early 1980s as an approach to help 
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“problem drinkers” (Miller 1983). Over the fol-
lowing decade, the focus of research and practice 
targeted those with addiction problems (Miller 
and Rollnick 1991; Noonan and Moyers 1997). 
By the mid-1990s, interest in MI began to spread 
to other behavioral problems including HIV risk/
safe sex, gambling, cigarette smoking, and diet 
and exercise (Dunn et al. 2001; Burke et al. 2003; 
Lundahl and Kunz 2010). By the early 2000s, MI 
was being widely used and studied in the carceral 
system (e.g., parole and probation officers with a 
focus on reducing recidivism) (Stinson and Clark 
2017), in primary care management of chronic 
physical illnesses (Knight et al. 2006; VanBuskirk 
and Wetherell 2014), and in dental care (Kay et al. 
2016; Faustino-Silva et al. 2019; Tervalon and 
Murray-Garcia 1998). Its use over the past decade 
has expanded markedly, within and outside of 
healthcare, most notably in education (Rollnick 
et  al. 2016), leadership (Marshall and Sogaard 
Nielsen 2020) and most recently as an approach 
to vaccine hesitancy (Gagneur 2020; Gabarda and 
Butterworth 2021). As of 2020, a cumulative bib-
liography of controlled clinical outcome studies 
involving MI lists over 1600 such trials, more 
than two-thirds of which show a significant bene-
fit relative to a control or alternative approaches 
(Miller 2020). The trend in clinical studies involv-
ing MI is moving away from those comparing MI 
as a stand-alone treatment to another treatment, 
but rather using an MI approach as an adjunct to 
other interventions or therapies.

Research on MI in psychiatric settings and 
populations has been surprisingly limited (Chanut 
et al. 2005), with only a handful of small studies 
involving patients with serious mental illnesses 
(Chien et al. 2015; Fiszdon et al. 2016) most of 
which focus on co-occurring mental health and 
substance use disorders (e.g., Bechdolf et  al. 
2005; Smeerdijk et al. 2015). A survey of psychi-
atric educators indicated broad support for its 
inclusion in psychiatric training curricula (Abele 
et al. 2016), although many curricula include MI 
as just one more tool in the toolkit, to be pulled 
out for specific clinical issues, i.e., for patients 
with co-occurring substance use issues, rather 
than as a core communication style, as is sug-
gested herein.

 Key Concepts of MI: Ambivalence, 
the “Paradoxical Effect of Coercion” 
and “Resisting the Righting Reflex”

Fundamental to MI is the presumption that peo-
ple do not persistently engage in problematic, 
unhealthy, or risky behaviors (or indeed any 
behaviors that are counter to their values and 
goals) without compelling reasons to do so. They 
may not take otherwise helpful medications 
because of problematic side effects or because 
they struggle with the idea that something is 
“wrong” with them. They may use illicit sub-
stances to help numb them to physical or emo-
tional discomfort or eat mostly unhealthy foods 
because they are more affordable, accessible, and 
familiar than what they recognize would be better 
for them. They may not exercise because they are 
exhausted from working long hours and then tak-
ing care of their children. The list goes on and on, 
and conversations about these kinds of issues 
make up more and more of what healthcare pro-
fessionals find themselves discussing with 
patients. If the problematic behavior was driven 
simply by a lack of awareness or knowledge, then 
providing clear information and direction should 
help, but how often does that prove to be the 
case? It is unlikely the behavior would be sus-
tained in the absence of compelling reasons, 
especially when that behavior has clear negative 
consequences. People get stuck in these behav-
iors because there are indeed two legitimate and 
opposing sides, both of which they are usually 
keenly aware of. This is the common problem of 
ambivalence: Helping people get unstuck from 
ambivalence so as to move toward the healthier 
choice is the overriding goal of MI.

The pivotal basis of MI that turns a traditional 
directive counseling approach on its head begins 
with two interrelated ideas: The first is that if 
there are two legitimate and opposing sides to an 
issue (i.e., ambivalence) and two people are dis-
cussing that issue, when one person takes up one 
side, it is an invitation for the other person to take 
up the other. Just like two children approaching a 
seesaw, if one sits down on one seat, it is an invi-
tation for the other child to sit down on the oppo-
site side. Second, behavioral research consistently 
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demonstrates that what people tend to remember 
and act upon most from a conversation about 
something they are ambivalent about are those 
things they heard themselves say or argue for 
(Magill et al. 2014).

With those two ideas in mind, consider the 
implications in healthcare or, for that matter, in 
any helping relationship. If we assume that by 
virtue of being healthcare providers, it is always 
our job to take up the pro-health or “good” side of 
any problematic issue or behavior, are we not 
inviting our patients to take up the other side? 
Most experienced clinicians recognize that while 
a small minority of patients may make needed 
changes from long-standing problematic behav-
iors as a result of the advice of a perceived author-
ity figure, for the most part, lecturing, directing, 
pleading with, or trying to frighten our patients 
into making changes they are ambivalent about 
doesn’t work most of the time. But what else are 
we to do, and the assumption is that there is no 
harm in doing so. Indeed, these two ideas suggest 
that doing so may actually get in the way of the 
needed change. The more the helper tries to con-
vince a person to make a change they are ambiva-
lent about, the more that person tends to “dig in” 
and focus on all the reasons not to do so. This 
so-called “paradoxical effect of coercion” is cen-
tral to the rationale for what differentiates MI 
from other counseling approaches, i.e., the strat-
egy of structuring conversations in such a way 
that it is not the helper but rather the person 
being helped who is more likely to voice the argu-
ment for change.

How do we do so? Surely, we as helping pro-
fessionals are not about to play some sort of 
“reverse psychology” game and take the oppos-
ing anti-health side of the issue. Instead, rather 
than sitting on the pro-health side of the meta-
phorical seesaw, we position ourselves in the 
middle, recognizing the legitimacy of both sides, 
and by doing so, normalizing the ambivalence.

How does positioning ourselves in this way 
help the person move in the direction of the 
healthier side of that ambivalence? First, we 
invite them to have the conversation that they 
have likely been having repeatedly within their 
own minds, but now have it out-loud and inter-

personally. With a nonjudgmental, empathic, and 
curious attitude, we engage in a specific strategy: 
We listen carefully as they express each side of 
the argument, but we respond very differently to 
the pro-change side than we do to the anti-change 
(or “sustain”) side of the argument. When we 
hear anything on the pro-change side, what in MI 
parlance is called “change talk,” we shine a bright 
light on it; we reflect it, explore it, ask open- 
ended questions about it, affirm it, etc. Basically, 
we do whatever we can to have them elaborate 
upon it further.

What do we do when we hear the other side, 
i.e., all the reasons not to change, or in MI par-
lance, the “sustain talk”? Perhaps it is what we 
don’t do that is more important than what we do 
in response to sustain talk: We don’t argue with 
it, because if we did, we’d be inviting the person 
to dig in and defend that side of the ambivalence 
even more. The temptation to do so is often so 
strong that we have to actively suppress the 
impulse to take up the change side of the issue in 
response to hearing sustain talk. In the lexicon of 
MI, this is known as “resisting the righting 
reflex,” i.e., actively resisting the impulse that 
most people, and especially most helping profes-
sionals, have in their desire to help a person who 
seems to be going in the wrong direction. Rather, 
we listen with what we hope is accurate empathy, 
we might nod our head or otherwise quietly indi-
cate that we understand there are two sides, but 
we avoid responding in a manner that would 
likely elicit further elaboration about it. In MI 
parlance, we simply “roll with it.”

In doing so, we are striving to structure the 
conversation such that the patient spends more 
time voicing their desire, ability, reasons, and 
need to change the behavior and less time voicing 
all the corresponding desire, ability, reasons, and 
need to maintain the status quo. This encapsu-
lates the basic theoretical framework of MI, 
which at its simplest level postulates that the 
more “change talk” a person hears themselves 
say, the more likely they are to act on that change, 
and conversely, the more “sustain talk” they 
express, the less likely they are to act on the 
change (Miller and Rose 2009; Magill et  al. 
2014).
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This admittedly oversimplified model is pre-
sented here in an effort to highlight the basic 
paradigm that differentiates MI from other 
person- centered counseling approaches in terms 
of its technique. But MI is not simply a set of 
techniques. It is also an overall mind-set, 
approach, or way of being, and if the techniques 
are not utilized within the intended spirit, they 
run the risk of becoming a hollow or manipula-
tive tactic that is unlikely to be helpful. The core 
elements of the spirit of MI overlap largely with 
most person-centered counseling styles. In the 
following section, the way those components are 
currently organized, discussed, researched, and 
disseminated within the world of MI are 
summarized.

 The Spirit of MI

The spirit of MI is currently described in terms of 
four major components: collaboration, accep-
tance, evocation, and compassion.

Collaboration MI is a partnership between 
experts: The helper brings to the table the exper-
tise from their field gathered through their train-
ing and experience, and the person being helped 
is the expert on themselves. Indeed, the term 
“interview” was chosen as a part of the name for 
this approach in order to reflect the idea of view-
ing issues from two vantage points – the “inter- 
view.” The patient is empowered to recognize the 
value of their own expertise in knowing what 
matters to them, what has and has not been help-
ful in the past, what is realistic for them, and what 
their role is in creating a path going forward. This 
is a very different power differential than in a tra-
ditional or directive medical model, and it 
requires different expectations and behaviors on 
the part of both parties. From the patient’s per-
spective, especially for those who have not typi-
cally been empowered, this may be initially 
confusing and/or be met with doubts about the 
genuineness of the invitation to meaningfully 
collaborate on their own care. As such, that genu-

ineness is critical and must be consistently dem-
onstrated. This is not about political correctness 
or following recommended trends toward a 
person- centered approach in healthcare. The MI 
clinician recognizes that a genuinely equal part-
nership is indeed an essential element to the 
potential for the clinician to be optimally helpful. 
This calls for humility and curiosity about the 
vast body of knowledge and experience that the 
patient has about themselves, their environment, 
their culture, etc. and the conviction that this 
information is critical in order for the helper to be 
effective.

Evocation In the collaborative atmosphere 
described above, the path forward will be 
evoked from, rather than imposed upon, the 
person we are working with. The MI clinician 
aims to understand what really matters to the 
person they are working with, what are their 
core values, what is their self-image or their 
desired self- image, what do they look forward 
to, what do they fear? What do they want to be 
remembered for? Once these kinds of factors 
are voiced and understood, an opportunity 
emerges for the clinician to emphasize any dis-
crepancies between the person’s current behav-
iors and those core aspects of their identity and 
aspirations. The cognitive dissonance of the 
patient’s recognition of those discrepancies is a 
powerful motivator of change, far more power-
ful than being told that change is needed for 
some external reason (Bem 1967).

Acceptance Although acceptance is referred to 
as one component of the spirit of MI, it includes 
several subcomponents: accurate empathy, abso-
lute worth, affirmation, and autonomy support.

Accurate Empathy2 involves the helper’s 
desire to see the world as if they are seeing it 

2 The importance of accurate empathy was underscored 
for William Miller by an observation he made in a study 
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through the other person’s eyes and communicat-
ing that to the person. It is distinct from sympathy 
(i.e., feeling badly for the person’s situation) or 
identification (e.g., thinking or saying something 
like “yes, I can relate to that, or I understand what 
that feels like because I have felt that way…”). It 
requires deep and sustained listening and ongo-
ing reflection to test the accuracy of what you 
think you are hearing and the capacity to com-
municate your understanding of both the content 
and the feelings that the patient is giving voice to 
and experiencing. Accurate empathy has been 
shown to have greater effect sizes on clinical out-
comes across a wide variety of psychotherapeutic 
approaches than any other identified therapeutic 
factors (Miller and Moyers 2021).

Absolute worth is rooted in the belief that 
every person, despite whatever behaviors they 
may have engaged in, or perhaps continue to 
engage in, is inherently worthy of respect. Even 
in cases in which the person may appear to lack 
remorse over prior or continuous problematic 
behaviors, the notion of absolute worth suggests 
that all people have inherent value, and at their 
core, most know what the “right thing to do” is 
and want to do the right thing. Communicating 
this expectation is often extremely helpful in and 
of itself, and it can be especially so in situations 
in which there are perceived and/or real structural 
power differentials in play.

Affirmation is a related aspect of acceptance in 
that the clinician expects, looks for, and commu-
nicates strengths and capacities that they see in 
the person. This may take many forms, for exam-
ple, reframing a person’s repeated setbacks as 

he had been conducting just prior to the publication of his 
first paper on MI in the early 1980s. Among nine sub-
stance use counselors involved in this study of different 
forms of outpatient treatment for people with problematic 
drinking, the rating of therapists’ accurate empathy in a 
single MI session prior to entering the study predicted a 
greater amount of the variance in both short- and long- 
term outcome, than did which arm of the study the patient 
was randomized into. There is something about both the 
desire and capacity to see the world through our clients’ 
eyes and to communicate that back to the client that helps 
people change or perhaps helps people to be more open to 
and make more effective use of other therapeutic 
resources.

exhibiting qualities of resilience and determina-
tion. Communicating the appreciation of those 
strengths to individuals, especially when they 
may have a hard time seeing those qualities in 
themselves, can be transformative. As such, in 
the teaching of MI, affirmation is included as 
both one of the core technical skills and a crucial 
part of its spirit. It is a part of the strength-based 
view of all people that underlies MI.

The final aspect of “acceptance” is autonomy 
support, which is rooted in the recognition that 
people are indeed autonomous: they are ulti-
mately responsible for their own choices. We 
may be able to delay or in some way influence the 
specifics of how those choices will play out, but 
at some point, people are going to do what they 
are going to do. This is even the case in settings 
in which there are real structural power differen-
tials and behavioral constraints such as in work-
ing with involuntary patients or in carceral 
settings. Within the spirit of MI, we transparently 
and fully acknowledge our own limits in the face 
of the individuals’ inherent autonomy, trusting 
that we can be most helpful by supporting and 
reinforcing the client’s autonomy to make choices 
that will be in greater alignment with their core 
values.

Compassion Effective sales people have long 
recognized that “hard sells,” i.e., telling people 
why they need a product and which product they 
must buy, tend to be less successful than 
approaching customers collaboratively with 
respect, evoking what they are looking for in a 
product, and gently guiding them toward making 
the decision to buy in a manner that feels like it 
was their choice. But “using” any aspect of MI to 
manipulate or otherwise influence people toward 
a direction that is not driven primarily by their 
interests is anathema to its fundamental spirit. In 
an effort to reinforce and make explicit the cen-
trality of this idea, compassion, defined as the 
“deliberate commitment to pursue the welfare 
and best interests of the other,” was added as a 
fourth pillar to the spirit of MI in the most recent 
edition of the Miller and Rollnick text (Miller 
and Rollnick 2013).

Motivational Interviewing as a Core Communication Style
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 Core Skills of MI

The spirit of MI is enacted through the practice 
and implementation of specific communication 
skills. In MI training, much of the work involves 
honing these skills. What follows is an introduc-
tory sketch of the four most commonly used 
means of communication in an MI-consistent 
manner, which are typically referred to by the 
acronym “OARS.”

Open-ended Questions Perhaps the simplest 
measure of fidelity to motivational interviewing 
is the amount of time the helper is talking versus 
the client. An overall goal of MI is to activate and 
empower the person being helped toward change, 
so it is desirable for that person to do most of the 
talking. Open-ended vs. closed questions are 
consistent with this, as well as the overall spirit of 
collaboration and curiosity. Closed questions 
tend to reinforce the more traditional power 
dynamics of a directive approach, i.e., the 
patient’s job is to provide unelaborated data in 
the order that the clinician chooses, so as to pro-
vide the information that the clinician feels is 
necessary for them to assess and recommend a 
plan of action.

As an example, it would be more MI-consistent 
to obtain a smoking history with an open-ended 
question like: “What, if any, has been your expe-
rience with cigarettes or nicotine-related prod-
ucts throughout your life?”, rather than the usual 
half dozen or so closed-ended questions (e.g., do 
you smoke, have you ever smoked, how many 
packs per day, when did you start, stop, etc.). 
There is nothing inherently wrong with closed 
questions, which can be useful to fill in gaps, but 
generally, open-ended questions are more consis-
tent with an MI style.

Affirmations are both part of the spirit of MI 
and a core skill within the technique. The mind- 
set that all people have strengths is the spirit ele-
ment; the technique involves the active effort to 
recognize and communicate particular strengths 
and capacities at strategic moments within a con-
versation. Affirmations are statements that 
express and bring attention to a strength or an 

admirable or useful quality that a person has. It is 
important that affirmations be genuine – if not, 
they can do more harm to the relationship than 
good. Affirmations can often be especially pow-
erful in situations in which they might not be 
expected. For example, imagine a psychiatrist 
called to see a patient in the emergency room 
who makes it clear in his first sentence that he is 
not interested in being seen by psychiatry:

Patient: Doc, I’m sure you are just trying to do 
your job, but I don’t buy into this head shrinker 
business. No offense, it’s just not for me and it 
never has been.
Psychiatrist: You are someone who tells it like it is, 
and you are not interested in wasting either your 
time or mine.

In MI conversations, we actively seek what 
may be affirmed, even when the quality we are 
affirming may be buried within or adjacent to 
what otherwise may seem problematic. Well- 
timed, genuine affirmations can help to open 
many doors that might otherwise remained 
tightly shut.

Reflections From a technical perspective, per-
haps the biggest difference between an MI con-
versation and those using other approaches 
involves the use of reflections as modal form of 
verbalization by the helper. By definition, a 
reflection is a statement, not a question. It is an 
implied hypothesis indicating “…this is what I 
am hearing you say…,” or “…this is what I am 
perceiving you are feeling…Is that right?” A 
reflection invites the person to elaborate upon, 
confirm, clarify, or correct the hypothesis. It 
tends to keep the conversation moving, encourag-
ing the patient to remain actively rather than pas-
sively engaged. Reflections can be as simple as 
repeating or paraphrasing what the person has 
said or reflecting a guess at an underlying mean-
ing or feeling (simple vs. complex reflections). 
There are many types of reflective statements that 
have different goals and usages. Some examples 
are shown in Table 1.

Becoming fluent with the use of reflections is 
one of the most important skills of MI and often 
makes up a good deal of training in MI, espe-
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cially early on. Indeed, moving from a primarily 
question-based interviewing style to one in which 
reflections become the modal type of communi-
cation from the helper is a core part of MI techni-
cal proficiency. A commonly used measure of MI 
fidelity suggests that a 1:1 ratio of reflections to 
questions indicates “beginning proficiency” in 
MI, whereas a ratio of 2:1 would indicate MI 
“competency” (Moyers et al. 2005).

Summaries A summary is a selection of indi-
vidual reflections grouped together to present a 
bigger picture of what the clinician has heard. In 
addition to demonstrating that he or she has been 
listening carefully and attentively, an effective 
summary can be used to collect, link together, 
and reinforce material that has been discussed in 
a manner that is accessible to the patient. 
Consistent with the notion of elaborating change 
talk and “rolling with” sustain talk, MI summa-
ries typically include more of the former than the 
latter. Summaries can also be very useful in tran-
sitioning to another topic or in bringing a session 
to a close.

Eliciting Change Talk and Responding to 
Sustain Talk Another set of skills one would 
learn and practice in MI training involves elicit-
ing change talk and responding to sustain talk. In 
teaching these skills of MI to psychiatry resi-
dents, I sometimes pose the following question as 
a thought experiment: If we imagined a financial 
reimbursement model in which you were paid a 
set amount of money for every change talk state-
ment a patient expressed about a problematic 
behavior, and you had to pay back some amount 
for every sustain talk statement, how would you 
spend your time with patients? It is unlikely that 
you’d spend much time lecturing, advising, or 
going through checklists. Rather, you would do 
what you could to get the patient to do most of 
the talking and structure your questions and 
reflections in such a way that made change talk 
more likely than sustain talk. You’d naturally ask 
more MI-consistent than inconsistent questions. 
Simple examples of MI consistent and inconsis-
tent questions are shown in Table 2.

Table 1 Types and examples of reflective listening state-
ments commonly used in MI:

Paraphrasing
Client: These meds don’t seem to be working
Clinician: You are not feeling any benefit
Simple reflections often repeat or paraphrase what a 
person has said, inviting them to elaborate further
Amplified reflection
Client: I’ve never found medicines to be helpful in any 
way
Clinician: You are convinced that no medications 
could ever be helpful for you
Here the goal is to reflect sustain talk in an overstated 
manner, so that the patient is likely to pick up on the 
other side of any ambivalence expressed. This can be 
useful when someone seems to be taking a near 
absolute position
Affective reflection
Client: I’ve never found medicines to be helpful in any 
way
Clinician: You are feeling discouraged about whether 
anything is ever going to help
Reflecting the affect is often helpful in communicating 
empathy and clarifying both the feelings a person may 
be having
Double-sided reflections
Client: The only medicines that have worked for me 
made me gain so much weight that I ended up feeling 
even worse
Clinician: On the one hand, you don’t like the side 
effects that you’ve encountered so far, and on the other 
you feel you really need the help that these medicines 
may offer
Double-sided reflections are used very commonly in 
MI conversations, as they help to recognize and 
normalize the person’s ambivalence. Note that an 
MI-consistent manner of delivering a double-sided 
reflection is to reflect the sustain side first and the 
change side second to make it more likely that the 
client would pick up on the latter rather than the 
former in continuing the conversation

Table 2 Simple examples of MI-consistent vs. 
MI-inconsistent questions

Examples of MI consistent 
questions:

   Why would you want to 
make this change?

   What are the three best 
reasons to do so?

   How might you go about 
making the change if you 
decided to do it?

Examples of 
MI-inconsistent 
questions
   Why haven’t you 

changed?
   What keeps you 

from doing this?
   Why can’t you…
   Why don’t you…
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There are a variety of other strategies to elicit 
change talk such as querying worst- and best- 
case scenarios or looking back and forward (i.e., 
asking the person to imagine what life would be 
like in the future if they did vs. did not make the 
change). Often, simply asking evocative  questions 
about a person’s desire, ability, reason or need to 
make the change yields change talk. One particu-
larly useful and practical strategy, especially 
early on in conversations or if change talk is not 
being expressed spontaneously, is to employ the 
“importance and confidence rulers,” as shown in 
Table 3.

Understanding and Responding to Sustain 
Talk and Discord What if a person responds to 
the importance ruler with a “0”? While this is not 
common, it certainly does happen and is an 
example of what appears to be an extreme exam-
ple of sustain talk. How do we respond in an 
MI-consistent manner? There are several consid-

erations and options. First, the clinician would 
want to be aware of and careful to avoid acting 
upon their “righting reflex,” i.e., the impulse to 
take up the pro-change side of the issue which 
such a response may naturally trigger within the 
clinician, for reasons previously explained. With 
that awareness in mind, the clinician might 
respond in a variety of ways, including reflecting 
the person’s expression of clarity and lack of 
ambivalence, perhaps with an amplified reflec-
tion, such as: There is no reason at all for you to 
consider making this change either now or at any 
time in your life.

Another option might be to do what in MI par-
lance is termed coming alongside, i.e., simply 
acknowledging that at this time the issue is not at 
all important to the patient and that you respect 
their autonomy and inquire as to whether there 
are other ways you might be helpful at this time. 
If the person is in a position in which they do not 
have the freedom to make those choices, e.g., a 
patient who is involuntarily committed or incar-
cerated, then it would be important to attempt to 
express accurate empathy about what it might 
feel like to be potentially forced to do something 
that is diametrically opposed to one’s choice.

An important consideration is whether such a 
response is a genuine, normal, and expected 
expression of one side of the ambivalence or per-
haps represents something having to do with the 
relationship between the patient and clinician. Up 
until the past decade, those separate phenomena 
had been lumped together under the term “resis-
tance” within the lexicon of MI.  However, 
research and clinical experience have shown that 
what had formerly been thought of as resistance 
is better understood a manifestation of two very 
different processes: One, it may be a normal and 
expected part of the change process when some-
one is ambivalent, or, two, it may reflect discord 
between the patient and clinician. It may also 
reflect a combination of both.

In either case, in response to any sustain talk 
statement, the clinician would avoid argumenta-
tion. If in the clinician’s judgement, the statement 
appeared to be a normal expression of the ambiv-
alence, then they would simply avoid drawing 

Table 3 Importance and confidence rulers

Importance ruler: On a scale of 0–10, how important 
would you say it is it for you to make this change now? 
(0 is not at all important, 5 is somewhat important and 
10 is extremely important)
The person’s response is then followed by the clinician 
asking why the person gave the number they gave, but 
doing so in a strategic manner, specifically asking why 
a lower number was not chosen. For example, if the 
person chose a “5,” then the MI consistent follow-up 
question would be: “Why did you choose a 5 rather 
than perhaps a 2 or 3?” This question elicits change 
talk, naturally inviting the person to describe some of 
their reasons for wanting to make the change. On the 
other hand, an example of an MI-inconsistent 
follow-up question would be, “why did you choose a 5 
rather than a 7 or an 8,” as that would elicit discussion 
of the opposing side of ambivalence, i.e., sustain talk
Confidence ruler: On a scale of 0–10, how confident 
would you would feel in being able to make the 
change, if you decided to make it now? (0 is not at all 
confident, 5 is somewhat confident, and 10 is extremely 
confident)
This question allows exploration of a person’ sense of 
their capacity to make the change, which may be more 
what is getting in their way than their perceived 
importance in doing so. Similar to the “importance 
ruler,” i.e., asking about why the confidence number 
they chose wasn’t lower invites them to discuss their 
strengths and abilities, which can be an opportunity 
for affirmations and support
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unnecessary attention to it and perhaps recognize 
and reflect the affect or ask other evocative ques-
tions that may elicit change talk. If on the other 
hand, the clinician suspects that the sustain talk 
may at least partially be a manifestation of dis-
cord (such as if the sustain talk persists perhaps 
more strongly than ever before or in the absence 
of any change talk), then it would be appropriate 
to step back and consider what aspects of the 
relationship may be underlying that discord. In 
the next section, we will look at a set of meta- 
processes that are a helpful way of thinking about 
that relationship in a dynamic manner.

 The “Meta-Processes” of MI: 
Engagement, Focusing, Evoking, 
and Planning

In addition to the spirit and technique of MI, over 
the past decade, a series of 4 “meta-processes” 
have been recognized as a general guide to where 
one is at within an MI conversation – both in the 
moment and over time. A useful metaphor in 
thinking about these overarching processes is two 
people taking a walk as shown in Fig.  1. The 
stairstep imagery in the figure indicates the fact 
that each one of the processes provides a neces-
sary foundation for the next; however, it is also 
the case that the processes tend to be interactive 
rather than discreet.

Engagement MI is inherently relational  – 
whether that relationship lasts a few minutes or 
many years. As it something that is done with 
people and not to people, any MI conversation 
requires at least a tacit agreement between the 

parties. As such, engagement is foundational. 
Can you look a person in the eye and either ask 
verbally or nonverbally whether or not he or she 
will engage with you? Will the two of you do 
something together, even if that something is 
agreeing to have a brief conversation? If yes, then 
you can begin to discuss where you might go and 
why you might go there (i.e., focusing and evok-
ing). However, if it is not clear that any kind of 
engagement can be established, then the work of 
MI at that point involves understanding the barri-
ers to engagement and seeking ways to overcome 
or mitigate them. For example, patients being 
seen for the first time in emergency or crisis set-
ting may be too exhausted, agitated, disorga-
nized, or paranoid for any kind of meaningful 
engagement to be achieved. Simply recognizing 
those barriers and stepping back can often be an 
entrée to at least some engagement (e.g., saying 
quietly to someone who appears exhausted and 
who hasn’t responded to initial introductory 
remarks, something like: “I can see how tired you 
are… I wonder if you’d prefer it if I let you rest 
for a while and I stopped back a bit later; would 
that help?”). We may not always have the luxury 
of time necessary to do something like this, and 
there are certainly barriers that prevent engage-
ment on an ongoing basis, but without engage-
ment, there can be no MI.

Focusing As with all aspects of MI, the process 
of focusing is collaborative. One or more areas of 
potential focus may be readily apparent or 
implied (e.g., an intake at a substance use treat-
ment center), or there may be no clear focus, 
requiring a more explorative process, possibly 
including a menu of potential options provided 
by the clinician. Once areas of focus begin to 
come into clearer view, it is important to see 
which of these goals are shared by both the 
patient and clinician. For the sake of ongoing 
engagement, it is helpful to try to identify at least 
one area of shared focus.

Returning to the example above of the sedated 
person in an emergency setting, assume that we 
learned that he had been brought to the emer-

Engaging (shall we walk together?)

Focusing (where shall we go?)

Evoking (why are we going there?)

Planning (how will we get there?)

Fig. 1 The “meta-processes” of an MI conversation 
(Miller and Rollnick 2013)
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gency room by his parents because he had 
stopped taking his antipsychotic medication 
weeks ago and had been increasingly isolating in 
his apartment, not eating regularly, and disturb-
ing his neighbors by talking loudly to himself 
through the night. He had been agitated on 
 admission and had been given an injection of a 
sedating medication by ER staff and is now 
awake enough and willing to engage in a conver-
sation. We learn that the person did not feel that 
he needed any psychiatric help at this time and 
just wanted to go home as soon as possible. That 
alone might be an opportunity for an initial 
shared focus, i.e., both the patient and clinician 
are looking for a resolution for the short-term 
problem of what comes next. Developing a plan 
that includes getting the patient home sooner 
rather than later may be that shared short-term 
focus and provide an opportunity for further 
engagement.

It may also be apparent that there are going to 
be areas of focus that are not shared. In this case, 
if the patient’s history involved a repeated pattern 
of rapid decompensation leading to severe nega-
tive consequences following discontinuation of 
medications, the clinician might envision a focus 
of moving toward a treatment plan that included 
long-acting injectable medication. Having identi-
fied at least two potential areas of focus, one 
shared, and one not, the opportunity to combine 
these in a manner that is likely to be successful 
would involve further understanding of what is 
most important to the patient through evoking.

Evoking As noted earlier, evocation is one of 
the core elements of the spirit of MI. It is included 
within the meta-processes as well because it is 
part of the dynamic, interactive work of under-
standing a person’s specific reasons for the 
choices that they make. From a process perspec-
tive, once we have established at least some 
degree of engagement and identified one or more 
initial areas of focus, we now seek to elucidate 
why the person might want to go there. What’s in 
it for them? What specifically might motivate 
them to want to make whatever change we are 
discussing? In the example above, through the 
process of evocation, we might learn that one rea-

son this patient wants to get home as soon as pos-
sible and avoid hospitalization is that he knows 
he won’t be able to smoke cigarettes in the hospi-
tal. We might also learn that the most important 
relationship in his life is with his dog, and he is 
afraid that if he doesn’t care for him, the dog will 
be taken away. In other cases, it may take the 
form of “…I want to be the best role model I can 
be for my kids”; or “…I want to be around to 
interact with my grandchildren, and maybe even 
my great-grandchildren.” It is rarely as simple as 
“I want to be healthier, or I want to do better.” 
Only after we have a sense of what actually mat-
ters most to the person are we in a position to 
help the person recognize the discrepancies 
between what matters most to them and the 
choices they may be making that are in opposi-
tion to them.

Planning The final meta-process is something 
that clinicians often tend to be most comfortable 
with, planning. From an MI perspective, good 
planning is critical. The problem is that we often 
jump to it prematurely without the foundation 
established in the earlier steps, thereby limiting 
its utility when it comes to issues involving 
ambivalence. But when there is real engagement, 
a clear focus, and an understanding of what is 
most important to the patient, then our role as 
content experts can be most effectively and effi-
ciently utilized. Like all other aspects of MI, the 
process of planning is something that is done 
with a collaborative, accepting, and evocative 
spirit.

The planning stage is a time when it is often 
appropriate for the clinician to provide informa-
tion, offer suggestions, strategize about next 
steps, etc. An MI-consistent approach to doing so 
involves three basic steps, referred to as “Elicit- 
Provide- Elicit” or more simply as 
“Ask-Tell-Ask.”

 1. Ask or Elicit: Start by inquiring about what 
the person may already know about the con-
tent; then ask permission to fill in relevant 
gaps.
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 2. Tell or Provide: Choose “bite-sized” or easily 
digestible amounts of content in a manner that 
will likely be most accessible for the person to 
process.

 3. Ask or elicit: Follow up with questions to see 
what the person makes of the information or 
what questions they might have about it.

Thinking about the meta-processes can be 
particularly useful when the flow of an MI con-
versation begins to wane or become derailed or 
when discord may be appearing. If this is noted 
during planning, for example, it may be neces-
sary to go back and do something to support 
one of the earlier processes, perhaps with a 
need to re-engage or refocus or further evoking 
the person’s reasons for change. The stairstep 
imagery in Fig. 1 reminds us that like most, if 
not all, psychotherapeutic modalities, MI tends 
to be an iterative rather than linear process. 
Each of the metaprocess builds on the preced-
ing ones, and each may have to be reinforced 
many times.

 Issues of Particular Relevance 
to Community Psychiatry

With the basics laid out above, we now touch 
briefly on a few areas of particular relevance to 
community psychiatry.

 Does MI “Work” with Those 
with Serious Mental Illness?

We lack an evidence-based answer to this ques-
tion, as there has been very little in the way of 
research directed at if and how traditional MI 
strategies may have to be adapted or changed for 
individuals with psychotic disorders. Given that 
terms like “serious mental illness” and diagnoses 
such as schizophrenia encompass very heteroge-
nous groups of people with different capacities, 
strengths, and limitations, a more useful way to 
think about this question is to ask: What specific 
aspects or ramifications of having a serious men-
tal illness may present potential barriers to an MI 

approach and how might those barriers be miti-
gated or overcome? The MI metaprocesses are 
useful in thinking through these questions. Am I 
able to engage the person in any way? If not, 
what are the barriers to engagement? Might the 
person be either too paranoid or withdrawn to 
have any kind of meaningful engagement? If so, 
might there be other approaches to enhance 
engagement? Can I change my stance, either 
physically or verbally in some manner that might 
facilitate engagement? Similarly, am I able to 
establish a focus and/or evoke? Is the person per-
haps too disorganized in their speech and think-
ing to allow for a conversation about what we 
might do together or to evoke and understand 
their unique desires, abilities, reasons, and needs 
to make any kind of changes? Without a focus 
toward one or more goals and/or the capacity to 
evoke one’s motivation, there is no MI.

In most cases, with repeated effort tailored to 
the identified barriers, adequate engagement, 
focus, and evocation can usually be achieved 
with most individuals despite the presence of a 
serious mental illness (Flaum et al. 2017). It may 
require a change in the usual MI technical 
approaches. For example, in working with 
patients who are very disorganized in their speech 
and thought processes, we may rely on mostly 
closed questions. This may be the case for those 
with prominent negative symptoms as well, in 
which open-ended questions or reflections may 
fall flat. We may want to avoid reflections alto-
gether with people who are acutely paranoid, as 
they may experience them as overly intrusive. We 
may do more affirming with dysphoric patients 
and less for those who are manic, more summa-
rizing for those with pressured speech, etc. Just 
like in any other modality, we do what we can to 
optimize the therapeutic alliance with whoever 
we are working with.

Whether or not we can successfully engage, 
focus, or evoke an individual patient, we can 
maintain an MI spirit with every patient we see, 
every time we see them. A respectful, autonomy- 
supporting, and accepting attitude is often most 
welcomed and appreciated by those whose 
experience has taught them to expect 
otherwise.
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 Other Applications and Advantages 
of MI

Cultural humility and structural racism: The 
spirit of MI described above may also have rele-
vance to the long-standing health disparities 
experienced by underrepresented minority 
groups and the effects of structural racism on 
health outcomes. Approaches such as MI that are 
grounded in curiosity and prioritize empowering 
and evoking rather than directing and imposing 
may provide greater benefit for those who have 
been traditionally victimized by structural power 
differentials. This may account for some evi-
dence suggesting that MI may be more success-
ful (i.e., greater effect sizes compared to other 
approaches) in underrepresented minority than 
for non-minority white samples (Hettema et  al. 
2005; Lundahl and Kunz 2010; Montgomery 
et al. 2011; Clair et al. 2013).

Burnout: It is now widely recognized that 
burnout is a major problem among healthcare 
providers. Estimates of burnout among physi-
cians vary widely according to the methodology 
used, with most studies reporting rates >40% 
(Shanafelt et  al. 2019) and those rates may be 
higher among psychiatrists (Summers et  al. 
2020). Burnout is perhaps more of a concern in 
mental health, as the transmission of hopefulness 
has a prominent impact on patient outcomes. One 
of the unexpected benefits of practicing in an 
MI-consistent manner may be a decrease in burn-
out. While this has not yet been adequately 
explored in the academic literature, the anecdotal 
evidence is remarkably consistent among clini-
cians who have transitioned to an MI approach as 
their default way of being with their patients or 
clients. The struggle to convince people to do 
something they are ambivalent about can be 
exhausting. If we are able to partner with people 
with curiosity, and those partnerships result in 
new conversations about how they might go 
about changing, that can be energizing and restor-
ative and perhaps remind us of the reasons we 
chose to do this work initially.

Leadership: Community psychiatrists often 
find themselves in leadership positions, ranging 
from leading small teams to large organizations 

and systems. Many are thrust into those positions 
early in their careers without training, formal or 
otherwise, in what makes good leadership. 
Recently the consonance between MI and those 
approaches to organizational change that have 
long been researched and taught in business has 
begun to be recognized and explored (Marshall 
and Sogaard Nielsen 2020). Just like individuals, 
organizations get stuck and change is hard. While 
it is clearly an oversimplification to suggest that 
MI can be directly applied to organizational 
change, there are clearly some commonalities 
and there is growing interest and research in this 
area.

 When Is MI Not Appropriate?

MI is not a panacea, and the technique of MI is 
certainly not applicable in all clinical situations 
and is indeed contraindicated in some. 
Specifically, the technique of MI is not appropri-
ate for situations in which there are multiple rea-
sonable options and the helper is neutral with 
respect to the outcome. An example is working 
with someone who is struggling over the decision 
about whether or not to go through with a preg-
nancy or pursue an abortion. The clinician may 
want to stay neutral and not steer the person in 
one direction or another. They would want to 
ensure that they were NOT differentially respond-
ing to one side of the patient’s ambivalence or the 
other. In such situations, a Shared Decision 
Making (SDM) approach (Barry and Edgman- 
Levitan 2012) may be more appropriate. While 
there is a lot of overlap between the spirit of MI 
and SDM (i.e., both are highly collaborative, 
autonomy-supporting, and evocative), the tech-
niques and goals are different (Elwyn et al. 2014). 
An understanding of MI allows the clinicians to 
apply these techniques discriminately, depending 
on the circumstances.

 Learning and Teaching MI

It is one thing to understand the general princi-
ples of MI and how it might differ from other 

M. Flaum



113

approaches, but how do we incorporate it into our 
daily practice? Like learning a musical instru-
ment or a sport, it takes practice and tends to get 
better, more fluid, and natural with time. It also 
helps to have a teacher or coach who can provide 
feedback while watching you play. Just as one 
would not take piano lessons by describing to the 
teacher how they played, the use of audio and 
video tapes markedly facilitates learning and 
progress in MI. Supervision through such obser-
vation is especially effective when combined 
with ratings on specific measures of fidelity 
(Moyers et al. 2005, 2016; Jelsma et al. 2015).

MI is now taught and practiced all in over 50 
languages worldwide. This is partly due to active 
dissemination through the Motivational 
Interviewing Network of Trainers (MINT), which 
is an excellent resource for training in MI. The 
dominant model of training up until recently was 
through in-person workshops of varied length 
and sophistication. There are more and more 
high-quality online materials and opportunities in 
various formats, ranging from demonstration vid-
eos, virtual workshops, and individual coaching 
to podcasts. The availability of such opportuni-
ties expanded markedly during the COVID-19 
and is likely to become the dominant form of 
ongoing training in MI. Finally, there are several 
very useful books to learn, hone, and practice MI 
skills (e.g., Rosengren 2017; Miller and Rollnick 
2013).

A model of learning and deepening MI skills 
that is a good complement to, or continuation of, 
other approaches is the formation of MI learning 
communities.3 These are typically ongoing 
opportunities for small groups, either within or 
across systems to present and discuss cases, bring 
in new resources, and support each other’s learn-
ing within the style and spirit of MI.

Like learning a new instrument or language, it 
may feel awkward at first, but with ongoing prac-
tice and feedback, both the technical aspect and 
the spirit of MI usually start to feel like second 

3 A useful guide for starting a learning community can be 
found on the MINT website here: https://motivation-
alinterviewing.org/sites/default/files/learning_communi-
ties_guidelines_june_2019.pdf

nature. How long does that fluency take and how 
do you know when you get there? One answer to 
this was given by Bill Miller in response to the 
question: “What is the difference between ‘doing 
MI’ and ‘being MI,’” to which he famously 
responded, “…about ten years.”
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Person-Centered Recovery 
Planning as a Roadmap 
to Recovery

Janis Tondora, Neal Adams, Diane Grieder, 
and Larry Davidson

 Introduction and Framing 
the Problem

Beginning in 2002 with the release of the Institute 
of Medicine’s Quality Chasm series (2001 & 
2006), followed by the President’s New Freedom 
Commission Report in 2003, the urgent need to 
transform the US mental health service delivery 
system became abundantly clear to all involved. 
The system was described as being “in shambles” 
(U.S. Department of Health and Human Services 
2003) and failing to meet the needs of adults, 
children, and families seeking services.

The growing consensus was that the system 
needed to be far more recovery-oriented and 
person- centered – focusing not only on the pur-
suit of clinical stability but rather the more aspi-
rational pursuit of a good life as defined by each 
individual based on their unique values and pri-
orities. While there are multiple definitions of 
recovery and recovery-oriented practice (Anthony 
1993), the Federal Substance Abuse and Mental 
Health Services Administration’s (SAMHSA) 

consensus definition captures the essence of what 
is meant by “recovery” from mental health and 
substance use problems (SAMHSA 2010):

Recovery is a process of change through which 
individuals improve their health and wellness, live 
a self-directed life, and strive to reach their full 
potential.

This definition, and its associated 10 Guiding 
Principles of Recovery, specifically highlights 
the need for systems to be “person-driven,” in 
which individuals optimize their autonomy and 
independence to the greatest extent possible by 
leading, controlling, and exercising choice over 
the services and supports with which they engage. 
Person-centered recovery planning (PCRP) rep-
resents one critical opportunity to translate this 
person-driven philosophy into person-driven 
practice.

The values-based demand for PCRP coupled 
with an emerging evidence base (Tondora et al. 
2010; Stanhope et  al. 2013) has established the 
practice as a cornerstone of quality in any 
recovery- oriented system of care. It is increas-
ingly demanded by consumer advocacy organiza-
tions (Bazelon and UPENN 2008); endorsed by 
professional and provider associations (including 
the American Psychiatric Association) (American 
Psychiatric Association and American 
Association of Community Psychiatrists n.d.); 
and required by national accrediting bodies (The 
Joint Commission 2010) and state behavioral 

J. Tondora (*) · L. Davidson 
Program for Recovery and Community Health, Yale 
Department of Psychiatry, New Haven, CT, USA
e-mail: janis.tondora@yale.edu;  
larry.davidson@yale.edu 

N. Adams 
Nappa, CA, USA 

D. Grieder 
Charlottesville, VA, USA

© The Author(s), under exclusive license to Springer Nature Switzerland AG 2022 
W. E. Sowers et al. (eds.), Textbook of Community Psychiatry, 
https://doi.org/10.1007/978-3-031-10239-4_10

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-10239-4_10&domain=pdf
mailto:janis.tondora@yale.edu
mailto:larry.davidson@yale.edu
mailto:larry.davidson@yale.edu
https://doi.org/10.1007/978-3-031-10239-4_10


118

health authorities (Connecticut Department of 
Mental Health and Addiction Services 2008). 
Perhaps most significantly, PCRP was explicitly 
identified as a requirement by the nation’s largest 
funder of long-term services and supports, i.e., 
the Centers for Medicare and Medicaid Services 
(CMS 2014), and it has more recently been iden-
tified as a core component of the Certified 
Community Behavioral Health Clinics 
(SAMHSA 2016) established by the Excellence 
in Mental Health Act.

The promise of person-centered care and plan-
ning is, however, a far cry from the current reali-
ties of our nation’s mental healthcare system. 
Mental health services—including the pivotal 
process of treatment planning—continue to be 
oriented primarily to the requirements of bureau-
cracies rather than to the goal of providing indi-
viduals with real and meaningful opportunities 
for choice and self-determination. A range of 
implementation barriers contribute to this 
dilemma (Lodge et al. 2017), including complex 
administrative requirements and organizational 
business practices. For example, providers often 
view strengths-based, person-centered 
approaches as inconsistent with the clinical docu-
mentation requirements and “medical necessity” 
criteria of various fiscal and regulatory oversight 
bodies. In addition, the perpetuation of poorly 
designed templates in electronic health records 
(EHRs) that remain rooted in traditional, 
problem- focused approaches to care planning 
remains significant obstacles to the advancement 
of PCRP (Tondora et al. 2021).

Practitioners express feelings of tension 
between their deep personal investment in their 
work—which is often aligned with the principles 
of person-centered care—and feeling constrained 
by bureaucratic demands. While a complete dis-
cussion of these systemic implementation barri-
ers is beyond the scope of this chapter, it is 
important to acknowledge that even the most 
competent and committed practitioners may be 
unable to fully actualize their clinical ideals in 
the absence of systems characteristics that align 
workflows with person-centered recovery plan-
ning. The reader is referred to the work of the 
National Center for the Advancement of Person- 

Centered Systems and Practices (https://ncapps.
acl.gov/home.html) for a more thorough discus-
sion of person-centered systems transformation 
along with a wealth of resources to support it. For 
the remainder of the chapter, we turn our atten-
tion back to the essential functions of PCRP and 
how the principles of person-driven care have 
been translated into practice guidelines which 
shape both the process and documentation of 
recovery planning.

 Functions of the Recovery Plan

The person-centered recovery plan (PCRP) 
serves multiple purposes for providers as well as 
individuals in recovery and their family mem-
bers. Written plans function as:

• The social “contract” between the person 
served and the provider

• A means to support utilization management
• A tool to decrease fragmentation and assure 

coordination between multiple providers
• Support for medical necessity through identi-

fication of areas of need and associated 
interventions

• A means of promoting accountability by iden-
tifying everyone’s role in the recovery pro-
cess, including the person receiving services 
and/or their natural supports

• An opportunity to enhance the cultural respon-
siveness of care based on the individual’s 
unique values and worldview

• A means for measuring recovery progress and 
articulating intended outcomes/transition 
criteria

A pretty tall order for one document! Yet, 
done well, this written document can be a valu-
able clinical tool as well as an essential part of the 
record that satisfies multiple administrative and 
regulatory requirements. The creation, imple-
mentation, and ongoing modification of the 
PCRP is the essence of recovery work – not, as 
regarded by many providers, merely a paperwork 
requirement keeping them from their “real” clini-
cal responsibilities. If one thinks of recovery as a 
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Fig. 1 The PCRP as a 
roadmap to recovery

journey, the PCRP becomes each individual’s 
roadmap so that everyone involved can know the 
direction and purpose of the journey and what is 
required to get under way.

The metaphor of recovery as a journey, and 
PCRP as the roadmap to help guide that expedi-
tion, is quite apt. In Fig.  1, A is the “starting 
point” and E the “end-point”: the transition to 
another level of care or attainment of the goal – 
in this case the person’s desire to return to work. 
The question to ask is: “why can’t the person 
simply travel from A to E” on their own? How 
does their experience of mental health chal-
lenges interfere with their journey? In order to 
make sure the person is overcoming these road-
blocks, we identity mid-point “destinations,” B, 
C, and D, which are reflected in the PCRP as 
short-term objectives or the person’s accom-
plishments along the way. The solid arrow run-
ning throughout represents the range of 
professional services, natural support contribu-
tions, and self-directed actions that come 
together to the help the individual move toward 
their final destination – in this case getting back 
to part-time work.

 What Is PCRP and How Is It 
Different?

Person-centered recovery planning (PCRP) is an 
ongoing process of collaboration between an 
individual and his or her professional providers 
and natural supporters that reflects consumer 
preferences and results in the co-creation of a 

recovery-oriented care plan (Adams and Grieder 
2005). A person-centered approach to care plan-
ning differs from more traditional methods of 
treatment planning in the following ways: the 
plan…

 1. Is oriented toward promoting recovery rather 
than only minimizing symptoms and 
dysfunction

 2. Is based on the person’s own goals and 
aspirations

 3. Articulates the person’s own role and the role 
of both paid and natural supports in assisting 
the person to achieve valued goals

 4. Focuses and builds on the person’s capacities, 
strengths, and interests

 5. Maximizes the use of natural community set-
tings and relationships wherever possible

 6. Allows for uncertainty, setbacks, and dis-
agreements as inevitable steps on the path to 
recovery (Tondora et al. 2005; Tondora et al. 
2014; O’Brien and Lovett 1992)

 Quality Process in PCRP

Best practice PCRP is about much more than the 
treatment plan document itself. Person-centered 
planning must be fundamentally rooted in a 
mutually respectful and healing relationship 
between a practitioner and a person served. 
Accreditation standards (CARF International 
2011) clearly state that a signature alone is not 
“sufficient evidence” of meaningful participation 
in the plan’s development and PCRP must involve 
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significant shifts in how we partner with service 
users and their natural supporters.

 Defining and Gathering the Team

• Professional Supporters: The recovery team 
responsible for the creation and implementa-
tion of the plan should include representatives 
from several professions and clinical tradi-
tions, including but not limited to psychiatry, 
nursing, psychology, social work, and occupa-
tional therapy working collaboratively in a 
range of roles (CARF International 2011; 
Liberman et al. 2001). While these profession-
als continue to play a valuable role in the 
PCRP process, there is increased emphasis on 
the role of family and other natural supporters 
as well as the person themselves as key mem-
bers of the team.

• Natural Supporters: Natural supporters are 
those individuals that the person counts on 
outside the formal treatment system, e.g., 
friends, family members, neighbors, or even 
fellow parishioners who collectively make up 
the person’s natural recovery network. If it is 
the person’s preference, natural supporters 
should be encouraged to attend the PCRP 
meeting and educated in advance about their 
rights and responsibilities as a team member. 
Their contributions can include providing the 
team with a strengths-based view of the indi-
vidual, corroborating data that the individual 
may not be able to express themselves, sup-
porting the individual, and committing to 
assist with some tasks (natural support actions) 
on the plan to help further the person’s attain-
ment of their goals.

• Person in Recovery: The person served is the 
most essential – but all too often overlooked if 
not excluded – member of the team. Ideally, 
the person directing the planning meeting 
should be the person receiving services, and 
some individuals may already be comfortable 
in the “driver’s seat.” In other words, they are 
their own best advocates and can effectively 
articulate their preferences and priorities with 
confidence. However, others may benefit from 

some “driver’s education.” This is often the 
case when working with someone who has 
used services for many years. During this 
time, they may have become accustomed to 
the role of a “passenger” given the high value 
placed on compliance in traditional treatment 
environments. In addition, the degree of par-
ticipation and self-direction for each person 
inevitably varies based on a number of factors 
including individual and cultural preference, 
clinical status, communication abilities, confi-
dence level, stage of change, skills and experi-
ences, etc. Recognizing that the concept of 
being in the “driver’s seat” might not come 
naturally to many individuals, providing 
advance support and education can greatly 
enhance participant engagement. In various 
places around the country, peer specialists 
have proven to be particularly effective in this 
role offering coaching to help prepare indi-
viduals for upcoming PCRP meetings. 
Strategies such as this provide a practical and 
meaningful contribution to the team as a 
whole. “Pre-planning” with the individual 
gets the conversation started in advance of the 
team meeting itself – thereby promoting both 
quality and efficiency.

 Person-Centered Assessment 
and Plan Documentation

Prior to discussing what many would refer to as 
the “core” of the treatment plan (i.e., goals/objec-
tives, and interventions), a brief discussion about 
the quality of clinical assessments is necessary. A 
recovery plan is only as good as the assessment 
on which it is based! Two commonly neglected 
areas in the ongoing assessment process are the 
exploration of the person’s strengths and assets as 
well as identification of the person’s stage of 
change.

 Strengths and Resources

The emphasis on individual and/or family 
“strengths” rather than their deficits or problems 
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is sometimes a difficult process for professional 
service providers as well as the focus person 
themselves! It is not uncommon, for example, for 
individuals to have difficulty identifying their 
“strengths” as this has not historically been the 
focus of professional services and assessments. 
As a result, individuals may have also lost sight 
of their gifts and talents through years of strug-
gles with their illness and recovery.

Simply asking the question “What are your 
strengths?” is often not enough to solicit infor-
mation regarding resources and capabilities that 
can be built upon in the planning process. Sample 
questions to be used in strengths-based inter-
viewing often involve probing in an indirect way, 
e.g., “What are you most proud of in your life?” 
or “What is the best compliment you ever 
received?” An additional strategy can be to 
prompt the person to think back to a time before 
their life became so difficult: what were they 
doing, what did they enjoy, what did they dream 
of doing when they grew up? etc. These are the 
types of questions which can unlock buried inter-
ests and generate sparks that can perhaps reignite 
hope in the person-centered planning process.

Strengths-based assessments are developed 
through an in-depth discussion with the individ-
ual as well as attempts to solicit collateral infor-
mation from others in the person’s life (or referral 
sources). Thoughtful consideration should be 
given to not only the individual’s current strengths 
and resources but also to those that are part of the 
person’s past. This may include consideration of 
talents, interests, accomplishments, previously 
effective coping strategies, as well as those that 
are available in the family, support network, ser-
vice system, and the community at large.

 Stage of Change

A second commonly neglected area in the com-
prehensive assessment includes consideration of 
the person’s “stage of change” as it relates to 
various aspects of their life and recovery. 
Increasingly there is recognition of the impor-
tance of understanding the individual’s readiness 

for change in order to be most effective in pro-
moting and supporting a person’s recovery jour-
ney. In the early 1990s, Prochaska and 
DiClemente (Prochaska 1992) promoted their 
trans-theoretical model with stages that help to 
provide a nonlinear view of the process of change. 
Another approach to thinking about stages of 
change was developed at Boston University’s 
Center for Psychiatric Rehabilitation (Anthony 
and Liberman 1986). In this framework, a person 
may initially feel overwhelmed by their diagnosis 
of mental illness and unable to see the possibility 
of change, but then gradually find hope and take 
action as they advance in their recovery.

The purpose of assessing the various stages of 
change is not to “label” people but to reach a 
richer understanding of the person which then 
informs the development of the recovery plan. 
For example, it is not unusual in the mental 
health field to find plans written as if everyone is 
in the action stage of change: ready, willing, and 
able to meet dynamic objectives and be an active 
participant in their own treatment. However, in 
some instances, people have a limited sense of 
their own recovery potential, and they may be 
overwhelmed or “externally motivated” for ser-
vices (legal mandates). A well-intended plan that 
includes a multitude of intensive treatment activ-
ity groups 5  days a week is of little value and 
relevance for an individual who already feels 
besieged by their illness. Not considering the 
person’s stage of change can lead to frustration 
and failure for the individual as well as for the 
provider. In these situations, it’s not unusual to 
hear someone who does not engage in recom-
mended services described as “non-compliant” 
or “in denial.” A more person-centered under-
standing would be to appreciate that the person 
was not yet ready for those interventions and that 
the plan did not align with their stage of change.

 The Importance of Understanding

Data collection alone is not sufficient to build a 
quality PCRP. At the conclusion of the assess-
ment process, the data must be woven together 
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in an integrated understanding of who the per-
son is and what’s important to them. This tran-
sitional step in plan development can be 
thought of as moving from the what (i.e., sim-
ple data and facts) to the so what (i.e., how do 
you make sense of all that data and what are 
the key themes). This type of deeper under-
standing is documented in a section of the chart 
titled narrative diagnostic, interpretative, or 
integrative summary.

Conceptually, it is important to understand the 
role of the summary as it reflects both the practi-
tioner’s professional interpretation of the data 
and the person’s unique perspective based on his 
or her lived experience. A well-written summary 
helps to clarify the individual’s primary motiva-
tion for change (i.e., most valued recovery goals) 
and should include what is known about the per-
son’s strengths, cultural world view, stage of 
change, challenges and symptoms, and any inter-
relationships or themes within the data  – espe-
cially for individuals who have co-occurring 
disorders (Prochaska 1992). The summary is an 
essential transitional step between assessment 
and planning. It helps to establish common 
ground and should guide the creation of a highly 
individualized and responsive set of services and 
supports.

Developing the depth of understanding 
reflected in an integrated summary typically 
requires some degree of clinical skill and expe-
rience. Ideally, it is shared with the person as a 
way of building a healing partnership based on 
transparency, respect, and compassion. Despite 
the importance of this planning component, the 
integrated summary is all too often overlooked 
in community mental health practice as practi-
tioners struggle with the burden of its docu-
mentation. Models for documenting the 
integrated summary have been offered that out-
line a useful framework for capturing the rele-
vant information for a person-centered summary 
in a manner that incorporates the individual’s 
own understanding and perspective (Adams 
and Grieder 2005).

 The Role of Culture in PCRP 
and Person-Centered 
Understanding

The experience of individuals from a marginal-
ized identity group, such as people of color, may 
be more fully captured through the Cultural 
Formulation Interview (CFI) of the Diagnostic 
and Statistical Manual of Mental Disorders 
(DSM) (Lewis-Fernández et al. 2016). The use of 
more culturally responsive tools such as the CFI 
is critical in PCRP as an individual’s level of par-
ticipation in the process, preferences around 
decision-making, and personally valued vision of 
recovery is inevitably influenced by their cultural 
worldview. In addition, cultural factors related to 
the individual’s psychosocial environment must 
be considered, including their potential experi-
ence of trauma and discrimination.

At its core, person-centered care and planning 
aim to increase one’s degree of freedom: freedom 
to build a good life in a community of your 
choice, freedom to realize your full potential, 
freedom from oppression, freedom to control 
choices that impact your life and your experience 
in care. Now more than ever before, both the 
COVID-19 pandemic and recent violence against 
people of color have made painfully clear the fact 
that not all people are equally free.

Even treatment systems that strive to be 
recovery- oriented and person-centered are chal-
lenged by staggering disparities in access to care, 
health, and recovery outcomes, as well as the use 
of involuntary and restrictive treatment interven-
tions. In this sense, people of color and other 
individuals who are frequently marginalized 
based upon their sexual orientation, gender, reli-
gion, national origin, etc. often experience – both 
individually and collectively – an additional layer 
of trauma, both inside and outside mental health 
treatment systems.

Truly committing to person-centered care and 
planning means accepting our vulnerability to the 
types of oppression and discrimination that 
plague our broader communities. This fact can 
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further complicate the ability to form the trusting 
and healing partnerships that are the foundation 
of PCRP.  The full impact of person-centered 
recovery planning will never be realized unless 
the mental health system is explicitly talking  – 
and doing something  – about discrimination, 
social injustice, and trauma. While a complete 
discussion of this urgent topic is beyond the 
scope of this chapter, the American Psychiatric 
Association’s Presidential Task Force to Address 
Structural Racism Throughout Psychiatry is a 
valuable source of materials and resources 
(https://www.psychiatry.org/psychiatrists/
structural- racism- task- force).

 Core Elements of the PCRP

The person-centered plan can be thought of as a 
written contract between a person and his/her 
network of supporters – a contract that outlines a 
more hopeful vision for the future and how all 
will work together to achieve it. The development 
of the plan should be a stepwise process in which 
each step builds on the one that proceeds it. 
Sometimes referred to as a logic model, the 
stacked pyramid (Adams and Grieder 2005) in 
Fig. 2 is a useful image to reinforce this notion: if 
one step is skipped or neglected, the foundation 
to support what follows is compromised and the 
quality of the process as a whole is at risk.

We have touched on a number of these ele-
ments throughout the chapter and will now offer 

more detailed information around the “core” doc-
umentation tasks of the PCRP itself.

 Prioritization

Treatment plans are often created with an unreal-
istic multitude of goals. These plans are cumber-
some for the practitioner to write. More 
importantly, they are overwhelming to the person 
served and do not serve as a reasonable roadmap 
to recovery. There can be tension between the 
viewpoint of the professional service provider 
and the perspective of the person served on the 
priorities to be pursued in the plan. From the pro-
vider point of view, assuring the ultimate health 
and safety of the individual typically takes prece-
dence over the preferences of the person served. 
However, even in those situations in which there 
is disagreement, recovery-oriented practitioners 
remain engaged and support the person’s right to 
take reasonable risks to further their growth and 
recovery.

 Goals

The creation of the PCRP should begin with, and 
flow from, a meaningful and motivating goal 
statement which reflects something the individ-
ual would like to achieve. Before determining the 
types of services that might be helpful for a per-
son, we must first consider what kind of life they 

Fig. 2 Logic model for 
PCRP
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want for themselves. Put simply, in the person- 
centered world, you can’t know what a person 
needs until you first understand what they want 
(ViaHope n.d.). Goals reflect a person’s longer- 
term vision of recovery along with a person’s 
hopes and dreams for the future.

When crafting the goal statements, it is per-
fectly acceptable, and in fact encouraged, to sup-
port the person in “thinking BIG.” Providers 
should NOT become overly concerned about 
whether or not the goal statement is “realistic.” 
Determining what is realistic (or not) is a slippery 
slope and often allows unspoken biases or 
assumptions to come into play. Ideally, the goal is 
expressed in the person’s own words, and it is 
based on the person’s unique interests, prefer-
ences, strengths, culturally informed values, and 
their vision of a good life – not simply the ame-
lioration of symptoms.

 Strengths and Resources

Strengths play a vital role in a person-centered 
plan. Strengths serve as major source of hope 
throughout the recovery process, and the plan 
writer must be creative in actively using them 
within the PCRP itself. Strengths should not be 
solicited only to sit on a shelf! Rather, a woman 
with a love of animals who is struggling with her 
weight and social isolation might be motivated 
around regular walks to the dog park. An indi-
vidual who is deeply spiritual might prefer to be 
connected to the agency’s chaplain or a local 
faith-based healer. The essential point is to think 
creatively about how best to use the individual’s 
strengths and interests as a way to help them 
move forward in their recovery.

 Barriers

While person-centered planning strives to capi-
talize on the strengths of the person served, it is 
also true that the “roadblocks” which interfere 
with goal attainment often take the shape of men-

tal health-related limitations, experiences, or 
symptoms. These, too, have a place in the com-
prehensive person-centered plan. Barriers should 
be acknowledged alongside assets and strengths 
as this is essential for justifying care and the 
“medical necessity” of the professional supports 
we provide. A recognition of barriers can inform 
the development of various professional inter-
ventions and natural supports, which might be 
advantageous to the individual in the service of 
his or her recovery. The difference in a person- 
centered plan is that the barrier does not become 
the exclusive and dominant focus of the plan. It 
only takes on meaning to the extent that it is 
interfering with the attainment of larger life 
goals.

 Objectives

Objectives, sometimes referred to as “short-term 
goals,” are best thought of as milestones that 
break down longer-term aspirations into mean-
ingful and positive short-term changes. They 
should reflect a concrete change in functioning, 
change in behavior, or change in quality of life, 
that, when achieved, are “proof” that the person 
is overcoming barriers and making progress. 
Since objectives serve as a source of measure-
ment, they must be specific, measurable, attain-
able, relevant, and time-framed – qualities often 
referred to using the SMART acronym.

Short-term objectives are often the most chal-
lenging component in the plan to develop, as plan 
writers need to honor these technical criteria 
while at the same time crafting person-centered 
objectives that feel meaningful and authentic to 
the person. As with all aspects of the plan, objec-
tives on person-centered plans are co-created 
with the person served as a way to demonstrate 
that meaningful progress is being made. In other 
words, they need to reflect a “step in the right 
direction” that is valued by the person as this 
helps build momentum going forward.

Perhaps the most frequent problem seen in 
creating a quality PCRP is the confusion between 

J. Tondora et al.



125

objectives and services or interventions. Service 
participation should not be the default objective! 
Attending a group session or individual therapy 
appointment does not in and of itself automati-
cally lead to meaningful changes in the person’s 
life or behavior. Incorporating the phrase “as evi-
denced by” can be a useful tool in describing 
objectives. Consider, for example, a woman with 
cutting behaviors associated with a trauma his-
tory who wishes to reconcile with her estranged 
husband. In this case, the objective is NOT that 
she will attend dialectical behavior therapy. DBT 
is the intervention. Instead, the objective should 
focus on the positive behavior that may develop 
as a result of DBT participation. A meaningful 
objective might be that she will learn how to use 
mindfulness techniques to reduce instances of 
self-injury as evidenced by reducing instances of 
self-harming behavior to no more than one epi-
sode of cutting per week for 2 consecutive weeks. 
Crafting the objectives in this way is necessary 
both to demonstrate the medical necessity of the 
plan and to truly promote positive change.

 Services/Interventions

Last but not least, we consider the final element 
of the person-centered recovery plan, i.e., the 
interventions section which may also be referred 
to as the “methods,” “actions,” or “services” sec-
tion. These elements of a person-centered recov-
ery plan specify the activities of multidisciplinary 
staff, family, peers, and other natural supports in 
the person’s life community. Specific examples 
might be medications, psychotherapy, self-help 
and peer support, exercise and nutrition guid-
ance, wellness activities, spiritual practices and 
affiliations, homeopathic and naturopathic reme-
dies, cultural healing practices/involvement of 
indigenous healers, and a range of rehabilitation 
opportunities such as supported housing, sup-
ported education, and supported employment.

While these types of services vary widely in 
terms of their design and intended purpose, cer-
tain quality criteria are applicable across all ser-
vices. These criteria include assuring that 
services:

• Respect the individual’s choices and 
preferences

• Are congruent with the person’s assessed 
stage of change, e.g., individuals who are in 
the early phases of their recovery journey 
might prefer interventions such as outreach, 
relationship building, practical help, and crisis 
intervention. An individual in a more action- 
oriented stage may be ready to engage in 
counseling, skills training, self-help groups, 
etc.

• Clearly describe how the service is intended to 
overcome barriers identified in the assessment 
process

• Directly address the objective that they are 
associated with

• Promote accountability by detailing WHO is 
delivering the service, WHAT the professional 
service is (e.g., a title), WHEN it is delivered 
(i.e., frequency and duration), and WHY (i.e., 
individualized intent/purpose of the interven-
tion as it relates to a specific objective).

One primary distinction between a more tradi-
tional treatment plan and a comprehensive 
person- centered plan is the inclusion of docu-
mented action steps in the PCRP by the person 
and any involved natural supporters. Traditional 
treatment plans often limit the interventions sec-
tion of the planning document to reflect only 
those treatments that clinical, rehabilitation, 
medical, and other professionals are paid to 
deliver to the person served. They miss a key 
opportunity to capitalize on the resources and tal-
ents of the person themselves and other members 
of their recovery network. While professional 
services are an essential part of the plan, a high- 
quality, comprehensive PCRP also highlights the 
role of natural supporters and/or the person 
served.

 Evaluating Progress and Updating 
the Plan

Progress notes serve multiple functions. They 
provide a written record of treatment activities 
and are part of the documentation required in 
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billing for the service being provided. In order to 
meet payer and regulatory requirements, docu-
mentation for all billable services should link 
back to the assessment, narrative summary, and 
plan. Specifically, progress notes should refer-
ence which objective is being addressed by the 
service and what was the immediate impact of 
that intervention. Each progress note is in essence 
a mini-assessment that evaluates the effective-
ness of services and informs the next steps for 
continued support of the individual’s recovery.

The recovery plan as a whole should also be 
considered a living document – if it stays in a file 
drawer until the next time it’s due for revision, it 
becomes simply a paperwork exercise and loses 
its impact and value in guiding the daily work. It 
should be utilized and reviewed for relevance 
regularly based on the emergence of new infor-
mation, enhanced understanding, and unexpected 
developments or stressors. Reviews of the recov-
ery plan should not be triggered only by “crisis” 
events but also by the successful attainment of 
goals and objectives and the need to plan for next 
steps.

 The Role of a Psychiatrist in PCRP

While every member of the treatment team has an 
important contribution to make in the creation 
and implementation of a PCRP, the psychiatrist 
role carries with it unique skills and opportunities 
as well as, at times, frustrations. Issues that 
impact how psychiatrists participate in PCRP 
include organizational culture and leadership. 
Workloads, productivity demands, and time con-
straints are also influential, as well as the physi-
cian’s interest and skill.

Psychiatrists often express frustration that 
their role is limited to that of being merely a pre-
scriber. Unfortunately, in many settings this is a 
reality. Physicians are often the highest paid indi-
vidual in a provider organization, and there is a 
lot of pressure to assure that the psychiatrist’s 
work is cost-effective. At the same time, psychi-
atric services are billed at a higher rate than other 
psychosocial interventions, and their work repre-
sents an important source of revenue for the orga-

nization, which helps to offset expenses. 
Moreover, the demand for physician time often 
exceeds availability, and any tasks or responsi-
bilities, which take a doctor away from one-to- 
one patient contacts that usually focus on 
psychopharmacology and related medical con-
cerns, are viewed as problematic and costly.

While the psychiatrist may be considered to 
be a member of the treatment team, the ability of 
the psychiatrist to actually participate in team 
meetings and treatment planning with the person 
served and other members of the team is often 
limited. Sometimes the psychiatrist is asked to 
sign off on a treatment plan although they have 
had very limited involvement in the process. One 
result of this separation of roles and participation 
is that psychopharmacologic interventions are 
not well integrated into an overall multidisci-
plinary approach to support each individual’s 
unique recovery journey. Medications work best 
when they are part of an overall plan and the rela-
tionship between symptom reduction and other 
interventions in achieving objectives is clear. As 
with any other intervention or service, the 
expected contribution and purpose of psychiatric 
services as part of an overall plan need to be 
explicit.

Beyond a doctor’s ability to prescribe, psy-
chiatrists often have important training and skills 
to contribute to PCRP. Sometimes, the psychia-
trist can be an effective team leader and facilitate 
team meetings. Many psychiatrists are especially 
good at developing formulations which then 
serve as the foundation of a plan. Often there are 
medical issues that impact a person served, and 
the psychiatrist can help the team to understand 
how these impact recovery. Coordinating ser-
vices with an individual’s primary care provider 
is another role for the team psychiatrist. This role 
is especially critical for persons with co- occurring 
substance use disorders, particularly in light of 
the increasing prevalence of MAT (medically 
assisted treatment).

In order to assure that the unique and valuable 
contributions of psychiatrists in promoting 
person- centered planning is maximized, their 
real-time participation in team meetings is essen-
tial. Making this a priority and allowing for the 
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time and resources to support this level of 
involvement are largely a function of organiza-
tional leadership and establishing the right opera-
tional and clinical priorities. Simply stated, 
participation in PCRP and treatment team meet-
ings needs to be an explicit part of the psychia-
trists’ job description, duties, and responsibilities, 
as well as an element of their performance 
evaluation.

In many provider organizations, this is already 
happening. Both persons served and team col-
leagues are reaping the benefits of this level of 
physician participation in PCRP.  In settings 
where this is not the usual practice, psychiatrists 
need to become advocates for change in policies 
and practice within the treatment systems where 
they work. Time needs to be allocated, and expec-
tations need to be clear to all members of the 
staff. Ideally, training in PCRP and how to work 
effectively in a multidisciplinary team should be 
part of the curriculum during psychiatry resi-
dency programs. Psychiatrists who feel that they 
lack the skills necessary to promote and practice 
PCRP can avail themselves of many available 
training opportunities, including the Recovery- 
Oriented Care in Psychiatry Curriculum offered 
online by the American Psychiatric Association 
and the American Association of Community 
Psychiatrists (https://www.psychiatry.org/psy-
chiatrists/practice/professional- interests/
recovery- oriented- care/recovery- oriented- care- in-  
psychiatry- curriculum).

In summary, if psychiatrists want to play a 
greater role in the care of persons served and be 
more than just prescribers, active participation in 
PCRP provides a potentially powerful strategy 
for enhancing organizational performance, 
improving clinical outcomes, and increasing per-
sonal job satisfaction.

 Summary

The potential power of person-centered recov-
ery planning has led to a call for its widespread 
adoption by many stakeholders around the 
world. Despite this sense of urgency, there 

remains much confusion regarding what PCRP 
looks like in practice and how exactly it differs 
from traditional models of treatment planning 
and clinical practice. This chapter has 
attempted to address this confusion and move 
past the legacy of low expectations that has 
dominated mental health treatment systems 
for far too long.

PCRP holds high expectations for meaningful 
outcomes across a broad range of quality-of-life 
areas that go far beyond the reduction of hospital-
ization or the maintenance of clinical stability. 
People receiving mental health services essen-
tially want, and deserve, the same things out of 
life as anyone else – a home, family, faith, health, 
etc. People want to thrive in their recovery, not 
just to survive their illnesses. Person-centered 
recovery planning is one tool the system can use 
to help people in this process.

 PCRP Illustration: Roma Example

The following pages demonstrate how the prac-
tice of PCRP might be applied using the experi-
ence of “Roma” as an example. Roma’s 
traditional, problem-focused treatment plan is 
followed by a sample person-centered recovery 
plan as a means of illustrating the stark contrast 
between these two approaches.

 Assessment

 History, Demographics, 
and Presenting Issue

• 29-year-old, Puerto Rican female treated on 
and off in the XYZ system of care for 
15 years.

• Diagnosis of major depression, post-traumatic 
stress disorder, and poly-substance abuse.

• History of incarceration for drug-related 
offenses (possession of cocaine, theft, prosti-
tution) and risk of injury to a minor (repeated 
DUI with children in her car; leaving children 
unattended during drug use).
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• Mother to a 14-year-old daughter and a 9-year- 
old son who are in the custody of her cousin 
who is a supportive family member.

• Resided with her cousin and children upon 
release from prison 6  months ago when she 
was also referred to a variety of community- 
based health services.

• While living with her cousin, Roma started 
drinking, stole money to buy alcohol, and left 
the children unattended while she was sup-
posed to be supervising them. There are fre-
quent verbal “blow-outs” with her teenage 
daughter. On one occasion, Roma slapped her 
across the face when she was drunk. Roma’s 
cousin is willing to let Roma visit with her 
children, but she asked Roma to leave the 
apartment until she “cleaned up her act.”

• Department of Children and Families 
(DCF) is involved. When Roma had to 
leave her cousin’s apartment, her DCF 
worker suggested she seek temporary hous-
ing and services at a local transitional shel-
ter. She has been at the shelter now for a 
month, and she makes it clear that she 
wants to work toward regaining custody of 
her children.

 Family Background/Early Childhood

• Born in Puerto Rico, the 4th of 5 children.
• Mother reportedly suffered from serious men-

tal illness and abandoned the children when 
Roma was 6 years old. She was then raised by 
her maternal grandmother until the age of 8 
when the grandmother passed away suddenly. 
Roma moved in with her biological father, 
who began sexually abusing her until she 
became pregnant by him at the age of 14. 
Roma ran away from home, contacted 
extended family in the USA, and relocated to 
Massachusetts to live with a maternal aunt and 
uncle. The aunt and uncle are now deceased, 
but Roma continues to be close with her 
cousin.

 Education/Employment

• Average student but avid reader who also 
excelled in creative writing and arts classes.

• Roma dropped out of high school midway in 
her junior year when she became involved in a 
number of abusive relationships and turned to 
drugs and alcohol as she became increasingly 
depressed.

• Has worked off and on as a housecleaner for 
the past decade; however, difficulties with 
mental health issues and substance abuse have 
made it difficult for her to finish school or 
maintain a job for any period of time. While at 
the Shelter, Roma has been volunteering to 
help with some clerical and reception tasks.

 Health Status

• Hepatitis C due to history of IV drug use. 
Reports chronic fatigue, joint pain, and GI 
issues. Primary care doctor is concerned about 
liver damage and has referred Roma to a male 
specialist for evaluation and treatment, but 
Roma has been unwilling to attend appoint-
ments with him.

 Mental Health Symptoms 
and Treatment

• Long history of suicidal ideation. On two 
occasions (over 5  years ago), she overdosed 
on her meds requiring both medical and psy-
chiatric hospitalization. Currently, Roma 
denies suicidal ideation, and she has been 
using her meds effectively to alleviate her 
symptoms.

• Reports severe sleep disturbance (unable to 
sleep through the night due to nightmares) and 
severe fatigue (unable to get out of bed in the 
morning).

• Struggling to look for work or find an apart-
ment as she is feeling very overwhelmed. In 
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the past, Roma has had difficulty staying orga-
nized around her bills and focusing on her 
budget. Her inability to pay rent on time has 
led to instability in housing for her and chil-
dren. In addition, she admits to being irritable 
and having volatile interpersonal relation-
ships, especially with her eldest daughter, 
with whom she is having frequent verbal (and 
on one occasion, physical) arguments.

 Alcohol/Drug Use

• History of polysubstance use, but her drug of 
choice for the past 10 years has been alcohol. 
When drinking, judgment can be significantly 
impaired, and behavior can be aggressive. 
Roma has been unable to sustain her sobriety 
for an extended period of time. Reports she 
drinks to “numb out” when she can’t handle 
the stress of her life. Roma does admit to 
recent “slips,” and her cousin reports that her 
attendance at AA/NA has dropped off in the 
past 2 months. Roma says she has been clean 
since staying at the shelter, and she seems 
motivated to stay sober and to find alternative, 
healthy ways to manage her health and stress 
levels.

 Strengths, Interests, and Goals

• Motivated to put her “life back together.”
• Deeply loving mother  – strong desire to 

improve her relationships with her children 
and “be a good role model.”

• Supportive cousin who has helped her provide 
for her children through the years.

• Well-liked by other clients at the Shelter. 
Doing well as a volunteer in the reception 
area.

• “Escapes” through painting as well as reading 
and writing poetry. Enjoys all forms of artistic 
expression. Would like to finish high school 
and someday find work in an environment 
where she can be around books or artists.

 Integrated Summary

Roma is a 29-year-old Puerto Rican woman 
and a deeply loving mother. Through the years, 
she has relied on the support of a cousin to pro-
vide for her minor age children as she strug-
gled to manage a serious trauma history and 
subsequent medical and behavioral health 
issues (hepatitis C, major depression, PTSD, 
poly-substance abuse). She was recently 
referred to a comprehensive care coordination 
program by a representative from DCF after 
she was asked to leave her cousin’s apartment, 
with whom she had been living, due to frequent 
volatile arguments with her 14-year-old daugh-
ter and a suspected relapse on alcohol. Roma’s 
daughter is currently at the same age that Roma 
was when she became pregnant with her as a 
result of sexual abuse and incest at the hands of 
her own father. Unresolved trauma issues 
appear to be triggering an increase in symp-
toms and making it particularly difficult for 
Roma to parent her daughter and manage her 
recovery. In addition, Roma has been reluctant 
to follow up on treatment for her hepatitis C 
which may be due to her trauma history and 
discomfort with male providers.

Roma is living in a Transitional Shelter, and 
while she is feeling very overwhelmed and dis-
tressed by her situation, she is hopeful regarding 
the program and has made it clear that her prior-
ity goal is to work toward regaining custody of 
her children. She is in the action stage of change 
and is motivated to work with her providers in 
order to develop the stability and skills needed to 
be the best mother she can be. High-priority 
assessed needs include connection to specialty 
medical services as well as the development of 
parenting and communication skills, symptom 
management/coping skills, and independent liv-
ing skills associated with household management 
(e.g., budgeting).

Roma has a number of strengths and inter-
ests to draw upon in her recovery. She is a 
devoted mother who has demonstrated signifi-
cant resilience having survived multiple trau-
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mas and losses in her life. Consistent with her 
culture of origin, she places a high value on 
family support, has benefitted from a close 
relationship with her cousin, and may prefer 
natural supports to formal treatment services. 
Roma is highly creative and artistic and has 
found refuge in painting, which she uses as a 
coping skill.

 Roma Traditional Treatment Plan

Problem #1: Chronic psychiatric issues (depres-
sion and PTSD; noncompliance with treatment 
and medications; impulse control issues and poor 
judgment in parenting role); unable to live inde-
pendently or manage activities of daily living on 
her own due to co-occurring disorder.

Goal: Achieve and maintain psychiatric 
stability

Objectives:

 1. Roma will be med-compliant for the next 
90 days.

 2. Roma will have increased insight into her 
symptoms and behavior

Interventions:

 1. Case Manager will communicate with shelter 
staff to verify Roma’s compliance with 
medication.

 2. Therapist provide twice monthly depression 
treatment to address Roma’s irritability and 
aggression.

 3. Psychiatrist will provide medication evalua-
tion and management and monitor response.

Problem #2: Long history of poly-substance 
use (can become aggressive when under the influ-
ence; abuse and neglect of children led to their 
removal of children by DCF; not attending 
12-step as directed; minimizes role of substances 
in her life despite hepatitis C illness)

Goal: Abstinence from all drugs including 
alcohol

Objectives:

 1. Roma will attend AA/NA meetings 3× per 
week

 2. Roma will stay home at night and try to sleep 
throughout the night without use of 
substances

 3. Roma will submit weekly urine screens to her 
probation officer.

Interventions:

 1. Case manager will monitor Roma’s atten-
dance at 12-step meetings and secure urine 
screens for her P.O.

 2. Substance abuse counselor will provide 
weekly relapse prevention meetings and 
report absences to PO.

 3. Psychiatrist will prescribe Antabuse to deter 
Roma’s drinking and remind her of dangers of 
continued drinking due to her liver damage.

 Roma’s Person-Centered 
Recovery Plan

There are many possible ways that a quality 
PCRP might come together. This sample is orga-
nized around Roma’s overarching life goal of 
being a better mother and getting her kids back. 
Although she says she wants to go back to school 
to complete her degree, that is clearly a longer- 
term goal. Her first priority is reuniting with her 
children. It is also possible for the plan to be split 
up into more than one focus area. Note that while 
there are only two interventions in this sample 
plan for the psychiatrist, there is clearly the 
potential for additional medical interventions, 
e.g., psychiatric evaluation, medication manage-
ment, perhaps a prescription for Naltrexone, etc. 
It is also important to remember that “our” Roma 
is in the active stage of change and is eager to 
participate in a range of services that may help 
her to achieve her objectives. If she was pre- 
contemplative about her illnesses, a much sim-
pler plan may have been developed, typically 
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with fewer objectives and interventions. Any of 
these structures can be appropriate provided they 
are mutually negotiated in partnership with the 
person in recovery.

 Recovery Goal

I want to be a better mother for my kids and work 
toward getting them back.

 Objective 1 (Targeting Conflicts 
with Daughter)

Roma will have a minimum of three successful 
supervised (by cousin) visits with her daughter 
within 30  days as evidenced by cousin’s report 
that Roma visited without verbal or physical 
altercations

Interventions and Action Steps

 1. Sally Rodriquez, Primary Clinician, will meet 
with Roma one-time weekly for the next 
3 months in order to assist her in identifying 
and managing mental health and trauma 
symptoms which impact her parenting and 
trigger her angry reactions with her daughter.

 2. Bob Smith, Rehabilitation Specialist, will 
provide twice monthly anger management 
group for 3  months in order to teach Roma 
conflict resolution and positive coping 
strategies.

 3. Audrey Jenkins, Peer Community Connector, 
will meet with Roma two times over 2 weeks 
in order to help Roma to identify and access 
parenting-support groups/organizations in the 
community so she can develop a healthy peer 
network. In addition, Ms. Jenkins will assist 
Roma in learning about arts-related events/
activities in the local community that Roma 
and her daughter might attend together on 
their visits.

Client Self-Directed Wellness and/or 
Natural Support Actions:

 4. Within 2 weeks, Roma will develop a list of 
preferred arts-related activities she’d like to 
engage in with her daughter in order to help 

structure visits and draw upon their shared 
passion for the arts and creative expression

 5. Roma’s cousin will work with Roma and shel-
ter staff in order to schedule visits and will 
report back to Team re: Roma’s progress 
toward the above objective. Roma’s cousin 
will also participate in NAMI-sponsored 
family- to-family program to receive educa-
tion and support re: Roma’s issues with 
depression and post-traumatic stress.

 Objective 2: (Targeting Alcohol Use 
Which Complicates Serious Medical 
Issues)

Roma will maintain abstinence for the next 
3  months as evidenced by self-report and feed-
back from her cousin.

Interventions

 1. John Casey, Substance Abuse Coordinator, will 
provide one-time weekly Relapse Prevention 
group in order to teach Roma positive coping 
skills to deal with cravings and manage stress-
ors/symptoms without substance use

 2. Anthony Sells, M.D., will make a referral to a 
female hepatologist within the next 2 weeks, 
so that Roma can get connected to medical 
care for her hepatitis C.

 3. Audrey Jenkins, Peer Community Connector, 
will meet with Roma to determine if she 
would like to see a female hepatologist and 
help her connect as needed. If Roma would 
like to stay with her current specialist, Ms. 
Jenkins will attend scheduled appointments 
with her to increase her sense of safety. 
Hepatologist will provide evaluation/ treat-
ment and educate Roma about the dangers of 
continued drinking on her liver functioning to 
increase motivation for recovery.

Client Self-Directed Wellness and/or 
Natural Support Actions

 4. Roma to attend a minimum of 3 local AA/NA 
groups within 2  weeks to explore if 12-step 
program can be helpful source of support in 
learning positive ways to manage stressors 
without substance use
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 5. Roma’s cousin will buy her a writing journal 
and book of poetry readings within 2 weeks in 
order to help Roma in practicing her preferred 
relaxation strategies daily before bed (as an 
alternative to drinking).

 Objective 3 (Targeting Budgeting)

Roma will manage her monthly budget success-
fully as evidenced by her paying her Transitional 
Housing rental fee in full by the 5th of every 
month each month for the next 6 months. (“I need 
to learn how to stretch my money and pay my 
bills, so I can show DCF I can keep a roof over 
my kids’ heads.”)

Interventions and Action Steps

 1. Anthony Sells, M.D., to provide medication 
evaluation and monitoring two times per 
month for the next 3 months for purpose of 
identifying possible medications to address 
Roma’s complaints of inability to focus dur-
ing periods of depression.

 2. Mary Tomason, Rehab Specialist, to provide 
skill-building once a week for the next 
6  months in order to build Roma’s 
 independence in managing her personal bud-
get, e.g., providing instruction re: the process 
of writing checks and tracking balances in her 
check register.

Client Self-Directed Wellness and/or 
Natural Support Actions

 3. Within 1 week, Roma will identify any pre-
ferred priorities she has for limited “spend-
ing” money (e.g., art and painting supplies) so 
that she and her cousin can accurately report 
income to Rehab Specialist assisting with 
budgeting skills.

 4. Within 2 weeks, Roma’s cousin has agreed to 
help her outline and bring in records of her 
bills in order to assist Roma and Rehab 
Specialist in creating a budget.
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Cultural and Linguistic 
Competence

Russell F. Lim and Francis G. Lu

 Introduction

The diversity of the United States has increased 
dramatically over the last 30 years and will con-
tinue to change in the next 40 years. According to 
the US Census population estimates in 2019, 
only 60.1% of the population is White alone, not 
Hispanic or Latino; 18.5% Hispanic or Latino; 
13.4% Black or African-American alone; 1.3% 
American Indian or Alaskan Native alone; 5.9% 
Asian alone; 0.2% Native Hawaiian or other 
Pacific Islander alone; and 2.8% two or more (US 
Census Bureau 2019). The fastest-growing racial 
or ethnic group in the United States is people 
who are two or more races, who are projected to 
grow over 200% by 2060 to 6.2%. The next fast-
est is the Asian alone population, which is pro-
jected to almost double to 9.1%, followed by 
Hispanics whose population will increase to 
27.5%. In 2060, 44.3% of the population will be 
White alone, not Hispanic or Latinx; 15.0% 
Black or African-American; 1.4% American 
Indian or Alaskan Native alone; and 0.3% Native 
Hawaiian or other Pacific Islander alone (Vespa 
et al. 2020). Immigrants and their US-born chil-
dren number approximately 85.7 million people, 

or 26% of the US population, according to the 
2020 Current Population Survey (CPS), a slight 
decline from 2019. The Pew Research Center has 
projected that the immigrant-origin share of the 
population will rise to about 36% by 2065 
(Batalova et al. 2021).

These population demographic projections 
have significant implications for community men-
tal health, as many immigrant and ethno- racial 
populations have their mental health needs taken 
care of by the public sector, bringing up issues of 
limited English proficiency (LEP), the use of 
interpreters, understanding the patient’s explana-
tory models, and the use of complementary and 
alternative medicine. Further, the Institute of 
Medicine’s report, Unequal Treatment (Smedley 
et  al. 2002), indicated that ethno-racial patients 
have reduced access to services and receive a 
lower quality of medical and psychiatric treat-
ment than mainstream patients even when socio-
economic status is matched with mainstream 
patients. Providers in community and other public 
sector settings will need to develop a set of cultur-
ally and linguistically competent attitudes and 
assessment/treatment skills to properly assess and 
treat the increasingly culturally diverse patient 
population. The use of the Outline for Cultural 
Formulation (OCF) that originally appeared in the 
Diagnostic and Statistical Manual, Fourth Edition 
(DSM-IV) (American Psychiatric Association 
1994) and revised in the DSM-5 (American 
Psychiatric Association 2013) is helpful in this 
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regard. This chapter concludes with a look at 
examples of state legislation affecting the practice 
of culturally competent community psychiatry.

 Stigma, Recovery, and Cultural 
Competence

Before addressing how to provide culturally 
appropriate care, we must address the barriers 
that create the mental health disparities minori-
ties experience. These have been documented in 
Unequal Treatment, the Surgeon General’s 
Supplement to the Report on Mental Health: 
Culture, Race, and Ethnicity (US Dept. of Health 
and Human Services, Office of the Surgeon 
General 2001), and Achieving the Promise: 
Transforming Mental Health Care in America 
(New Freedom Commission on Mental Health 
2003). One major barrier is the stigma of mental 
illness, which can be defined as a cluster of nega-
tive attitudes and beliefs that motivate the public 
to fear, reject, avoid, and discriminate against 
people with mental illnesses. Stigma leads others 
to avoid living, socializing, working with, renting 
to, or employing people with mental disorders. 
This especially affects people with severe disor-
ders. These negative attitudes are often internal-
ized, leading to low self-esteem, isolation, and 
hopelessness, which may lead to concealed 
symptoms and failure to seek treatment. At a sys-
tems level, it deters the public from seeking and 
wanting to pay for care. People of color, women, 
LGBT persons, and/or those of religious faiths 
including Christianity can experience a “double 
stigma.” That is to say that they are discriminated 
against for belonging to non-mainstream groups, 
and they still experience the stigma of having a 
mental illness.

Recovery-based practices (see chapter 
“Recovery and Person Centered Care: 
Empowerment, Collaboration and Integration”) 
can be thought of as the antidote to stigma and 
can be defined as practices supporting a per-
sonal process of overcoming the negative 
impact of a psychiatric disability despite its 
continued presence. The elements of recovery 
include the instilling of hope; the use of appro-

priate medication and treatments; client 
empowerment; the use of community support; 
mental health education; self-help and spiritu-
ality/religion; and obtaining employment and 
meaningful activity. Service providers can 
apply the principles of cultural competence to 
recovery-based treatment, which involves 
assessment of the cultural background or iden-
tity of the patient and their experiences of rac-
ism, sexism, colonialism, or homophobia. 
Discrimination may be based on gender, sexual 
orientation, religious beliefs, ethnicity, lan-
guage, age, or country of origin  among other 
factors.

Clinicians can begin to build a patient’s 
self- esteem and help them to develop coping 
skills that shield them from stigma and dis-
crimination and help them make their commu-
nity a safer place to be themselves. These 
include reducing the isolation caused by cul-
tural differences and limited English profi-
ciency (LEP) by providing community and 
peer support, as well as linguistically appropri-
ate services and mental health education, and 
even encouraging clients to learn more English. 
Cultural competence in recovery would mean 
patient-centered service plans accounting for 
each person’s individual cultural experience 
and avoiding stereotypical ideas that all people 
belonging to an ethnic group or speaking the 
same language have the same cultural beliefs. 
Trauma associated with discrimination, vio-
lence, or displacement must be acknowledged 
and addressed for healing to take place, along 
with medical needs and substance abuse. 
Treatment plans may include the use of tradi-
tional healers such as curanderos, shamans, 
medicine men, midwives, and alternative med-
icine such as acupuncture, ayurvedic or herbal 
medicine, meditation, tai chi, and yoga. 
Spirituality plays an important role and may or 
may not involve an organized religion and 
could be a belief in God, or a higher power, 
worshiping and respecting one’s ancestors, or a 
belief in the spirit world. Recovery may also 
require the acquisition of new skills, job train-
ing, language proficiency, or obtaining decent 
housing, eligible entitlements, and US citizen-
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ship. Finally, culturally competent recovery-
based practices mean to help the patient to 
reclaim their cultural identity, which they may 
have tried to deny due to  internalized racism. 
By providing support to culturally diverse indi-
viduals and valuing their differences, providers 
in the community can promote healing through 
self-acceptance and stop the internalization of 
stigma (Ida 2007).

 Definitions

Definitions of cultural and linguistic competence 
have evolved over the past 30 years. The practice 
of culturally appropriate assessment and treat-
ment can be described as culturally competent, as 
first described by Terry Cross and others (Cross 
et  al. 1989). The Federal Department of Health 
and Human Services’ (DHHS) Agency for 
Healthcare Quality and Research noted these 
definitions based on 1998 and 2000 reports 
(Agency for Healthcare Research and Quality, 
Content last reviewed 2019):

Cultural Competence A set of congruent 
behaviors, attitudes, and policies that come 
together in a system or agency or among profes-
sionals that enables effective interactions in a 
cross-cultural framework.

Linguistic Competence Providing readily 
available, culturally appropriate oral and written 
language services to LEP (limited English profi-
ciency) members through such means as bilin-
gual/bicultural staff, trained medical interpreters, 
and qualified translators.

Cultural and Linguistic Competence The 
ability of healthcare providers and healthcare 
organizations to understand and respond effec-
tively to the cultural and linguistic needs brought 
by the patient to the healthcare encounter.

Cultural competence requires organizations 
and their personnel to:

• Value diversity.
• Assess themselves.
• Manage the dynamics of difference.
• Acquire and institutionalize cultural 

knowledge.
• Adapt to diversity and the cultural contexts of 

individuals and communities served.

In 2013, the National Standards for CLAS in 
Health and Health Care: A Blueprint for 
Advancing and Sustaining CLAS Policy and 
Practice provided these more detailed, nuanced, 
and actionable definitions (US Department of 
Health and Human Services, Office of Minority 
Health 2013):

Culture The integrated pattern of thoughts, 
communications, actions, customs, beliefs, val-
ues, and institutions associated, wholly or par-
tially, with racial, ethnic, or linguistic groups as 
well as religious, spiritual, biological, geographi-
cal, or sociological characteristics. Culture is 
dynamic in nature, and individuals may identify 
with multiple cultures over the course of their 
lifetimes.

Cultural and Linguistic Competency The 
capacity for individuals and organizations to 
work and communicate effectively in cross- 
cultural situations through the adoption and 
implementation of strategies to ensure appro-
priate awareness, attitudes, and actions and 
using policies, structures, practices, proce-
dures, and dedicated resources that support this 
capacity.

• Cultural Competency: A developmental pro-
cess in which individuals or institutions 
achieve increasing levels of awareness, 
knowledge, and skills along a cultural compe-
tence continuum. Cultural competence 
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involves valuing diversity, conducting self- 
assessments, avoiding stereotypes, managing 
the dynamics of difference, acquiring and 
institutionalizing cultural knowledge, and 
adapting to diversity and cultural contexts in 
communities.

• Linguistic Competency: The capacity of 
individuals or institutions to communicate 
effectively at every point of contact. 
Effective communication includes the abil-
ity to convey information—both written and 
oral—in a manner that is easily understood 
by diverse groups, including persons of lim-
ited English proficiency, those who have low 
literacy skills or who are not literate, those 
having low health literacy, those with dis-
abilities, and those who are deaf or hard of 
hearing.

Culturally and Linguistically Appropriate 
Services (CLAS) Services that are respectful 
of and responsive to individual cultural health 
beliefs and practices, preferred languages, 
health literacy levels, and communication needs 
and employed by all members of an organiza-
tion (regardless of size) at every point of 
contact.

Another important concept is cultural humil-
ity, defined by Tervalon and Murray-García 
(1998) as a lifelong process of self-reflection 
and self-critique. The provider of culturally 
competent care is encouraged to develop a 
respectful partnership with each patient through 
person- centered interviewing that explores sim-
ilarities and differences between his or her own 
and each patient’s priorities, goals, and capaci-
ties. Ideally, the conclusion of this cross- 
cultural exploration would be to develop an 
approach to managing clinical problems based 
on negotiation between the two culturally dis-
tinct perspectives. A culturally competent pro-
vider is open and flexible enough to identify the 
importance of differences between his or her 
orientation and that of each patient and to 
explore compromises that would be acceptable 

to both. Thus, a clinician applying the princi-
ples of cultural humility would not expect him-
self or herself to be an expert in cultural details 
or to take on other healer’s roles such as a min-
ister or an herbalist.

 Federal Policies and National 
Standards

The federal government, as represented by 
Congress, and the agencies they fund, determines 
funding priorities and the delivery of services. In 
1998, the DHHS Office of Minority Health con-
ducted a national level review of existing cultural 
and linguistic competence standards and mea-
sures in order to propose a draft of national stan-
dards, known as the CLAS (culturally and 
linguistically appropriate services) Standards; in 
2013, this document was revised and enhanced 
(US Department of Health and Human Services, 
Office of Minority Health 2013). The standards 
for health and healthcare organizations were 
informed by a careful review of key legislation, 
regulations, contracts, and standards currently in 
use by federal and state agencies and other 
national organizations. Proposed standards were 
then developed with input from a national advi-
sory committee of policy administrators, health-
care providers, and health services researchers. 
Increasing from 14 to 15 standards, an overarch-
ing Principal Standard was added: “1. Provide 
effective, equitable, understandable, and respect-
ful quality care and services that are responsive to 
diverse cultural health beliefs and practices, pre-
ferred languages, health literacy, and other com-
munication needs” (see Table 1). It is important 
to note that standards 5–8 are about 
Communication and Language Assistance which 
were created for those individuals with LEP, 
defining care that is compatible with cultural 
health beliefs and in the patient’s preferred lan-
guage. These standards include providing sig-
nage, literature, and interpretation in the patient’s 
preferred language so that family members do 
not have to be used as interpreters. In addition, 
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they include supporting organizational cultural 
competence, such as strategic planning that spec-
ifies hiring and retention practices that encourage 
diversity with that matches the patient popula-
tion. Training in cultural competence principles 
includes how to work effectively with the com-
munity and performing ongoing assessment of 
patient population demographics. A review pro-
cess should be in place that is available to the 
public (see Table 1).

The first report on culturally competent men-
tal healthcare created by a government agency 
was Cultural Competence Standards in 
Managed Care Mental Health Services: Four 
Underserved/Underrepresented Racial/Ethnic 
Groups, first published in 1998, and later dis-
tributed by the Substance Abuse and Mental 
Health Services Administration in 2001 
(Western Intercollegiate Commission for Higher 
Education 1998). It detailed overall system 
standards and implementation guidelines, such 
as cultural competence planning, community 
outreach and education, and quality monitoring 
and improvement, as well as human resource 
development. These also included clinical stan-
dards, like access, triage, assessment, treatment, 
and discharge planning, and case management. 
Finally, it delineated guidelines for communica-
tion and patient self- help and carefully outlined 
the provider competencies of culturally specific 
knowledge and culturally generic attitudes and 
skills.

In 2000, the Office of Civil Rights empowered 
by White House Executive Order 13166 
“Improving Access to Services for Persons with 
Limited English Proficiency (LEP)” required that 
all federal agencies formally address how they 
would provide access to their services to people 
with LEP; the 2004 revision is still in effect. 
DHHS issued guidance that included an 
“Effective Plan on Language Assistance for LEP 
Persons,” stating that programs receiving federal 
funds must (1) identify individuals who need lan-
guage services; (2) have language assistance ser-
vices; (3) train staff to appropriately work with 
clients who need language assistance; (4) provide 
notice for people that services are available, such 
as signs in their language; and (5) be monitored 

and updated (US Department of Health and 
Human Services, Office of Civil Rights, Content 
last reviewed 2013).

The next report to be released was the 
Supplement to the Surgeon General’s Report on 
Mental Health, Mental Health: Culture, Race, 
and Ethnicity (US Dept. of Health and Human 
Services, Office of the Surgeon General 2001), 
which established that ethnic minorities do not 
utilize mental health services as much as the 
majority population and that “culture counts.” 
The supplement documented striking disparities 
in mental healthcare for racial and ethnic minori-
ties involving access to care, appropriateness of 
treatment, overall quality of care, and treatment 
outcomes, as well as the fact that minorities are 
poorly represented in research studies. Together, 
these mental health disparities impose a greater 
burden of disability on racial and ethnic minori-
ties. Some examples from each of the four chap-
ters on the major racial and ethnic groups 
follow:

• Disproportionate numbers of African- 
Americans are overrepresented in the most 
vulnerable segments of the population—peo-
ple who are homeless, incarcerated, in the 
child welfare system, victims of trauma—all 
populations with increased risks for mental 
disorders.

• As many as 40% of Hispanic Americans report 
LEP. Because few mental health professionals 
identify themselves as Spanish-speaking, 
most Hispanic Americans have limited access 
to ethnically or linguistically similar 
providers.

• The suicide rate among American Indians/
Alaska Natives is 50% higher than the national 
rate; rates of co-occurring mental illness and 
substance abuse (especially alcohol) are also 
higher among Native youth and adults. 
Because few data have been collected, the full 
nature, extent, and sources of these disparities 
remain a matter of conjecture.

• Asian Americans/Pacific Islanders who seek 
care for a mental illness often present with 
more severe illnesses than other racial or eth-
nic groups. This, in part, suggests that stigma 
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and shame are critical deterrents to service uti-
lization. It is also possible that mental ill-
nesses may be undiagnosed or treated later in 
their course because they are expressed in 
symptoms of a physical nature.

The report concluded with “A Vision for the 
Future,” in which recommendations were 
grouped in six areas: (1) continue to expand the 
science base, (2) improve access to treatment, (3) 
reduce barriers to treatment, (4) improve quality 
of care, (5) support capacity development, and 
(6) promote mental health.

Ruiz and Primm (2010) essentially updated 
this landmark 2001 report and extended its per-
spective to additional underserved populations 
beyond the four main US ethno-racial groups. 
Discussed in their book were issues related to 
underserved populations such as migrants, refu-
gees, incarcerated individuals, and people experi-
encing homelessness. The book also addressed 
issues related to gender, sexual orientation, and 
age. Brief sections on training, education, and 
policy laid the foundation for assessing evidence- 
based approaches and outcomes in these diverse 
populations.

In 2003, the President’s New Freedom 
Commission on Mental Health issued its report 
noted above. Through this document, the Bush 
Administration created policy to guide how 
mental health and health professionals ought to 
be recruited and trained to deliver services to 
diverse populations. Of the six goals discussed 
as strategies to transform the mental health sys-
tem, two are most relevant to minority mental 
health disparities. The first is that mental health-
care is consumer and family driven, and the sec-
ond is that disparities in mental health services 
are to be eliminated. Some of the specific recom-
mendations included improved access to quality 
care that is culturally competent by recruiting 
and retaining racial and ethnic minority and 
bilingual professionals, developing and includ-
ing curricula in all federally funded health and 
mental health training programs that address the 
impact of culture, race, and ethnicity on mental 
health, developing training and research pro-
grams targeting services to multicultural popula-

tions, and engaging minority consumers and 
families in workforce development, training, and 
advocacy.

 Clinical Approaches

 Staff Training: Diversity Training 
Versus Cultural Competence Training

Providing mental health services to a diverse 
population requires training that encompasses 
culturally relevant knowledge, attitudes, and 
skills. Cultural knowledge can be obtained from 
books, such as Ethnicity and Family 
Therapy  third  edition, edited by McGoldrick 
et  al. (2005), but these references can also be 
used to create stereotypical lists of qualities and 
generalities that trainees memorize and may give 
trainees a false sense of security that they “know” 
everything about a particular group after reading 
a single chapter. The references may also give a 
good starting place for trainees to understand 
what is normative for an ethnic group and how to 
begin asking more culturally pertinent questions 
to understand the client that they have in the 
office.

In order to use resources like Ethnicity and 
Family Therapy, trainees should have diversity 
training, which helps them to develop attitudes 
that are accepting of cultural differences, then 
cultural competence training that teaches cultur-
ally generic skills, and then culturally specific 
knowledge. The reader is referred to the excellent 
books suggested as resources at the end of this 
chapter.

Concerning training in attitudes, our view is 
that cultural competence training for staff begins 
with creating an atmosphere where differences 
are acknowledged and celebrated. This begins 
with hiring staff from representative groups to 
allow the cultural perspective to be shared with 
other staff members, as well as providing cultur-
ally appropriate assessment and treatment plan-
ning, a process which begins with the use of the 
DSM-5 Outline for Cultural Formulation (OCF) 
and Cultural Formulation Interview (CFI) 
(American Psychiatric Association 2013), as 
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 discussed in the next section). Briefly, this means 
taking a person-centered approach, with a focus 
on the individual’s cultural identity, cultural con-
cepts of distress, and expected treatment. This 
requires more than just using the DSM-5 
 diagnosis by simply checking off diagnostic cri-
teria. Clinicians must also review both the 
Culture- Related and Gender-Related Diagnostic 
Issues sections of the narrative descriptions of the 
disorders. The clinic can have case conferences 
that highlight the cultural aspects of cases through 
use of the OCF to provide much needed exam-
ples of its value to the differential diagnosis and 
treatment plan. The clinical environment should 
have signage in the appropriate languages and 
artwork representative of the patient population.

Diversity training exercises help staff to rec-
ognize similarities and differences in their cul-
tural identities and become aware of subtle, 
unintentional, or implicit prejudices and biases 
that staff may have. A common 1-hour training 
exercise is to have staff introduce themselves in 
groups of six to eight in a way that does not just 
chronicle their training and jobs, but reveals 
where they are from, what languages they speak, 
and what are the important parts of their identity. 
They may even talk about the origin of their 
names and its meaning(s). On another occasion, a 
potluck can be scheduled when staff may also 
bring in a comfort food from their cultural group, 
explain to others what is in it, and how their fam-
ily explained to them how it would help to make 
them feel better. Another approach is to celebrate 
ethnic holidays, like Cinco de Mayo, Chinese 
New Year, Chanukah, Kwanza, and Ramadan, 
and have a brief presentation on the holiday’s 
meaning and customs. Finally, an hour can be 
taken with a small group to explore discussion 
questions from Understanding Race, Ethnicity, 
and Power: The Key to Efficacy in Clinical 
Practice by Elaine Pinderhughes (1989).

 DSM- IV and DSM-5 Outline 
for Cultural Formulation (OCF)

DSM-IV initiated the OCF (located in Appendix 
I), and DSM-5 (located in Sect. III) revised it. 
While DSM-IV had a Glossary of Culture-Bound 

Syndromes in Appendix I, DSM-5 substituted a 
Glossary of Cultural Concepts of Distress that 
included nine well-studied examples in the 
Appendix. This latter term is much broader to 
encompass idioms of distress and explanatory 
models or perceived causes of illness as well as 
cultural syndromes. The DSM-5 OCF is a useful 
framework for organizing a culturally competent 
assessment of a culturally diverse patient, and it 
contains five sections or parts (Table 3). Clinicians 
are asked to obtain information on the first four 
fields of interrelated information and finally to 
summarize and apply it to the differential diagno-
sis and treatment plan. The Clinical Manual of 
Cultural Psychiatry, second edition (Lim 2015), 
provides several case examples and video 
vignettes of its use with persons from diverse 
backgrounds involving ethnicity/race, gender, 
sexual orientation and gender identity, and reli-
gion/spirituality in its overview of the OCF.

 Part A: Cultural Identity 
of the Individual
Asking a patient about their cultural identity can 
be accomplished by performing a social and 
developmental history with attention being paid 
to the patient’s country of birth, ethnicity of his or 
her parents, grandparents, and language(s) spo-
ken. Ethnicity may also be assessed by asking the 

Table 3 The DSM-5 Outline for Cultural Formulation

A. Cultural identity of the individual
B. Cultural conceptualizations of distress
C. Psychosocial stressors and cultural features of 
vulnerability and resilience
D. Cultural features of the relationship between the 
individual and the clinician
E. Overall cultural assessment

Note. Source: American Psychiatric Association (2013)

Table 2 Discussion questions from “Understanding 
Race, Ethnicity, and Power”

1. What was your first experience with feeling 
different?
2. What is your ethnic background? What has it meant 
to belong to your ethnic group? How has it felt to 
belong to your ethnic group? What do you like about 
your ethnic identity? What do you dislike?
3. What are your feelings about being White or a 
person-of-color? How do you think others feel?

Note. Adapted from Pinderhughes (1989)
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Table 4 ADDRESSING framework

Age and generational influences
Developmental or other
Disability
Religion and spirituality
Ethnic and racial identity
Socioeconomic status/social class
Sexual orientation
Indigenous heritage
National origin
Gender

Note. Source: Hays (2022)

Table 5 Kleinman’s eight questions

1. What do you call your illness? What name does it 
have?
2. What do you think has caused the illness?
3. Why and when did it start?
4. What do you think the illness does? How does it 
work?
5. How severe is it? Will it have a short or long 
course?
6. What kind of treatment do you think the patient 
should receive? What are the most important results 
you hope she receives from this treatment?
7. What are the chief problems the illness has caused?
8. What do you fear most about the illness?

Note. Source: Kleinman et al. (1978)

Table 6 DSM-5 Cultural Conceptualizations of Distress

1. Cultural syndrome is a cluster or group of 
co-occurring, relatively invariant symptoms found in a 
specific cultural group, community, or context…. The 
syndrome may or may not be recognized as an illness 
within the culture…but such cultural patterns of 
distress and features of illness may nevertheless be 
recognizable by an outside observer
2. Cultural idiom of distress is a linguistic term, 
phrase, or way of talking about suffering among 
individuals of a cultural group… referring to shared 
concepts of pathology and ways of expressing, 
communicating, or naming essential features of 
distress
3. Cultural explanation or perceived cause is a label, 
attribution, or feature of an explanatory model that 
provides a culturally conceived etiology or cause 
symptoms, illness, or distress…. Causal explanations 
may be salient features of folk classifications of 
disease used by laypersons or healers.

Note. Adapted from American Psychiatric Association 
(2013)

patient directly: what his or her name means or 
what is his or her ethnic background. The 
ADDRESSING framework from Hays (2022) 
can be a useful start as an acronym of cultural 
identity variables to explore, using the letters of 
the word “Addressing” as seen in Table 4.

This list is not meant to be exclusive of other 
cultural identity variables such as language, 
migration, political orientation, and vocational 
identity, among other factors. Clinicians need to 
understand that cultural identity can change over 
time or when an individual moves to living in dif-
ferent parts of the world. Clinicians also need to 
appreciate the intersectionality of these cultural 
identity variables for the individual rather view-
ing them as discreet silos. Lastly, clinicians 
should strive to understand the meanings of these 
cultural variables for the individual and ask them 
what is most important to them rather than 
assume what is most important.

 Part B: Cultural Conceptualizations 
of Distress
The clinician’s task is to identify how a person 
experiences, understands, and communicates 
their distress or problems to others in addition to 
understanding how this distress may be symp-
toms of mental disorders that may align with the 
diagnostic criteria of DSM-5 mental disorders. 
Arthur Kleinman et  al. (1978) wrote about the 
distinction between the disease, which is an 
observable physical phenomenon, and the illness, 
which is how the patient experiences the disease 
through his or her cultural viewpoint. They went 
on to describe a set of eight questions that involve 
asking the patient what they think is the explana-

tion for their illness: its name, how it works, how 
severe it is, and what problems it has caused. The 
clinician continues by asking about what kind of 
treatment is expected, both by the person and by 
the person’s family (see Table  5). By inquiring 
about the person’s understanding of the illness in 
their terms, clinicians can gain important insights 
into how people understand their disease and 
gain information that will be useful in the nego-
tiation of their treatment with the person. At this 
time, the clinician may inquire about other heal-
ers that the person may have consulted prior to 
coming to the clinician’s office, as many cultural 
groups have indigenous healers or alternative 
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explanations for the causes of illness. The clini-
cian can then inquire about herbal or organic 
treatments that may not be compatible with pre-
scribed medications, as well as show interest in 
the person’s journey into health.

DSM-5 broadened this part of the OCF to 
include idioms of distress, cultural syndromes, 
and cultural explanation or perceived cause; these 
three terms are defined on page 14  in the 
Introduction of DSM-5.

 Part C: Psychosocial Stressors 
and Cultural Features of Vulnerability 
and Resilience
Part C of the DSM-5’s OCF (p.750) includes the 
“key stressors and supports in the individual 
social environment (which may include local and 
distant events) and the role of religion, family, 
and other social networks (e.g., friends, neigh-
bors and coworkers).” This section focuses on 
understanding how an individual fits within their 
community, including nuclear and extended fam-
ily and other primary social supports. Important 
things to ask about are the person’s primary rela-
tionships, educational level, occupational, func-
tional levels, and goals. Also important is 
relationship to parents, aunts and uncles, cousins, 
and religious community. People may have 
ambivalent relationships between their parents 
and/or religious/ethnic communities, such that 
the very group that they derive their support from 
is also a stressor.

Religious and spiritual beliefs are a part of an 
individual’s cultural identity and must be explored 
because they may guide his or her decision- making 
about mental health treatment. Social determi-
nants of mental health such as adverse childhood 
events, discrimination, food insecurity, housing 
insecurity, and poverty, among others, are impor-
tant to assess as part of this section. While in their 
landmark book, Compton and Shim (2015) noted 
10 social determinants of mental health, and in 
2020, they cited 16, including climate change 
(Shim and Compton 2020).

 Part D: Cultural Features 
of the Relationship Between 
the Individual and the Clinician
The fourth part of the DSM-5 OCF refers to how 
the interaction of the clinician’s cultural identity 
and that of the patient affect communication, 
diagnosis, and treatment—including the thera-
peutic relationship. One operationalizes this sec-
tion by firstly understanding the clinician’s own 
cultural identity, biases, and prejudices through 
self-reflection. Secondly, the clinician can com-
pare and contrast cultural identity variables of the 
patient with that of the clinician looking for simi-
larities and differences. Thirdly, the clinician 
would assess how the similarities and differences 
affect communication and the therapeutic alli-
ance: rapport, verbal and nonverbal communica-
tion, ability to gather history, managing stigma 
and shame, and transference and countertransfer-
ence, among other factors (Comas-Diaz and 
Jacobsen 1991; Comas-Diaz 2012). Added in 
DSM-5 was this important sentence relevant to 
some of our patients: “Experiences of racism and 
discrimination in the larger society may impede 
establishing trust and safety in the clinical diag-
nostic encounter.”

 Part E: Overall Cultural Assessment
The final part of the DSM-5 OCF is the overall 
cultural assessment for the differential diagno-
sis and the treatment plan. First, clinicians sum-
marize the information gathered in the first four 
parts of the OCF to inform the differential diag-
nosis. For example, they review both culture and 
gender-related diagnostic issues concerning ill-
ness prevalence, differential diagnosis at both 
phenomenological and disorder levels, associ-
ated features, clinical course, and outcomes. 
Clinicians may consider diagnosing V codes 
relevant to the social determinants of mental 
health in addition to mental disorders. The 
DSM-5 V codes are “other conditions and prob-
lems that may be a focus of clinical attention or 
that may otherwise affect the diagnosis, course, 
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prognosis, or treatment of a patient’s mental dis-
order….” “The conditions or problems listed in 
this chapter are not mental disorders” (American 
Psychiatric Association 2013, p.  715). DSM-5 
lists these categories of V codes among others: 
Relational Problems, Abuse and Neglect, 
Educational and Occupational Problems, 
Housing and Economic Problems, Problems 
Related to the Social Environment, Problems 
Related to Crime or Interaction with the Legal 
System. For example, one may consider the 
diagnosis of V62.4 Target of (Perceived) 
Adverse Discrimination or Persecution that cor-
responds to the social determinant of mental 
health of discrimination and exclusion that the 
clinician may have discovered by applying sec-
tion C.

With the aim of maximizing adherence, clini-
cians need to understand the patient’s cultural 
concepts of distress including coping and help- 
seeking to skillfully negotiate a treatment plan 
using both Western and indigenous explanations 
of illness, using the clinician as the bridge 
between them. Having the services of a cultural 
consultant (Kirmayer et al. 2013) or cultural bro-
ker, or a clinician familiar with the cultural group 
of the person, can be helpful in determining cul-
tural norms. This role provides important context 
for the interpretation of symptoms of illness and 
healing beliefs and practices and understanding 
of the person’s role in family, community, and 
dominant culture. Review of published literature 
online and books can also be useful.

Lastly, the clinician needs to ask what would 
help or hinder treatment when looking at the cul-
tural features of the relationship between the cli-
nician and the patient. For example, cultural 
identity matches between the clinician and the 
patient such as language when the patient has 
limited English proficiency would be extremely 
important for optimal communication that affects 
the therapeutic relationship. If this cultural iden-
tity match cannot be provided, then a trained 
interpreter is essential (Chang et al. 2021).

 DSM-5 Cultural Formulation 
Interview (CFI)

In Section III of DSM-5 entitled “Emerging 
Measures and Models,” there is a chapter on 
“Cultural Formulation” where both the OCF and 
the CFI are defined and described (American 
Psychiatric Association 2013, p.  749–759 and 
Lewis-Fernandez et al. 2016). The CFI is a brief 
semi-structured interview of 16 questions for 
systematically gathering information for the 
OCF: cultural definition of the problem (ques-
tions 1–3); cultural perceptions of cause, context, 
and support (questions 4–10); cultural factors 
affecting self-coping and past help seeking (ques-
tions 11–13); and cultural factors affecting cur-
rent help seeking (questions 14–16). There is a 
CFI for use with patients, a CFI for use with 
informants, and 11 supplementary modules avail-
able online (American Psychiatric Association 
2013b). These supplementary modules are lists 
of additional questions that clinicians can utilize 
to explore in more detail various aspects of the 
OCF such as cultural identity and the cultural 
features of the clinician-patient relationship. In 
addition, there are modules to be used with 
school-aged children and adolescents, older 
adults, immigrants and refugees, and caregivers.

While the CFI is an outstanding person- 
centered approach to obtain information for the 
OCF beginning in the first interview, clinicians 
will need to use the supplementary modules for 
more detailed understanding of the OCF as well 
as collateral sources of information, such as med-
ical records. Furthermore, there are no CFI ques-
tions for Part E of the OCF, since the overall 
cultural assessment is a synthetic process by the 
clinician of the cultural information obtained.

 Applications of Culturally Effective 
Treatment

In this section, through examples, we further 
illustrate the clinical principles described above 
and how the key to engaging people in ethnic 
minorities into mental health services is to com-
bine the principles of adapting services and sys-
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tems to population needs and by understanding 
and accepting their cultural beliefs about illness.

 Southeast Asian Communities
J. David Kinzie (2001) and Kinzie and Keepers 
(2020) wrote about “The Therapist Variable” in 
which he described the trauma experienced by 
Southeast Asian patients and that they have four 
primary needs: safety, both physical and emo-
tional and predictable, stable personal relation-
ships, reduction of symptoms, and the 
re-establishment of social relationships. 
According to Kinzie, the therapist must be able to 
listen to a person’s trauma without interruption 
and be present as a dependable and stable rela-
tionship. The therapist is required to believe the 
evil that humankind has done to their fellow 
humans, yet still believe that healing is possible, 
and to receive gifts of modest value from trauma-
tized Southeast Asians, such as prayers, seasonal 
dishes, or social invitations. Despite clini-
cian training to the contrary, it is therapeutic for 
them and represents a culturally appropriate way 
for a person to honor the therapist- patient 
relationship.

Hinton and Otto (2006) described a way of 
modifying cognitive behavioral therapy (CBT) 
for the treatment of post-traumatic stress disor-
der in Cambodians who conceived of their ill-
ness as being caused by wind. An example 
offered by these authors is if there is muscle ten-
sion in a limb (caused by forced labor, chronic 
starvation, and sleep deprivation experienced in 
the killing fields), there is blockage of vascular 
“tubes” at or near a related joint. Along with a 
possible death of the limb distal to the blockage, 
caused by a lack of blood flow, there can also be 
a dangerous ascent of wind into the body’s core. 
The catastrophic cognition would be that wind 
could cause a heart attack or the person’s breath-
ing to stop or rupture of the blood vessels in the 
neck or into the head, leading to fainting, blind-
ness, or death. Treatment for the wind is “cup-
ping” or causing redness on the skin by applying 
negative pressure through a heated glass bulb 
applied to the skin, or coining, using coins to rub 
the skin, causing a red or purple streak on the 
skin. In the adapted CBT protocol (Otto and 

Hinton 2006), the therapist introduces the 
“Limbic Kid” to explain the automatic responses 
and thoughts associated with the catastrophic 
cognitions. The therapist then induces dizziness 
by having the person play a childhood game 
called “hung,” where she or he holds his or her 
breath while running to retrieve a stick, experi-
encing dizziness, but no other ill effects, allow-
ing a disconnection of the physical sensation 
from catastrophic cognitions. Finally, the clini-
cian incorporates a Buddhist ritual, the three 
bows, with three statements. Thus, the first bow 
acknowledges the pain. The second is the accep-
tance that it has lingering effects, and the third is 
returning a focus to the present, planning to have 
a good life now.

 Hispanic Communities
Other examples of groups for ethnic minorities 
include CBT of depression adapted for use in 
Spanish-speaking patients. Miranda et al. (2006) 
reported that in an ethnically diverse clinical 
sample diagnosed with major depressive disor-
der, those randomized to CBT or medication 
management did better than those simply referred 
to a community mental health center. In reporting 
this study, the authors noted, too, that community 
outreach was needed to educate people about 
their illness and the types of treatment. 
Nevertheless, despite providing transportation 
and childcare, only slightly over one-third were 
able to attend more than six Spanish language 
sessions for those who were monolingual, illus-
trating the difficulties encountered by the study’s 
participants in making appointments. The sub-
sample taking medications did slightly better, 
implying that psychopharmacology was still 
effective, but less so without outreach and 
support.

Ruiz and Langrod (1976) identified the 
importance of spiritual beliefs in the Hispanic 
population of the Bronx. To increase commu-
nity engagement with their clinic, they recruited 
spiritual mediums (espiritistas), accepting 
referrals from them and referring cases back, in 
turn. Clinic staff actively outreached the com-
munity by visiting and making ethnographic 
observations at spiritual centers while also 
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exchanging views with espiritistas and other 
spiritual authorities about explanatory models 
and treatment. Barrio (2000) similarly describes 
the importance of outreach to and engagement 
with the family and community through com-
munity support centers, which can bridge gaps 
between the community mental health center 
and the ethnically diverse populations they 
serve.

 Using Systems to Aid Culturally 
Competent Services
In line with Barrio’s description of creating sys-
tems linkages, another strategy is using access 
services, usually provided by community agen-
cies that can provide language translation ser-
vices. For example, Asian Pacific Community 
Counseling in Sacramento, California, provides 
language and culturally appropriate psychother-
apy through the Transcultural Wellness Center 
(Asian Pacific Community Counseling 2013), 
and it also serves as a linkage for people to enter 
the county mental health system. Finally, another 
approach that has been helpful in linking ethnic 
minority patients from the community to mental 
health services has been the Bridges program at 
the Charles B. Wang Community Health Center. 
It capitalizes on systemic integration of physical 
health and mental health services. Chinese 
patients seen in primary care are referred to men-
tal health professionals in the same building as 
their primary care colleagues, thus reducing the 
stigma they might experience if they were to be 
referred to a freestanding mental health clinic 
(Chen et al. 2003).

 Ethnopsychopharmacology
Ethnopsychopharmacology is the study of how 
ethnicity affects the activity of psychoactive 
agents. Ng et  al. (2008) and others discuss that 
there are many biological, environmental, and 
psychological reasons for the broad range of 
responses seen in different ethnic groups. The 
hepatic enzyme, cytochrome P450 (types 
CYP2D6, CYP3A4, CYP1A2, CYP2C19, and 
CYP2B6), is responsible for the metabolism of 
many psychotropic medications. Depending on 
the number of copies of genes coding for these 

enzymes, a person may be a slow metabolizer, 
where a small amount of a medication may have 
the same effect as a normal dose, which might 
bring on intolerable side effects for that patient. A 
person may be an ultra-fast metabolizer, when 
even a large dose of medication can be experi-
enced as not taking anything at all. Constitutional 
factors such as gender and age as well as environ-
mental factors such as diet and smoking also 
affect drug metabolism, sometimes inhibiting or 
accelerating its rate. Finally, the patient’s expec-
tation of how the drug will work may affect the 
perception of the actual effect or may cause an 
effect of its own (“the placebo effect”) 
(Ninnemann 2012). For example, studies since 
the early 1980s have suggested that pharmacoki-
netic and pharmacodynamic profiles of various 
psychotropic medications may be different in 
Asians, leading to differences in dosage require-
ments and side effect profiles. While these varia-
tions appear to be largely determined by genetic 
predisposition, they are also influenced by other 
factors such as environment, social support, cul-
tural perceptions, and physicians’ prescribing 
habits (Wong and Pi 2012). Psychiatrists and pri-
mary care practitioners working with Asian 
Americans may consider prescribing an initial 
low dose and advance titration slowly in situa-
tions when the patient may be a slow metabolizer. 
In the future, it may be possible to measure the 
activity of a particular enzyme and adjusts dos-
ages accordingly.

 Culturally Competent Interventions 
at State and Local Levels

Clinicians need to have the support of their orga-
nization to provide culturally sensitive mental 
health services, as either seen by an application of 
the CLAS standards or other systematic cultural 
competence framework. California has an excel-
lent example of a mental health-specific plan in its 
California Cultural Competence Plan (CCCP), 
which began in 1993 (Peifer 1997). Each of the 58 
California counties had to assess the percentages 
of the languages spoken by their patients and pro-
viders and were required to provide services and 

Cultural and Linguistic Competence



148

brochures in any language spoken by 3000 Medi-
Cal (California’s version of Medicaid) members 
or 5% of the Medi-Cal population in that county. 
County agencies are to monitor their staff compo-
sition and ensure that their staff diversity mirrors 
the patient diversity. The cultural competence 
plan also requires training in cultural competence 
be provided for mental health clinicians on a con-
tinuing basis. Washington, California, 
Connecticut, New Jersey, and New Mexico all 
require continuing medical education courses 
including material on cultural competence or 
require cultural competence training as a condi-
tion of licensure (Like 2011).

 Conclusions

US population projections show that the number 
of minorities will increase at a higher rate than 
the general population and in fact equal the 
majority population between 2040 and 2050. 
Community mental health providers will see 
most of these patients, as they are likely to be 
under or not insured, particularly if they are indi-
gent or newly immigrants. The federal govern-
ment, and many state mental health authorities, 
provides guidance on how to adapt our mental 
health services to meet the needs of the diverse 
populations they serve. On a clinical level, appli-
cation of the DSM-5 OCF and CFI can inform 
the clinician’s assessment and treatment planning 
using a culturally appropriate semi-structured 
interview. By taking a holistic, culturally, and lin-
guistically competent and patient-centered 
approach, the community psychiatrist can deliver 
effective and culturally appropriate recovery- 
based mental healthcare.
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Context-Specific Assessment

Stephen Mark Goldfinger 
and Jacqueline Maus Feldman

 Introduction

To appropriately evaluate people in their commu-
nities requires careful consideration of a panoply 
of contextual parameters. These include a wel-
coming and safe ambience; physical plant char-
acteristics; the clinical setting (e.g., inpatient, 
outpatient, emergency room, homeless shelter or 
under a bridge, criminal justice location); whether 
the assessment is routine, urgent, emergent, or 
investigatory; the nature of the evaluation’s 
expected product; the cultural attributes of the 
evaluator as well as the patient; and the social 
determinants impacting the patient. Consideration 
of all these contextual issues will expand the 
evaluator’s capacity to establish a therapeutic 
alliance, to engage the patient in the assessment, 
and possibly to further treatment. Awareness of 
and responses to these contextual concerns will 
improve both the evaluative process and the eval-
uation product.

 Initial Considerations 
for an Assessment

 Establishing the Interview Ambience

Approaching patients in a variety of settings is 
considered later in this chapter. However, estab-
lishing as comfortable and comforting a physical 
and emotional space as possible is the same, irre-
spective of setting and circumstance. As described 
in the chapter “Inspiring a Welcoming, Hopeful 
Culture”, how people are made to feel when they 
enter a clinical enterprise can influence the pro-
cess of their assessment. A return visit to a psy-
chopharmacology ambulatory care clinic may 
arouse less discomfort, especially if protocols 
and staff members are consistent. Being greeted 
by a familiar clerk, sitting in a spacious waiting 
room with ready access to magazines, TV set on 
soft volume, toys for the kids, and being called 
back to a private office by a gracious nurse or a 
physician with whom one has worked for many 
years allow for relatively calm organized assess-
ments. Disruption of protocols and expectations 
(new staff, a  loud baby banging his pacifier, 
cramped clinic space packed with agitated 
patients with active psychosis, a rushed doc-
tor, the fear of being unable to pay for one’s med-
icines) may inhibit further assessment or make it 
more likely to be hurried, superficial, and incom-
plete. Clinic setting characteristics can be subtle 
and nuanced, but are important and significant 
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contextual considerations in whether the clinical 
setting is perceived as calm, warm and welcom-
ing, or chaotic and inhospitable.

Hook et  al. (2009), Segal et  al. (2019), and 
Miller (2019) provide a detailed summary of 
parameters that must be considered when con-
ducting mental health assessments. Each indi-
vidual should be approached with respect, 
composure, empathy, and an appreciation of per-
sonal boundaries. Attention to language profi-
ciency and the potential need for interpreters are 
imperative. Not every person who speaks a 
unique language will receive an on-site face-to- 
face interpreter, but telephonic interpretation ser-
vices are often accessible. All interviews should 
begin with a personal introduction; initially 
addressing someone as Ms. or Mr. (or with other 
appropriate titles) reflects a more formal relation-
ship and recognition that the patient is deserving 
of politeness and respect. Asking the individual 
how they would like to be addressed is another 
way of establishing that result.

Interviews used to begin with a handshake, but 
the onset of COVID mitigation processes (lim-
ited physical contact, social distancing, masks 
and other personal protective equipment, and the 
use of telemedicine) has led to an evolution in 
engagement (Sentell et  al. 2021). See chapter 
“Telehealth and Technology” on Technology for 
further elaboration on tele- mental health assess-
ment. Regardless, initiation of an interview that 
allows for some privacy and personal attention 
can make chances of a successful evaluation 
greater. Eye contact should be appropriate and 
empathic engagement practiced, and at all times 
interviewers should be mindful of nonverbal 
cues. Tempering one’s word choices, though 
never in a patronizing fashion, to the perceived or 
actual educational or intellectual level of the 
patient will also facilitate communication 
(Andrews 2008).

 Safety Issues/Physical Space

Safety and physical space in the age of COVID 
create challenges that must be addressed. If clini-
cal enterprises are allowing face-to-face clinical 
practice, evidence-based practices of maintaining 

social distance and mask mitigation are impor-
tant, as is consideration of mandating vaccina-
tions of staff and patients. Liberalization of these 
practices may occur once the epidemic is 
controlled.

In addition to COVID-mitigating safety, until 
the patient and provider both perceive they are 
physically safe, it is difficult to establish the 
sense of psychological safety without which it is 
difficult for an assessment to proceed. Attention 
to a physical space that is welcoming, secure, and 
comfortable for someone with mental illness can 
prove to be a challenge, but it is well worth the 
time and effort (Hendricks et  al. 2010). Setting 
up assessment space that ensures some privacy 
communicates recognition that boundaries and 
confidentiality are important. Patients with para-
noia are often hypervigilant to boundary viola-
tions. They desire privacy but may also want 
sufficient space between them and the inter-
viewer to minimize feeling physically threatened. 
Positioning of the examiner between patients and 
the door (e.g., not facilitating egress from the 
room) may make them feel trapped, which can 
inflame anxiety. The interview room/space 
should be furnished with an eye to minimizing 
objects that can be thrown or used for self-or- 
other injury. For example, psychiatric patients 
should not be placed in emergency department 
(ED) trauma rooms with access to needles or 
scalpels, emergency medicines, gauze, or inhal-
ants. If at all possible, assessments should be 
conducted in areas of quiet and little traffic so as 
to minimize distractions and limit intrusions. It is 
important, however, to have security personnel 
rapidly accessible if the interviewer suspects or 
expects aggressive behavior (Hendricks et  al. 
2010).

 The Nature of the Assessment 
and the Expected Product

The nature and process of the clinical assessment 
is also driven by the clinical or administrative/
legal question (why is this person presenting?) 
and the expected product from the assessment. A 
leisurely three-session evaluation of a person 
who is concerned about sleep and anxiety differs 
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vastly from an emergency room assessment of 
patients brought by the sheriff’s office because 
they are aggressive and psychotic. The clinician 
might be wise to ask, “What are the goals of this 
assessment?” Answering this contextual question 
will guide the assessment process.

Every evaluation shares at least two initial 
goals, regardless of context: establishing rapport 
and developing as collaborative a doctor-patient 
relationship as the situation allows (Andrews 
2008). The process and product of the rest of the 
assessment will be predicated, in part, on the 
clinical context: where is the evaluation occur-
ring and under what circumstances (the clinical 
status of the patient and what clinical question is 
being asked and by whom). All medical evalua-
tions are likely to involve feelings of anxiety, 
embarrassment, fear, or other negative feeling. 
Addressing these concerns from the start can 
greatly facilitate the ongoing evaluation process.

This is particularly true in psychiatric evalua-
tions, which may be involuntary or simply mis-
understood. Special attention must be paid to 
techniques of engagement when working with 
members of populations that have developed 
mistrust of systems of care. Thus, for example, 
engaging individuals who are homeless and men-
tally ill may involve multiple brief meetings 
focused on providing them with tangible help 
(food, vouchers) before any structured psychiat-
ric evaluation can take place (Ross and Gholston 
2006; Bond and Drake 2015). For other groups, 
particularly minorities with histories of negative 
experiences with medical or other organized or 
government agencies, exploration of these feel-
ings and individual issues can be essential before 
other works can be accomplished.

 Types of Assessments, Contextual 
Considerations

Routine Although routine evaluations can occur 
in places ranging from under a bridge to a home-
less shelter, if the assessment is a prescheduled, 
voluntary, routine initial clinic visit to evaluate a 
proscribed complaint, the setting will typically 
be in an office where the person will probably 

hope to have a diagnosis and treatment plan by 
the end of the session. This applies regardless of 
whether the visit is an evaluation by a private sec-
tor provider or one working in a mental health 
center, Department of Veterans Affairs (VA) 
facility, or correctional setting. One or several 
assessment visits may ensue; the patient will be 
engaged, key information will be elicited, includ-
ing old records or information from referring 
practitioners, and treatment, if necessary, will be 
recommended and follow-up established.

If the person is entering a system of care, edu-
cation regarding confidentiality within the sys-
tem should be made clear. For example, it is 
important to apprise patients that electronic 
health records are shared among all treatment 
team members in the VA or that the warden may 
read an inmate’s chart. If appropriate, limits to 
the boundary of confidentiality (e.g., elder or 
child abuse, imminent homicide or suicide, 
threats to self or others) should be mentioned.

Investigation A one-time investigatory psychi-
atric assessment will be somewhat different. 
Examples of such assessments are referrals for 
disability determination, custody, competency, 
or other legal questions. These are also typically 
pre-scheduled, usually occur in an office set-
ting, may be voluntary but are sometimes man-
dated, and often result in production of a report 
to the referring agency (e.g., Social Security 
Administration, public assistance authorities, 
child services, the court system). These issues 
may make engagement and establishing a 
consumer- provider alliance considerably more 
difficult. Individuals in these settings may be 
very symptomatic, exaggerating, minimizing, 
demanding, frightened, angry, or prevaricating, 
depending on the situation. Follow-up treatment 
is typically not a goal. The objective of these 
sessions is to do as thorough an evaluation as 
possible while making it as comfortable and 
supportive for the person as possible. The pro-
vider is ethically mandated to ensure the person 
is aware of the nature of the exam and should 
get consent for release of information to the 
referring agency.
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Urgent Some individuals will present needing 
an urgent (needs to be seen today) evaluation. 
Perhaps their symptoms are of an acute, debilitat-
ing nature, or they have sustained an abrupt phys-
ical or emotional trauma. Some systems of care 
have the capacity to respond quickly to the need 
for rapid evaluations on-site, but most often these 
patients present to or are referred to emergency 
health-care providers. A brief triage evaluation to 
determine the urgency of need should take place 
at the site of presentation. Urgent evaluations will 
focus on the presenting clinical question (e.g., the 
patient is a victim of rape; the patient has missed 
his last three shots and is becoming increasingly 
psychotic and hostile; the patient has consumed 
three six-packs of beer and is now suicidal), and 
the evaluation may be tailored to spotlight the 
more salient issues while minimizing others. 
Concerns regarding affective lability, organicity, 
and impulsivity/unpredictability must be 
addressed. Safety is paramount, and establishing 
security protocols in advance can reduce the pos-
sibility of patient or staff injuries.

In the face of a confusing presentation that 
needs a rapid evaluation, collateral information 
and substantiation and/or organic workups are 
often overlooked, but may play a vital role in 
attempting to assess the nature of the acute pre-
sentation. Admitting to a psychiatric ward a con-
fused and agitated patient with psychosis who is 
then found to have a fever of 103, pneumonia, and 
a pO2 of 42 reflects an incomplete urgent evalua-
tion that places the patient, and the system of care, 
at risk. Hendricks et al. (2010) offer an excellent 
blueprint and review of approaches to patients and 
situations that need crisis intervention. Diamond 
(2002) offers an extensive review of medical ill-
nesses that can have mental health presentations. 
Often, gathering information from sources other 
than the patient can be critical to making correct 
diagnostic and intervention decision.

Emergent Psychiatric patients do present who 
need to be evaluated quickly (not just today, but 
right now). Often, they are brought for evaluation 
by family or caregivers who report uncontrolled 
agitation or combativeness, suicidal or homicidal 
ideation with intent and/or plan, profound confu-

sion, or some other acute clinical change or 
symptom onset. The evaluation may or may not 
be voluntary. Unless a mental health facility has 
access to emergent medical care, it is most pru-
dent to move these patients to an emergency 
medical facility (by ambulance). Often these 
patients are grossly agitated, confused, or mute, 
and direct communication may be difficult, if not 
impossible. Setting a calm tone in the evaluation 
space (ED, office, jail cell, tent under the bridge) 
is imperative. Soft speech, slowed physical 
movements, and a relaxed demeanor help reduce 
anxiety in the person and the rest of the treatment 
team.

However, if these strategies have limited suc-
cess, last-resort utilization of security methods, 
such as mechanical or chemical restraints, may 
be necessary. Explaining to the patient what will 
be occurring and describing what you are doing 
even while restraints are being applied or admin-
istered might feel like an exercise in futility. 
However, it is possible a person is aware of the 
situation and environment, and these explana-
tions show humanism, personal respect, and pro-
cedural justice. They may prove reassuring and, 
in the end, helpful for eventual engagement. 
Certainly, processing the need for restraints after 
the event has resolved is important. Especially if 
this kind of presentation is new or different, or if 
the person is unknown and records/knowledge-
able staff are unavailable, she/he should be medi-
cally evaluated for possible medical causes for 
said presentations. Glick et al. (2020) expand on 
these essentials of evidence-based practice of 
emergency psychiatry.

 Key Information to Be Elicited in All 
Assessments

As noted above, depending on the situation and 
context, there are widely variable types of mental 
health assessments, but in all cases, core issues 
must be addressed in each assessment regardless 
of context. Additional information can be 
 collected or deleted depending on the clinical 
situation, allocated time, and consumer capacity 
or willingness.
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 Demographics (Which Will Often 
Underscore Contributing Social 
Determinants of Mental Health 
and Resilience)

Getting a sense of the individual is imperative. It 
is essential to collect information of age, gender, 
sexual orientation, ethnicity, marital/relationship 
status, education status, employment status 
(working? job insecurity? underemployment?), 
housing situation (stability, location), food secu-
rity, and capacity to access to medical and mental 
health care. There are other, more often over-
looked questions; upon whom can the individual 
rely for support? Are they religious? Have they 
undergone racial or non-racial discrimination or 
trauma (sexual, physical, bullying, criminal jus-
tice)? Such information can give clues to poten-
tial sources of stressors, supports, and failures 
and successes that will play a useful role in figur-
ing out what is impinging on the patient’s life 
(Compton and Shim 2015).

 Chief Complaint

Why is this person presenting at this point in his 
or her life? Is the presentation voluntary (routine 
med check), volitional (calling the taxi for a ride 
to the ED), mandated (disability determination or 
court-ordered), emergent (brought in by ambu-
lance unconscious after an alleged overdose), or 
forced (brought by police after being caught 
breaking windows because of acute paranoia). A 
good way to ask this question and to make it 
present- focused is: what brings you here now?

 Salient Mental and Medical Health 
Symptoms

What are they reporting? What is observed? What 
information is available from collateral sources? 
Each interview must assess for potential risk of 
harm to self or others. Information regarding sen-
sory deficits such as sight or hearing, substance 
use, cognitive deficits, medical history (including 
recent trauma), and medications is important to 
elicit regardless of situation.

 Who Else Is There?

Finding out who brought the patient in, who cares 
enough to stay, who hides out in the waiting 
room, who bolts or does not return phone calls, or 
who aggressively approaches the provider to 
offer imperative information regarding the con-
sumer is contextual information that is helpful to 
ascertain. Knowledge about existing, or non- 
existent, supports will help with diagnosis, treat-
ment plan, and discharge planning.

 Past Psychiatric History

Knowledge of prior inpatient and outpatient psy-
chiatric interface can be helpful in establishing 
level of functioning, insight and judgment, and 
capacity for adherence. Eliciting past successful 
treatment modalities, as well as treatment fail-
ures, may help guide treatment planning and 
enhance the development of a therapeutic alli-
ance. If one blithely suggests a treatment that has 
failed in the past, it indicates a lack of empathy or 
of inattention; the obverse  – asking the patient 
what has worked, what are they willing to try – 
reflects concern and a willingness to work in 
partnership toward recovery. Similarly, asking 
who in their past encounters with the mental 
health system has been particularly helpful, or 
seen as useless, can give valuable clues to how to 
approach future treatment planning.

 Past Medical History

Ascertaining this information is imperative. 
Multiple medical problems, including substance 
use, misuse, abuse, or dependence, can be the eti-
ology of mental health presentations or can exac-
erbate patients’ illnesses. Queries regarding 
present medications, including over-the-counter 
preparations, and adherence should be made, and 
the prescribers denoted so the treatment team can 
communicate with prior and present providers. 
Examining in as much detail as possible the 
patients tolerance and “likes and dislikes” about 
their prior psychiatric meds is essential, since no 
medication we prescribe will work if the patient 

Context-Specific Assessment



156

doesn’t take it. Surgical procedures, allergies, 
and prior physical trauma can inform possible 
differential diagnoses for a variety of mental 
health presentations.

 Review of Systems

Taking the time to elicit how a patient feels phys-
ically reflects one’s concern for the whole patient 
and may help the practitioner see more broadly 
how a mental health problem is touching the 
patient’s life. If the patient is new to the mental 
health system, such review of medical systems 
can help the patient to feel more comfortable, as 
questions familiar to them from their internist’s 
office are asked.

 Family/Social/Developmental 
History: The Importance 
of Understanding Social 
Determinants

Hearing about one’s upbringing and life circum-
stances from the patient’s perspective can illus-
trate a more complete picture of the forces that 
had and have an influence on the patient. 
Developmental milestones, level of education 
and school performance, adverse childhood 
experiences, jobs held and lost, economic status, 
military service, arrests records, relationships 
gained, sustained and gone away or awry, physi-
cal or sexual trauma, and social injustice, all have 
a bearing on the patient’s mental health; these 
social determinants should be elicited if possible. 
Any family history of mental health problems 
might help explain present illness, or a patient’s 
desire to ignore symptoms. Understanding the 
patient’s perception of successes and failures can 
be crucial in establishing strength-based, 
recovery- oriented, patient-centered treatment 
plans.

 Mental Status Examination

Performing a formal mental status exam is help-
ful in painting a more complete picture of the 

patient’s presentation. Serial assessments using 
such tools as the Beck Depression Inventory or 
Mini-Mental Status Exam can reflect response to 
treatment. Similarly, assessing for presence of 
symptoms of depression, including suicidal or 
homicidal ideation, intent or plan, or symptoms 
of mania, substance abuse, anxiety, psychosis, 
and confusion is important in establishing a diag-
nosis (or diagnoses) and viable treatment plan. If 
at all possible, performing a physical exam or 
obtaining the results of a recent physical exam 
with lab work is helpful in supporting or elimi-
nating organic causes for a wide variety of mental 
health presentations.

All of this information should be garnered for 
a mental health assessment, regardless of clinical 
setting. Whether or not one is successful in get-
ting all the information depends on the condition 
and capacity of the patient, the available time, the 
clinical setting, and if an alliance has been estab-
lished that will facilitate a person’s willingness to 
reveal his or her inner life. It is also important, 
process-wise, to embrace a patient-centered, 
strength-based, shared decision-making approach 
to the assessment and enable, encourage, antici-
pate, and feel comfortable with the patient estab-
lishing goals and treatment plan parameters 
(Maples et al. 2021).

 Cultural Attributes and Structural 
Competence

The ability to garner information and establish an 
alliance may also be shaped by cultural consider-
ations of the patient and the provider. Chapter 
“Cultural and Linguistic Competence” incorpo-
rates many of the considerations regarding how 
cultural attributes can impact patients with men-
tal illness, but a brief review is necessary, 
 especially focusing on context-specific assess-
ments. Cultural predicates like race, ethnicity, 
socioeconomic- status, language, religion, cus-
toms, age, gender role, sexual orientation, sen-
sory abilities (vision, hearing), perceived 
hierarchies in relationships, and levels of comfort 
(or discomfort) with physical boundary flexibil-
ity, all play a role in the context of an 
assessment.

S. M. Goldfinger and J. M. Feldman
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Congruence between examiner and consumer 
can be helpful, but is not always easy to coordi-
nate. “The greater the cultural differences exist-
ing between the provider and the consumer of 
mental health care, including socio-economics, 
gender, ethnicity, language and world views, the 
greater is the likelihood of misdiagnosis, inap-
propriate care or noncompliance with treatment” 
(Lindsey and Cuellar 2000, p  199). Matching 
patients with those of parallel race, sexual orien-
tation, gender, religion, or personal experiences 
is challenging: presently while 13% and 15% of 
the general American population are, respec-
tively, African American and Latino, only 3% of 
active psychiatrists are African American, and 
5% of active psychiatrists are Latino; approxi-
mately 21% of mental health care comes from 
clinicians of diverse backgrounds (Feldman 
2020). The CDC offers suggestions for a cultur-
ally competent evaluation (2014).

A wide variety of culturally driven coping 
styles and ways of communicating about illness 
have been observed, and the untrained, unin-
formed, or unemphatic provider might sabotage 
effective assessments by ignorance of cultural 
differences (Alegria et al. 2008). In addition, cul-
tures vary vastly in the degree of stigma attached 
to mental illness, which can then impact on how 
the illness is perceived and understood (Nakash 
et al. 2010). This may affect how often different 
populations access mental health care and how 
accepting they will be of diagnostic and treat-
ment regimens. The Surgeon General’s Report 
(1999) endorses the use of culturally competent 
services that “incorporate respect for and under-
standing of ethnic and racial symptoms, as well 
as their histories, traditions, beliefs, and value 
systems.” Working to increase communication, 
empathy, appreciation, insight, and comprehen-
sion for both the patient and the provider can but 
only help in culturally competent-driven assess-
ment. Efforts to broaden understanding might 
ease levels of discomfort and encourage con-
sumer engagement. Ruiz and Primm’s text on 
Disparities in Psychiatric Care (Ruiz and Primm 
2010) is replete with examples of the impact of 
cultural considerations on presentation and eval-
uation of mental illness; in this book, Nakash 

et al. (2010) have a brilliant chapter on the cultur-
ally sensitive evaluation that is a must-read for 
one who conducts psychiatric assessments with 
culturally diverse populations.

There is a growing literature on the need for 
clinicians to examine our own internal feelings 
about those different from us. This is particularly 
critical for mental health service providers, 
because our internal prejudices and biases can 
become powerful roadblocks to our ability to 
assess and treat those who are not “like us.” We 
must thoughtfully, and critically, examine our 
stereotypes and conscious and preconscious feel-
ings and be vigilant to how these impact our prac-
tice and interactions with those we serve, right 
from the first assessment.

In addition, more nuanced thinking, supported 
by a growing literature, has evolved vis-a-vis 
understanding the consequences of structural rac-
ism and the import of developing structural com-
petency. Per Metzl and Hanson (2018):

Whereas previous models such as cultural compe-
tency focus on identifying clinician bias and 
improving communication at moments of clinical 
encounter, structural competency encourages clini-
cal practitioners to recognize how social, eco-
nomic, and political conditions produce health 
inequalities in the first place. Structural compe-
tency calls on health care professionals to recog-
nize ways that institutions, neighborhood 
conditions, market forces, public policies, and 
health care delivery systems shape symptoms and 
diseases, and to mobilize for correction of inequal-
ities as they manifest both in physician-patient 
interactions and beyond the clinic walls. (pg 115)

This means we must think more broadly and 
more deeply in our approach to contextual assess-
ments, expanding our understanding and defini-
tions of trauma, and how often un-addressed 
institutional inequalities can manifest in our 
patients’ clinical presentations, capacity to 
engage, or ability to profit from treatment.

 Conclusion

To embrace context-specific assessments in 
community psychiatry merits thoughtful con-
sideration of many factors. While there are stan-

Context-Specific Assessment



158

dard expectations of what information is 
necessary for any mental health assessment to 
be complete, the clinical status of a patient may 
interact with variable capacities of systems of 
care and unskilled providers, resulting in less 
than superior results. The ambience of a clinical 
setting can have a profound influence on how 
patients perceive their evaluation; maintaining a 
safe, welcoming contextual setting can make 
assessments more effective at gathering infor-
mation and establishing therapeutic alliances. 
Gathering information on how social and struc-
tural determinants impact both patients and pro-
viders will prove invaluable in understanding 
the predicates of the presentation of the patient 
and help shape the treatment plan. Training staff 
to identify their own cultural attributes and prej-
udices, and those of patients, may work to miti-
gate stigma and confusion and to enhance 
understanding of mental health issues, allowing 
the provider and patient more effective commu-
nication, opportunities for shared- decision- 
making, and development of a healing 
partnership.
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Team Leadership: Promoting 
Diversity and Inclusion 
in the Aftermath of COVID-19

Juanita L. Redd and Hayward Suggs

 Introduction

Teamwork is the ability to work together toward a 
common vision. The ability to direct individual 
accomplishments toward organizational objec-
tives. It is the fuel that allows common people to 
attain uncommon results.
–Andrew Carnegie

This chapter is dedicated to our brilliant, 
esteemed, and world-renowned colleague Dr. 
Carl C. Bell who passed away in 2019 and was the 
principal author of this chapter when it appeared 
in the Handbook of Community Psychiatry.

Many have recognized the power of teams in 
various arenas. A sports team is a prime example 
where interdependence is apparent. For example, 
in a football team, each position has a set of skills 
and a knowledge base that accompanies it. Each 
position must depend and rely on the skills and 
knowledge base of the other positions to accom-
plish their collective goal successfully. This out-
look can inform all teams, especially 
interdisciplinary administrative and clinical 
behavioral health teams, despite their complex-
ity. Because of the strength of this model, this 
chapter focuses on team-based treatment in 

behavioral health. It places particular emphasis 
on a pertinent structure of community mental 
health centers (composed of administrative and 
clinical teams), the importance of multidisci-
plinary treatment teams in this context, the prob-
lems that multidisciplinary treatment teams often 
face, and possible solutions for teams to function 
effectively and possibly thrive.

This chapter is being written in what is hoped 
to be the waning of our so far 2-year COVID-19 
pandemic, in the wake of multiple traumas caused 
by the pandemic as well as the national discus-
sion of diversity inequity exposed by the pan-
demic. The chapter will outline how the 
development of each and the function of behav-
ioral health teams can become protective factors 
for communities including efforts to combat 
diversity inequity and promote recovery from 
traumas such as of COVID-19.

 The Trauma That Is COVID-19

Trauma is an emotional response to an extremely 
negative event. Traumatic events also referred to 
as traumatic stressors or negative events can take 
a significant toll emotionally and financially on 
communities. According to the American 
Psychiatric Association’s Diagnostic and 
Statistical Manual, a traumatic stressor must be 
outside the range of normal human experience 
(American Psychiatric Association 2013). 
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Traumatic events include, but are not limited to, 
natural or human disasters, war and violence, 
chronic or life-threatening medical conditions, 
community violence, the witnessing of traumatic 
events, physical abuse, sexual abuse, and other 
forms of interpersonal violence.

The National Alliance on Mental Health fore-
casted that the combination of mental health bud-
get cuts, inadequate essential trauma-informed 
services, and climate-related disasters will dra-
matically escalate risk factors for stress-related 
disorders and lead to a mental health crisis the 
United States is not prepared to handle. This pre-
diction was made well before the current and 
future trauma created in the wake of the world-
wide COVID-19 pandemic.

As of March 2022, almost one million people 
have died in the United States from COVID-19. 
Almost 460 million people across the globe have 
contracted the virus. The worldwide death toll is 
over six million and climbing even after more 
than 11 billion doses of vaccinations have been 
administered in 184 countries with 64% of the 
world’s population having received at least one 
dose. Millions and millions across the globe have 
experienced the loss of:

• Life
• Loved ones
• Health
• Homes
• Employment
• Opportunity
• Faith
• Income
• Will
• Sanity

Nearly the entire world has been traumatized, 
and the long-term impact as we know has the 
potential to be catastrophic. People are struggling 
greatly to deal with grief, anger, remorse, frustra-
tion, and fear. Global trauma risk factors have 
never been higher. As a result, the need for effec-
tive mental health treatment has never been 
greater and that need will persist.

 Risk Factors, Predictive Factors, 
and Protective Factors

The available science suggests that the aforemen-
tioned trauma risk factors do not have to become 
predictive factors for communities exposed to 
trauma (Bell 2006). Predictive factors enable 
estimates of harm that are associated with the 
response or lack of response to a particular risk 
factor.

Protective factors are the conditions, charac-
teristics, or attributes within an individual, their 
family, community, or culture that impact how 
they deal with stressful events (youth.gov, n.d.). 
Protective factors can either mitigate or eliminate 
risk factors in community exposure to trauma 
(Bell 2006).

Protective factors can be biological, psycho-
logical, social, and environmental. Biological 
attributes include intellectual ability, personal-
ity traits, temperamental traits, and toughness. 
As outlined by Bell et al. (2005), psychological 
attributes include intrapsychic, emotional, cog-
nitive, spiritual, and posttraumatic growth. 
Social attributes include interpersonal skills, 
interpersonal relationships, connectedness, 
and social support. Lastly, environmental attri-
butes include positive life events and socioeco-
nomic status. It has also been argued that 
protective factors should be defined in relation 
to adverse experiences or risk factors (Griffin 
et al. 2011).

Trauma events are predictive factors for nega-
tive life outcomes (Breslau et  al. 2006). The 
anticipated impact of the current trauma driven 
by COVID-19 would seem to forecast a severely 
challenging recovery. However, Bell et al. (2005) 
found that protective factors decrease the risk of 
being affected by a traumatic stressor and other 
disorders such as depression, suicide, and violent 
behavior. They argue that at-risk communities 
with well-developed protective factors do not 
experience the level of trauma-related disorders 
that would be predicted, based on their risk fac-
tors. In other words, the impact of risk factors 
was reduced when there were sufficient protec-
tive factors present in those communities exposed 
to trauma (Bell et al. 2002).

J. L. Redd and H. Suggs
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Behavioral health teams serve communities, 
yet are themselves micro-communities, with 
unique strengths, vulnerabilities, and functional 
capacities. Discussed next is how these micro- 
communities function and serve larger communi-
ties of people. This is followed by how behavioral 
health are affected by macro-environmental cir-
cumstances, such as challenges with COVID-19 
and racial inequities.

 The Value and Pitfalls 
of Multidisciplinary Teams 
in Community Mental Health 
Settings

A multidisciplinary team is necessary to deliver 
the complex array of services needed in commu-
nity mental health settings – diagnostic services, 
prescribing medications, housing, securing ben-
efits, teaching skills of daily living, teaching 
vocational skills, facilitating social interactions, 
conducting research, crisis and emergency work, 
hospitalization, psychosocial rehabilitation, care 
of physical illness, education, management, and 
leadership. A multidisciplinary team approach 
allows the transition from an individual and 
illness- focused conception of treatment to a 
broader view including the public health and pre-
vention approach to services.

There are multiple models for running com-
munity mental health services. There is no right 
or wrong model as the success of an organization 
is dependent on multiple human factors involved 
in the work. Regardless of the objectives of the 
team (i.e., an administrative or a clinical team), 
persons trained in leadership and management, 
and even business, are often best equipped for 
cultivating a healthy multidisciplinary team.

The source of strength of multidisciplinary 
teams is also its source of weakness – diversity. 
While the diversity of multidisciplinary teams 
has its advantages in availing expertise in multi-
ple domains, the difference in perspective of each 
professional and consumer/patient creates a tre-
mendous potential for conflict in professional 
relationships. Covey (1989) points out the most 
valuable human resources are relationships. 

Weak relationships result in poor communica-
tion, disagreements, negative feelings (i.e., jeal-
ousy), and negative behaviors (i.e., backbiting 
and criticism). Unfortunately, work environments 
characterized by professional conflict and weak 
relationships drain time and energy that would be 
better used for personal growth and organiza-
tional success. Thus, the conflict potentially 
inherent in multidisciplinary teams, whether they 
are clinical, research, educational, or administra-
tive teams, needs to be managed. The ability for a 
team to self-correct is essential for strong func-
tioning. Part of self-correction is identifying 
behavior, skill, or attitudinal issues that influence 
outcomes.

 Managing the Process of Conflicts 
on Multidisciplinary Treatment 
Teams

Goldsmith (2007) described several transactional 
team member behaviors that disrupt team func-
tioning and lead to conflict, requiring monitoring 
and correction. The first is too much competition, 
such that the goal is winning and the team’s mis-
sion is forgotten. This competition can manifest 
intellectually, as there are some team members 
that strive to display superior intelligence at the 
cost of listening to others. Related to this are indi-
viduals’ tendencies to make destructive or nega-
tive comments that may be infused with sarcasm 
or derision. There may also be team naysayers 
who emphasize potential pitfalls instead of pos-
sible solutions. At times, there are others who are 
frequently angry and use their anger to control 
the team process. Another destructive dynamic 
on treatment teams is the withholding of infor-
mation to gain personal advantage. Just as a team 
or person can express too much or too little criti-
cism, a team can also have too much or too little 
praise. Some team members claim undeserved 
credit, make excuses, or blame others for disrup-
tive behaviors. Team leaders may also contribute 
to derailment, by “playing favorites” and/or fail-
ing to assume responsibility for poor decisions.

In order to manage conflict in multidisci-
plinary treatment teams, the importance of 
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 mission has to be underscored. The qualities of 
functional teams mentioned above should be 
emphasized. As suggested earlier, the main mis-
sion of a multidisciplinary treatment team should 
be not only quality clinical care for mentally ill 
patients but also attention to issues of wellness 
(Keyes 2007). Whatever the details of a team’s 
core mission principles, they must be worked out 
uniquely by each team. Consistent focus on 
principle- based mission-driven agendas generate 
interdependency and synergy, leading to the real-
ization of targeted outcomes and even positive 
“side effects” (e.g., good relationships). Using 
mission and engagement effectively can smooth 
out and, in many cases, prevent conflicts. 
Attaining the team traits of interdependency and 
synergy is not easily achieved, and the team must 
understand that this is a process. Senge et  al. 
(1994) indicate there will be times of frustration 
and even embarrassment, because while the idea 
of working together may not be new, the prospect 
of “learning together” for many is often new. In 
short, through effective leadership, a team is able 
to commit to its goal. A well-functioning team is 
conceptually unified about where they are going 
and that overall goal takes precedence over what-
ever conflict arises. DePree (1992) likens this 
quality of leadership to a jazz-band leader’s aspi-
ration of facilitating each player’s opportunity to 
“do their own thing” while still maintaining har-
mony in the music the band plays.

There are several types of authority that lead-
ers might use to manage a multidisciplinary 
team: (1) legitimate authority where there is a 
designated leader of the team who has the 
assigned power to reward and sanction various 
team behaviors; (2) charismatic authority where 
there is a person who has “winning ways” with 
people that encourages the team to follow their 
lead; and (3) traditional authority where there is 
a person who is the oldest or most experienced 
member of the team and who understands the 
history and process of the team (Bell 1974). 
Ideally, leaders will have elements of all three 
types; however, the type of authority is less 
important than the manner in which a person 
leads. This requires dedication to trusting others 
to carry out their responsibilities and have good 

judgment, being vulnerable and open, support-
ing self- reflection (i.e., being open to looking 
inward and evaluating oneself), assessing results, 
bolstering mutual accountability, and encourag-
ing others.

In many ways the team is much like a family. 
When functioning poorly, it may be a source of 
distress and impede the progress of the people it 
is designed to help. When functioning well, it can 
accommodate and evolve when conflict arises. 
When this is the case, it provides a sense of home 
base for the team member, and a significant 
source of support, affiliation, and belonging. If 
the team fails to be coherent, it is unlikely that it 
will be successful in accomplishing its mission. It 
must work on its social and emotional team intel-
ligence until an adequate level of cohesiveness 
can be achieved.

 Team Leadership

Essentially, good leadership consists of the act of 
making a significant difference through people, 
which ultimately requires the effective execution 
of emotional and social skills. This process of 
excelling as a leader requires study of leadership 
and management and a true respect for humanity. 
Effective leadership requires connecting every 
day to your deepest and most enduring values, 
exemplifying integrity, caring for your loved 
ones, making a difference through your work, 
and inspiring hope within the people around you. 
Good multidisciplinary leaders follow their fol-
lowers and tend to have an enduring sense of 
hope. Strong leaders are able to face the truth 
about their own weaknesses and help others see 
their weaknesses by having courage and compas-
sion. Covey (1990) stated, “…to achieve that bal-
ance between courage and consideration, is the 
essence of real maturity….” Effective leaders 
believe in “creating” the future by cultivating 
“shared vision” on the team and facilitating 
movement toward that vision. They embody their 
values and motivate others through their exam-
ple. In other words, effective leaders function in 
such a way so that when their team thinks of 
integrity, authenticity, enthusiasm, commitment, 
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caring, and being on a mission, the team thinks of 
themselves.

With the right execution of good leadership 
and the application of guiding team principles 
and values, a healthy multidisciplinary team will 
emerge that embodies the following characteris-
tics: (1) being proactive toward the mission, (2) 
engaging in collaboration instead of competition, 
(3) seeing the big picture instead of fragmenta-
tion, (4) seeking to understand patterns instead of 
cause-effect, (5) looking for deeper causes 
instead of surface symptoms, (6) engaging in 
ongoing learning instead of quick fixes, (7) study-
ing process instead of events, (8) understanding 
“both/and” instead of “either/or,” (9) making a 
point of seeing opportunities instead of threats, 
and (10) attempting to be anticipatory instead of 
being crisis-driven (Covey 1990). Successful 
teams recognize that conflict is healthy, even 
vital, for long-term success. Senge (1990) reiter-
ated this point and asserted that a by-product of 
great teams is that conflict results in production 
of outcomes and free flow discussions that lead to 
better alternatives and discovery of new answers. 
Covey (1989) also supported healthy conflict and 
emphasized, “synergy means 1 + 1 may equal 8, 
16, or even 1,600.” Thus, synergy is worth the 
conflict because of the end result.

 The Role of the Community 
Psychiatrist on Community Mental 
Health Teams

Community psychiatrists have to be collaborative 
when functioning on community mental health 
teams. There is inevitably a certain amount of 
blurring of roles: In addition to providing medi-
cal expertise, in recognition of their training, the 
psychiatrist may also be called upon to provide 
clinical leadership. In some instances the psy-
chiatrist may even have formal leadership as pro-
gram medical director (Ranz 1998). However, 
depending on the structure of the team itself, in 
exercising that clinical leadership, the psychia-
trist defers on operational issues to a nonmedical 
team leader. This does not necessarily come as 

natural to early career psychiatrists, whose expe-
rience on teams in residency has usually been on 
hospital-based teams which are usually run by 
psychiatrists. In the same manner, psychiatrists 
may be part of executive teams in behavioral 
health organizations that are not led by physi-
cians. Here, it is important for psychiatrists to 
exercise and capitalize on clinical expertise, yet 
collaborate with their peers on projects that are 
not strictly medical but still within the service 
mission of the organization (Eilenberg et  al. 
2000).

 Leadership in the Wake of COVID-19

According to Greenleaf (2002), leadership is an 
act of service or servitude, while Collins (2001) 
notes how in his research, “great” leaders have a 
quality of selflessness. In response to the pan-
demic, we have seen the people on the front lines, 
including healthcare nurses, doctors, ambulance 
drivers, nutritionists, anesthesiologists, janitors, 
fire and police departments, teachers, support 
staff, epidemiologists, nursing home attendants, 
childcare workers, and many others, assume 
leadership roles. They are changing the behavior 
of the world by the wearing of masks, use of hand 
sanitizer, social distancing, crowd avoidance, and 
promoting vaccination. In the midst of turmoil, 
these micro-communities – our behavioral health 
teams have worked tirelessly for the health of our 
communities to ensure people are able to survive 
the pandemic. Behavioral health teams have been 
dealing with the burnout of those that have been 
caring for others, the fear of the community’s 
economic devastation, and their pain and grief 
from so much traumatic loss in their communi-
ties and in their families. As a result of this ongo-
ing stress, many healthcare workers have decided 
not to return to their jobs as the pandemic begins 
to show signs of possibly winding down in the 
United States. Yet the best treatment teams can 
have a leadership role in combatting this stress. 
They can lead by example, following seven basic 
field principles necessary for behavior change as 
a result of trauma (Greenleaf 2002).
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 1. Rebuilding the village
 2. Providing access to healthcare
 3. Improving bonding, attachment, connected-

ness dynamics, within the community and 
between stakeholders

 4. Improving self-esteem
 5. Increasing social skills for target recipients
 6. Reestablishing the adult protective shield
 7. Minimizing the residual effects of trauma

The individuals that lead behavioral health 
treatment teams in nonprofit hospitals and com-
munity organizations have often demonstrated 
unique impact of the mental health and social ser-
vices provided to the communities they serve. 
They have a tremendous opportunity to impact 
those disproportionately exposed to COVID-19 
trauma. But their success depends on having the 
right people in place. Collins (2001), in his book 
Good to Great, emphasizes the importance of 
getting the right people into an organization and 
into the right roles. Greenleaf (2002) refers to 
this as the “who” and “where.” If an organization 
fails to successfully get the right people, and into 
the right roles, the organization’s mission could 
be jeopardized. For nonprofit mental health and 
social service organizations which often have 
mission-critical work, Greenleaf’s standpoint 
takes on particular importance. While sympathy 
is the act of feeling sorry or pity, empathy is hav-
ing an understanding based on shared feelings or 
experiences. Greenleaf asserts that nonprofit 
mental health and social service leadership 
requires empathy, a major element of emotional 
intelligence.

Emotional Intelligence This includes self- 
control, zeal and persistence, and the ability to 
motivate oneself (Goleman 1996).

Empathy Goleman identifies three types of 
empathy; the first is “cognitive empathy” having 
mental awareness of how another person feels. 
Behavioral health treatment team leaders and 
members must have this level of empathy to be 
even marginally successful. Treatment providers 
must be able to relate to their clients in the same 
way leaders must relate at the intellectual level 

with their followers. The second is “emotional 
empathy” when a person feels what another per-
son may be feeling. Different from sympathy, 
this allows the mental health practitioner to put 
on the shoes of the affected person without hav-
ing to wear those shoes home. Leaders also must 
connect to the feelings of their followers, espe-
cially their sheer needs and urgency. The third 
and final level is “compassionate empathy” 
where a person recognizes what another is feel-
ing, feels it to some extent themselves, and is 
compelled to act or help (Goleman 2007). Being 
compelled to do something on behalf of others is 
where one’s body takes action. Moving beyond 
simply thinking about or feeling the problems of 
others, one is willing to do something about it. 
Effective leaders take action that leads to produc-
tive outcomes. By doing something, a leader pro-
vides opportunity for others to follow. When 
there is no action or movement, there is nothing 
to follow.

Compassion A feeling of deep sympathy and 
sorrow for another who is stricken by misfortune 
accompanied by a strong desire to alleviate the 
suffering

Heart Characteristics that cause a person to be 
firm in his or her beliefs and have the determina-
tion to accomplish their goals (Bell and Suggs 
1998)

The willingness to help is essential in respond-
ing to trauma. Simply caring but not acting does 
little for many and nothing for most. True leader-
ship is caring enough to take decisive action. 
Action taking and caring requires heart. Heart as 
exhibited by frontline nurses, doctors, and staff 
risking their lives and health. Or the first respond-
ers, contact tracers, and support staff of hospitals, 
ambulance drivers, case managers, mental health 
workers, daycare workers, bus drivers, clinical 
therapists, police, or schoolteachers who deal 
with the situations both first hand and over the 
long term. It takes a tremendous amount of heart 
to do work you know could kill you and kill those 
whom you love, especially when you see the real-
ities of death on a daily basis among your patients, 
colleagues, and family. Yet that is what essential 
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workers do; they risk their lives for the physical 
and mental health of others. With COVID-19 
they know well the visible symptoms: the cough-
ing, sneezing, mental confusion, and difficulty 
breathing that strikes fear. But mental health 
symptoms can be much more difficult to see. 
Lives are being risked to confront an invisible 
enemy. Yet everyday thousands of social work-
ers, counselors, case aids, case managers, nurses 
and doctors, and mental health practitioners risk 
their lives for thousands more of strangers. We 
call these people leaders, and the pandemic has 
helped us redefine leadership. In mental health, 
we are a world full of heart, and we have compas-
sionate leaders with heart at every level of our 
workforce.

 How Behavioral Health Teams Can 
Redefine Community

A community is commonly defined as a group of 
people living in the same place or having a par-
ticular characteristic in common. By that defini-
tion, COVID-19 has now made the entire world a 
community. But we may not feel like one. Mental 
health centers, hospitals, schools, and several 
other institutions are all in unique positions to 
redefine community. When we think of commu-
nities, we often consider it as being all inclusive 
as if everyone is part of it. A helpful metaphor is 
that of a village. As such many would say now is 
the time to rebuild our village. As a major propo-
nent of rebuilding the village, Dr. Carl Bell would 
have suggested it would also be a good time to 
“get rid of the rats.” He often talked about the 
importance of not stopping at simply treating rat 
bites, but in a sense of true community, you have 
to get rid of the rats to solve the problem. While 
we may not be facing actual rats in our village 
rebuild, we are confronted by “mindbugs.” 
Mindbugs are described by Professor Mahzarin 
Banaji (2016) as our hidden biases that keep us 
from fully embracing concepts and taking actions 
that we may know are right. These hidden biases 
are our blind spots. Our blind spots can stop us 
from welcoming “otherness,” in the form of gen-
der, race, sexual orientation, abilities, beliefs, 

thoughts, or any domain that may be “other” or 
different from us. When we exclude others from 
opportunities, services, processes, treatments, or 
rewards because they are different from us, we 
weaken the village.

Rebuilding the village provides a great oppor-
tunity for more inclusion of otherness in treat-
ment efforts. Behavioral health teams must be 
able to bring people together in ways that are 
helpful, useful, meaningful, and credible. If your 
teams have been having conversations about 
diversity, inclusion, equity, and belonging, this is 
a time to reinforce those conversations with 
action. We all know people on teams who simply 
refuse to acknowledge they see color or gender, 
or sexual orientation, and thus seldom go out of 
their way to support action to combat disparities. 
This failure to see or act erodes team self- 
confidence and organization credibility, creating 
dysfunction.

 Five Dysfunctions of a Team

As we consider the impact of discrimination and 
failures to address diversity, equity, inclusion, 
and belonging, Lencioni’s work on the Five 
Dysfunctions of a Team has never been more rel-
evant. Lencioni (2002) identifies the five dys-
functions of a team as (1) absence of trust, (2) 
fear of conflict, (3) lack of commitment, (4) 
avoidance of team accountability, and (5) inatten-
tion to team objectives.

What the pandemic has revealed is the poten-
tial for team members at every level to exert lead-
ership, as has been seen on the front lines and 
behind the scenes. The opportunity to advance 
this important work puts us in the position where 
we can work collaboratively globally, locally, 
and every level in between. But trust is essential. 
Lencioni (2002) identifies the absence of trust as 
the first of the five dysfunctions of a team. The 
insecurities that many members of our society 
experience whether they are delivering care or 
receiving it are evident every day. From hiring 
processes to determining who gets what treat-
ments and by whom, there are disparities. But the 
possibilities of change are unparalleled because 
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the pandemic has allowed us to see how diversity 
and inclusion could ideally work to the benefit of 
all. Our vital work together has to begin by estab-
lishing the presence of trust.

 The Absence of Trust
Dr. Stephen Covey (1990) talks about trust on 
two levels: competency and character. On the 
competency level, there are a number of profes-
sionals in the mental health environment who fail 
to see their own mindbugs. Certain institutions 
are notorious for failing to recognize their own 
mindbugs. When confronted with their failure to 
diversify, be inclusive, and create opportunities 
for equity and belonging, they often deny these 
behaviors.

Healthcare professionals who actually 
embrace diversity and develop partnerships to 
support the long-term success of people of color 
irrespective of gender or sexual orientation will 
have a more effective team. Yet competency-level 
trust is often absent because of the failure to even 
recognize our feelings as leaders of organizations 
where we struggle with diversity issues. This 
absence of awareness is equally as destructive as 
the character-level trust failures.

Character trust failures are typically anchored 
in intentional behaviors that can support destruc-
tive attitudes such as racism. We often acknowl-
edge them yet fail to do anything about them. You 
may hear the phrase “I condemn racism.” Yet, 
when a building is condemned, it is actually 
physically destroyed. But we seldom see the 
destruction of racism or even the disruption of 
racist activities following the phrase “I condemn 
racism.” Unlike the demolished building, there is 
scarce evidence after the verbal condemnation of 
racism.

Leaders of teams who have the responsibility 
to act against racial injustice but fail to do so give 
silent permission to team members to mistreat 
others. This increases the lack of trust. Effective 
leadership requires high character and emotional 
intelligence to self-assess and self-manage and 
the self-awareness to find courage and take on the 
challenge of discrimination on your team. That is 
what is expected and needed from leaders. You 
also must be competent enough to understand 

that you will not have all the answers and be will-
ing to ask for help. That help could come from 
internal support and/or external support. The bot-
tom line is leaders must have the character and 
competence to earn the trust of people who do 
not look, act, or think like they do. And people 
have to feel they can be comfortably vulnerable 
within their organizations to take appropriate 
risks. Organizations that provide treatment have a 
responsibility to work with people who can help 
them identify and eliminate their blind spots and 
mindbugs.

 Fear of Conflict
Many team members are aware of, and concerned 
about, disparate treatment of certain members of 
society, but they consider it someone else’s job to 
combat such injustice. Sometimes they are reluc-
tant to take action to combat injustice because 
they feel the organization will not back their posi-
tion or action. There are other team members 
who embrace conflict, accept that disruption is 
part of doing business, and understand that you 
have to champion the rights of others to protect 
the rights of all. These people function as the 
conscience of their organizations. They under-
stand the importance of social justice in a team- 
based environment. However, if those team 
leaders do not have the legitimate power of influ-
ence inside the organization, they may not be 
able to deliver the desired results.

When diversity efforts fail those who chose to 
duck the conflict may say something like “that’s 
exactly why I didn’t get involved.” Those behav-
iors and actions can quickly become a reinforc-
ing loop for others in the organization. In essence, 
I see something; I do nothing, because I don’t 
think the organization will support my efforts. I 
also watch others see something and do some-
thing, but I still see the organization fail to sup-
port their efforts. By doing nothing I am 
self-rewarded because I told you so. The squeaky 
wheel may get the grease, but then it becomes 
much easier to slide that wheel out the door for 
rocking the boat.

Teams that are more diverse understand that 
conflict is part of why they’re successful. Seeing 
things differently makes them stronger. They 
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understand avoiding conflict is just delaying the 
inevitable. They also understand they see the 
world differently from their counterparts. The 
strongest team members welcome and celebrate 
differences. The best teams recognize that healthy 
conflict is an important strength. Strong teams 
understand that fake harmony only sounds good; 
it doesn’t actually do good. Those teams cele-
brate the strength of others including the willing-
ness to have conflicting views because they 
understand it is not the absence of conflict that 
makes a great team. But the absence of trust can 
make a great team mediocre. Effectively resolv-
ing or healthy acceptance of conflict can make all 
the difference in building trust.

 Lack of Commitment
How many times have you participated in a 
diversity/inclusion/equity/belonging training? 
Everyone gathers together in the room; they are 
generally kind; the agenda is well laid out; it may 
be a person of color who opens up the event. 
Perhaps they even facilitate the event. And min-
utes into the diversity initiative someone will say 
“I don’t see color.” In that moment for many par-
ticipants, the air has just been sucked out of the 
room. For a member of a team to tell a room full 
of participants that they do not see color speaks 
of the failure to commit to fixing a problem. If 
you can’t commit to seeing color, how is it even 
possible you could commit to effectively address-
ing the problem? It is difficult, if not impossible, 
to solve problems we don’t see.

As leaders, it is difficult to fix something that 
is invisible to us. It is helpful to see what we are 
working on. And it is hard for others to have to 
continue to spend their time proving to us that the 
problem even exists. Those are team leadership 
blind spots. However, in light of the nationwide 
discussion of structural racism, any leader who 
would tell you today that they do not see color in 
their organizations or outside of the organization 
is simply not committed or not in touch.

The organization’s leader’s responsibility in 
those moments is to address the issue. One of the 
most effective way we get around this barrier 
when we facilitate training on diversity, inclu-
sion, equity, and belonging is to hold up colors or 

use color wheels. We have participants comment 
on the colors that they see in the room, including 
the articles of clothing that their counterparts are 
wearing. Of course, you will hear orange, yellow, 
pink, red, black, green, and blue, and every now 
and then someone says fuchsia or tangerine. 
However, by the time that exercise is over, it is 
clear that everybody in the room sees color. And 
that’s where you can begin your work because 
you can secure a commitment by having other 
people acknowledge the current reality. And as 
Peter Drucker (1993) notes, that is a leader’s first 
job, defining current reality. Nearly all of us see 
color. The question becomes: what do we do 
about it? For team leaders it is what we do that 
reflects our commitment. You will hear people 
say “I’m really on board with this whole 
diversity/inclusion thing. I think it’s a great idea! 
But what action steps have they taken that rein-
force their commitments? In essence, we should 
always watch what our leaders say and listen to 
what they do.”

Simply saying something seldom gets the job 
done. Commitment takes a plan; it often takes 
training, meaningful conversations, and doing. 
Doing is what gets results; action provides the 
greatest clarity and is the truest evidence of com-
mitment. You can tell the difference between 
teams that are committed and those that only talk 
about their commitment to valuing otherness. 
Commitment often begins with putting resources 
behind our words. Time, money, and intellectual 
capital are great investments that reflect the ear-
nest intent of our commitment. Promises without 
the resources to achieve the outcomes often end 
as denied wishes demoralizing those who dared 
risk their hope.

 Avoidance of Team Accountability
Bill Parcells, legendary NFL coach, said, if play-
ing the game didn’t matter, they wouldn’t be 
keeping score. In the leadership world, someone 
must keep score. That’s what accountability is; 
accountability is different than responsibility; 
accountability is where the buck stops. Leaders 
of great teams understand what is most impor-
tant for their team to be successful. And they 
hold their team members and themselves 
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accountable for the desired outcomes. If your 
leader says diversity, inclusion, equity, and 
belonging are important to the organization they 
cannot back away from the conversation simply 
because it makes some people uncomfortable. 
There has to be accountability. If no one is keep-
ing score of the diversity work, it may not matter 
to the organization. When organizational leaders 
always tell you some mysterious team is work-
ing on something, you seldom see the benefits of 
the work because no one’s keeping score. And 
worse, no one is truly accountable. Yes, someone 
may be responsible for the work, but they may as 
well be invisible because there’s no true account-
ability scorecard. Many organizations have peo-
ple who work there and have no measurable 
means of deciphering whether their work is win-
ning or losing. Their behaviors may be disrup-
tive, disturbing, and even dangerous. Yet the 
organization seems to ignore it. This results in 
creating emotional cancers that eat away at the 
organization’s culture or social fabric. The cul-
ture begins to feel uncomfortable, scratchy, and 
prickly as it disintegrates. At some point the 
organization’s culture becomes hard for many 
employees to wear. When wearing the culture 
becomes uncomfortable, some will leave, while 
others will stay until it becomes unbearable. 
That’s when the difficult conversations start. 
When an organization has pain so deep, it has to 
talk, perhaps even scream. That is when true 
accountability starts but when mild discomfort 
suddenly turns to unbearable pain, it can also be 
too late.

You can tell a lot about an organization when 
you can identify what it is attempting to accom-
plish based on its true mission. Whatever results 
it is keeping score of are the things it expects to 
be held accountable for.

You can always tell when work is not cele-
brated or even recognized because no one is 
accountable; it is not really important to the orga-
nization, no matter what the newsletter says. And 
even in the midst of deep organizational pain, 
you may hear rallying cries about change and 
change champions, transparency, and account-
ability. But you can forecast the outcomes of the 
change based on the change champions. True 

change champions are hard to hide; they leave 
results wherever they work.

An organization that is accountable for diver-
sity, inclusion, equity, and belonging will have a 
mandate. You will see that they don’t simply talk 
about it; they have numbers that validate their 
mandate. You see diversity in the halls, in meet-
ings, anywhere the work matters. Those organi-
zations double check inequities. They don’t 
assume that they are hiring diverse individuals. 
They trust but verify. When they look at who they 
are interviewing, they screen their training efforts 
to ensure that their implicit biases are not some-
how keeping them from developing a diverse tal-
ent pool. They understand that accountability is 
about outcomes not just conversation. And when 
they don’t see what they are looking for, they 
hold themselves and others accountable. And 
what are they looking for? Results, not more 
promises, just results.

 Inattention to Team Objectives
Imagine a board of directors holding its executive 
director accountable for diversity in recruiting, 
hiring, promoting, and retention. Imagine that 
same person’s compensation being linked to driv-
ers that reflected diversity, inclusion, equity, and 
belonging. Now imagine the other managers and 
leaders of the same organization having the same 
expectations of them. All their compensation 
being partially linked to that organizational goal. 
That’s accountability that cannot be avoided 
because it is focused on results. Just like in a 
sports arena; that result becomes a scoreboard 
people can see. The commitment is there because 
the buy-in occurs at the organization, team, and 
individual levels. Fear of conflicts is greatly 
diminished because the harmony is no longer 
artificial; it is tangible. Trust comes easier 
because the organization’s espoused values are 
aligned with its actions.

Changes of this magnitude stick because they 
eliminate excuses such as we couldn’t find any 
Black, Brown, or Asian candidate qualified for 
the role, but we tried. Or, being stuck on the dis-
abilities a potential employee brings, instead of 
their abilities. We cannot lead or give people 
what we do not have or do not know. All of us can 
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only work with what we have. But if not given a 
legitimate opportunity, we cannot work. Once 
there are legitimate consequences for failing to 
achieve desired results, the excuses disappear. 
Teams work to support the success of other teams 
and the success of the organization as a whole.

When organizations are allowed to escape the 
conversation as to why they can’t find a gay per-
son, women, or people of color to fill positions 
and fulfill dreams, it is often because the decision- 
makers do not really see the value being worth 
the effort. It is hard to maintain synergy when no 
one pays attention to the scoreboard. It’s almost 
like no one knows what everyone else is really 
working on. That’s exactly what happens in some 
organizations. Teams in those organizations go 
about their daily work, people meet, greet are 
basically nice to each other. Even though they set 
wonderful equity, inclusion, and diversity goals, 
like playing a sport where you don’t keep score, 
they don’t pay attention to the results.

The sad part is that science indicates that orga-
nizations that are diverse in most instances out-
perform their less diverse counterparts. Even if 
you disagree with the premise of team diversity, 
you can’t argue with the business results. 
Diversity and inclusion aren’t some things that 
are just nice to do or even “the right thing to do.” 
For those who take it upon themselves to pay 
attention to the results, they are also effective 
business decisions that can create a sustainable 
competitive advantage.

To wit, many organizations seem to just be 
playing the game of diversity and not keeping 
score. Those organizations will be traumatized 
because, thanks to COVID-19, the world is 
becoming a working environment with a giant 
scoreboard of death versus survival, of economic 
productivity, and of broad societal well-being.

Among the traumas precipitated by the 
COVID-19 pandemic, a contemporaneous 
increase of attention to American racial inequi-
ties offers paradoxical hope. This hopeful glim-
mer can only be actualized if renewed efforts to 
combat racial inequities bear fruit, thus support-
ing societal resilience. This chapter has 
attempted to demonstrate that the seemingly 
prosaic functions of behavioral health team 

management will not only support the team’s 
success but can be protective in combating com-
munity trauma.
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Community Education

Rachel M. Talley and Gary Belkin

There is a growing recognition that the environ-
ments in which individuals with mental health 
disorders live, learn, work, and play have a foun-
dational influence on poor mental health out-
comes (Compton and Shim 2015). As community 
mental health providers become increasingly 
aware of the importance of these upstream soci-
etal factors, it is critical to consider health educa-
tion and health promotion, activities which 
extend beyond the exam room to touch the com-
munities in which patients reside, as a necessary 
piece of the community psychiatrist’s societal 
role. In the clinical environment, the teaching 
role has been historically identified as a key way 
in which the community psychiatrist can support 
patient care through cooperative relationships 
with staff, providing clinical background that can 
help non-medical staff to better understand treat-
ment choices, provide information relevant to 
treatment decisions from their own observations, 
and contextualize patient trajectories (Diamond 
et al. 1991). Survey data indicates that commu-

nity psychiatrists perceive clinical collaboration, 
including the provision of supervision, informal 
consultation, and formal training, as important to 
job satisfaction (Ranz et  al. 2001). Beyond the 
clinical setting, there is a long-standing recogni-
tion of the role of the community psychiatrist not 
only consisting of direct patient care in the clini-
cal context but also including macro-level health 
promotion in the larger community (Rosen 2006).

In taking on the community education role, 
how should community psychiatrists define a 
patient’s community? We can assume that the 
individuals and institutions that define commu-
nity will vary for each patient that the community 
psychiatrist serves; as such, there is a need to 
broadly consider a variety of settings and target 
audiences when attempting to assess the evidence 
base for community mental health education. 
Community education can include the micro- 
environment of a patient’s closest family mem-
bers and clinical providers and the 
macro-environments of institutions that impact a 
patient’s daily life and functioning outside of the 
clinical setting.

There is a paucity of evidence in the literature 
specifically examining the role of the community 
psychiatrist in community mental health educa-
tion efforts. However, community mental health 
education efforts more generally have been 
assessed for a few key stakeholders and entities 
that are highlight relevant to the community psy-
chiatric work. The most established outcome 
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findings and conceptual commentary on the com-
munity psychiatrist role are available for mental 
health education targeted toward three audiences: 
(1) the patient’s family members, (2) the law 
enforcement community, and (3) the patient’s 
school community. Though these three realms 
are disparate in terms of target audience and set-
ting, assessment of common themes and guiding 
principles across these forms of community edu-
cation can inform the ways in which the commu-
nity psychiatrist can most ideally approach this 
role. Despite evidence limitations, the commu-
nity psychiatrist can consider extrapolating these 
common themes and approaches to new settings 
and modalities.

 Family Psychoeducation

Family members of individuals with mental ill-
ness often form one of the most critical layers of 
a patient’s community, making these stakehold-
ers an important audience for the community 
psychiatrist’s educational efforts. Family psy-
choeducation (FPE) emerged in the 1980s in rec-
ognition of the shortcomings of traditional 
family therapy to address the needs of families 
of individuals with serious mental illness; coun-
ter to the mindset of traditional family therapy, 
FPE interventions were formulated from a mind-
set of collaboration with family members, 
emphasizing the sharing of coping strategies and 
information on illness (McFarlane et al. 2003). 
Though one of FPE’s eight core characteristics is 
that the intervention is created and led by a men-
tal health professional (Lucksted et al. 2012), it 
has not been envisioned as specifically having to 
originate from a psychiatrist. That being said, 
the Substance Abuse and Mental Health Services 
Administration (SAMHSA) Evidence-Based 
Practices Kit for FPE provides examples of areas 
where the treating psychiatrist might specifically 
play a role in FPE, including providing content 
on the biology of mental health conditions and 
target participation in educational groups that 
focus on medication questions (SAMHSA 
2020). In frontline practice, community psychia-
trists frequently take on the role of family educa-

tor. FPE is a relevant arena from which to draw 
lessons for the community psychiatrist’s educa-
tor role for two reasons: (1) FPE is a well- 
established evidence-based practice for which 
there are robust findings linking an educational 
effort to positive patient outcomes, and (2) FPE 
is a mental health education intervention for 
which there exists broad agreement on principles 
and goals to guide the educator, providing con-
tent from which to begin to draw a framework to 
guide community psychiatrists in other educa-
tional efforts.

Numerous controlled studies have validated 
the finding that FPE is associated with reduced 
rehospitalization rates and reduced symptom 
relapse for individuals with schizophrenia 
(McFarlane et  al. 2003). This strong evidence 
base has driven the national recognition and dis-
semination of FPE as an evidence-based psycho-
social intervention for the management of adults 
with schizophrenia (Dixon et al. 2009; SAMHSA 
2020). More recent evidence has begun to build 
the case for the association between family inter-
vention and these same outcomes for individuals 
with bipolar disorder, with more limited but 
emerging data exploring the role of family inter-
vention in driving positive outcomes in other 
mental health disorders (Lucksted et al. 2012).

Literature from the above-cited reviews and 
treatment recommendations offers much guid-
ance on key characteristics specific to optimal 
provision of FPE, including recommended 
length, inclusion as part of a treatment plan, 
being diagnosis-specific, etc. To draw more gen-
eral lessons from FPE that might guide the com-
munity psychiatrist as an educator, it is worth 
taking a step back and considering some of FPE’s 
broader guiding principles for success. Fifteen 
guiding principles have been envisioned as key to 
the success of clinicians in their work with fami-
lies (Dixon et al. 2001). Principles most relevant 
to the education mission include paying attention 
to the social and clinical needs of the consumer; 
exploring family members’ expectations of the 
treatment program and expectations for the con-
sumer; providing relevant information for the 
consumer and his or her family at appropriate 
times; providing an explicit crisis plan and pro-
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fessional response; and providing training for the 
family in structured problem-solving techniques.

Extrapolating from these guiding principles, 
some key themes that the community psychiatrist 
can consider in approaching his/her community 
education role based on the lessons of FPE 
include:

 1. Alliance-building and the removal of hierar-
chy: FPE’s guiding principles emphasize a 
spirit of collaboration between the educator 
and the patient’s family and specifically advise 
conceptualizing the patient’s family as an 
equal partner in the treatment process.

 2. Bi-directional information exchange: While 
FPE’s guiding principles identify important 
information that the mental health educator 
should provide to families (including problem- 
solving techniques and crisis resources), sev-
eral principles highlight the critical 
information that the family provides to the 
educator as part of the needs assessment pro-
cess, including the family’s expectations, con-
cerns, strengths, and limitations.

 3. Broad target audience: Per FPE’s guiding 
principles, while patient outcomes are the pri-
mary target objective, a broader audience is 
relevant. Family outcomes including address-
ing family emotional distress and addressing 
loss are key.

 4. Flexibility: One FPE guiding principle empha-
sizes flexibility in meeting family needs.

 Community Education in Law 
Enforcement

Individuals with mental illness have substantial 
involvement with law enforcement, with data 
indicating that one in ten individuals with mental 
illness encounter the police as part of their path-
way to mental healthcare and approximately 1% 
of police calls and encounters involve an indi-
vidual with mental illness (Livingston 2016). The 
extent of this interface highlights the importance 
of law enforcement as a key target for community 
mental health education efforts.

Several models exist for collaboration between 
mental health and law enforcement. A recent 
review broadly examined the outcomes of mental 
health training for non-mental health profession-
als, with a primary focus on law enforcement 
learners, finding that the existing evidence base 
was not rigorous enough to inform recommended 
training format, content, delivery, etc. (Booth 
et al. 2017). Crisis intervention training (CIT) is 
described as a police-based specialized police 
response, consisting in part of self-selected law 
enforcement volunteers participating in a 40-hour 
training focused on the management of mental 
health crisis; training is typically conducted by a 
community health worker, patients, and patient 
advocates rather than psychiatrists (Compton 
et  al. 2008). Compton et  al.’s 2008 review of 
available literature on the effectiveness of CIT 
noted positive officer-level knowledge and atti-
tude outcomes in post-survey and pre-/post- 
survey data but commented on the need for more 
rigorous evaluation. A more recent review of the 
CIT literature similarly found consistent post- 
survey and pre-/post-survey data supporting an 
association between CIT training and self- 
reported officer-level outcomes, including train-
ing satisfaction and self-perceived likelihood to 
use force; the available evidence was not ade-
quate to fully support CIT’s association with the 
desired outcome of actual reduced use of force in 
interactions between law enforcement and indi-
viduals with mental illness (Rogers et al. 2019).

The Council of State Governments has high-
lighted several other key models for partnership 
between law enforcement and mental health pro-
viders, including co-responder teams, in which a 
law enforcement officer has either in-person or 
remote support from a mental health worker in 
addressing a crisis; mobile crisis teams in which 
teams of mental health workers partner with law 
enforcement and the community to prevent 
unneeded hospitalization and incarceration of 
individuals with mental illness; and case man-
agement teams, in which follow-up and referral 
support is provided (The CSG Justice Center 
2019). A recent review of co-responder interven-
tions found a growing but still fairly limited evi-
dence base, with no controlled trials (Puntis et al. 
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2018); implementation of co-responder teams 
was associated with reduced rates of police 
detention, less distress at police interactions 
among services users, and variable changes in 
psychiatric hospitalization. Puntis and colleagues 
made note of the considerable heterogeneity in 
models, making it challenging for on-the-ground 
providers to identify best practices from this 
literature.

In spite of some need to further develop the 
evidence base, initiatives aimed at training law 
enforcement professional to interface with indi-
viduals with mental illness have proliferated 
nationally, for example, approximately 2700 CIT 
programs existing in the United States as of 2019 
(Rogers et al. 2019). Given the ubiquity of these 
initiatives and the favorable outcomes that have 
been noted, CIT and other law enforcement/mental 
health training models provide another ripe 
source from which community psychiatrists 
might extrapolate broad guiding principles for 
approaching community education.

The original “Memphis Model” of CIT 
included several core ongoing, operational, and 
sustaining elements. Core elements include part-
nership between law enforcement, advocates, 
and mental health providers; community owner-
ship; the establishment of policies and proce-
dures; etc. (Dupont et al. 2007). In a qualitative 
review of facilitators and barriers to effective 
mental health training as reported by non-mental 
health professionals (the majority of whom were 
law enforcement professionals), the learners 
emphasized the importance of the trainer’s 
knowledge of unique aspects of their work envi-
ronment and job role and tailoring of training 
content to fit their work setting, among other 
logistical and organizational factors (Scantlebury 
et al. 2018). In its framework to guide effective 
implementation of Police-Mental Health 
Collaborations, the CSG Justice Center suggests 
that quality mental health and stabilization train-
ing, a key feature of a successful police-mental 
health collaboration, should include provision of 
training to all staff; tailoring of training to the 
roles, interests, and experience of staff; provision 
of training not only from law enforcement and 
mental health professionals but also from indi-

viduals and families with lived experience; and 
evaluation of training (The CSG Justice Center 
2019).

As with FPE’s evidence base, literature on 
community education for law enforcement does 
not provide specific evidence-based guidelines 
on the role of the community psychiatrist in pro-
viding education to this population. However, 
core elements of evidence-based training (CIT), 
qualitative evidence from the relevant learners, 
and principles from the CSG Justice Center’s 
framework further build on the key themes previ-
ously identified in this chapter as guiding princi-
ples to support the community psychiatrist in 
providing community education:

 1. Alliance-building and the removal of hierar-
chy: CIT’s core elements description implies a 
non-hierarchical partnership in which law 
enforcement, patients, advocates, mental 
health professionals, and the larger commu-
nity are all stakeholders.

 2. Bi-directional information exchange: CIT’s 
core elements reference an information flow 
from several sources, including mental health 
providers, advocates, patients, and law 
enforcement. The qualitative data summa-
rized above emphasizes the importance of the 
mental health provider acquiring knowledge 
of and familiarity with the unique work envi-
ronment of a training’s target audience to 
facilitate a successful training experience.

 3. Broad target audience: As above, multiple 
stakeholders are identified as relevant to the 
success of training programs such as CIT. 
CIT’s core elements include community own-
ership, emphasizing that while actual training 
content may be geared specifically toward law 
enforcement, the true target audience for the 
intervention is much broader. The CSG Justice 
Center encourages broad availability of men-
tal health training to all law enforcement staff.

 4. Flexibility: Both the above-describe qualita-
tive results and the CSG Justice Center’s 
framework emphasize the importance of 
adapting training content to the unique work 
environment, roles, and skills of different 
learners.
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 Community Education in Schools

Schools are a crucial part of the community envi-
ronment in which individuals with mental illness 
grow, socialize, interact, and develop. 
Conceptually, the role of the child psychiatrist as 
a community consultant to institutions outside of 
the clinical context, including schools, has been 
described as foundational to the profession, with 
roots in the child guidance movement of the early 
twentieth century (Milam-Miller 2009). Milam- 
Miller describes the child psychiatrist consul-
tant’s role as involving a removal of hierarchy in 
which bi-directional knowledge is exchanged 
between the consultant and the system, highlight-
ing the importance of the consultant’s ability to 
align with the system, clearly identify the consul-
tation questions, and measure intervention 
outcomes.

In terms of further conceptual framing of the 
community psychiatric consultant’s role, Bostic 
and Bagnell propose a framework for approach-
ing school consultation that incorporates five 
components, including clarifying confidential-
ity parameters; clarifying the consultation ques-
tions such that there is mutual agreement 
between consultant and consultee of the need; 
understanding the relevance and impact of the 
consultation question on different stakeholders 
in the system; considering legal and ethical 
issues relevant to addressing the child’s needs in 
the context of the parental relationship; and for-
mulating the question through the biopsychoso-
cial lens (Bostic and Bagnell 2001). The authors 
further frame the importance of a sequential 
process of alliance- building with the client, a 
thorough focus on the assessing consultee needs 
which focuses on bridge-building and an under-
standing of the consultee’s perspective and 
action in accordance with the needs 
assessment.

In terms of evidence specific to the commu-
nity psychiatrist’s consultation role in the school 
setting, Berkovitz’s 2001 paper considers the out-
come evidence from a select group of school- 
based consultation interventions as well as prior 
reviews of school consultation to highlight the 
importance of considering outcome evaluation 

when pursuing school consultation (Berkovitz 
2001). Summarizing the findings, Berkovitz 
reports generally positive outcomes in terms of 
observed child behavior, child academic perfor-
mance, administrator attitudes and perspectives, 
etc. However, it is challenging to derive global 
conclusions about key characteristics or most 
effective methods for school-based consultation 
from this report given the heterogeneity in terms 
of research design (e.g., use of control groups, 
outcomes measured, etc.) and content of inter-
vention in the studies described, as well as lim-
ited information on these factors from the older 
reviews. A more recent review of mental health 
training for non-mental health professionals, 
which primarily aimed to assess interventions for 
police but ultimately broadened in focus, high-
lighted some positive changes in attitudes and 
knowledge of teachers and residential advisors in 
response to mental health training, including for 
interventions informed by the Mental Health 
First Aid model (Booth et al. 2017). However, the 
studies identified are few and heterogeneous in 
terms of target audience, training format, etc. 
Thus, the outcome data available argues for the 
need for more rigorous and standardized evalua-
tion of the community psychiatrist’s consultation 
role in schools.

Despite these limitations, prior conceptual 
framings of the community mental health consul-
tant role in schools echo the key themes high-
lighted in regard community education for 
families and law enforcement:

 5. Alliance-building and the removal of hierar-
chy: Milam-Miller’s framing of the commu-
nity psychiatric school consultant’s role 
emphasizes the importance of reducing hier-
archy as part of the alliance-building process 
needed for successful consultation.

 6. Bi-directional information exchange: Milam- 
Miller cites bi-directional information 
exchange as important to alliance-building in 
school consultation, while Bostic and Bagnell 
highlight the importance of the consultant and 
consultee developing a mutual understanding 
of the need underlying the consultation 
question.
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 7. Broad target audience: Bostic and Bagnell 
highlight the importance of understanding the 
consultation question from the perspective of 
multiple stakeholders.

 8. Flexibility: Milam-Miller describes a flexibil-
ity in interpreting the consultation question, 
with the consultant allowing for the possibil-
ity of the initial, surface consultation question 
revealing indirect system-level consultation 
asks that need to be solved.

 Additional Target Audiences 
for the Community Psychiatrist 
Educator

 Psychiatrist as Educator to Non- 
mental Health Providers

Integration of mental health services into non- 
mental health settings is increasingly viewed as 
furthering the treatment of individuals strug-
gling with comorbid psychiatric and non- 
psychiatric health needs (Ramanuj et al. 2019). 
The emergence of the models suggests a role for 
community psychiatrist as educators in the non-
psychiatric medical setting. Norfleet and col-
leagues conducted a mixed methods survey of a 
convenience sample of over 50 psychiatrists in 
integrated care roles to better understand their 
experiences. Beyond provision of information 
on diagnosis and medication choice, most sur-
veyed psychiatrists (85%) identified education 
on specific topics as part of their consultation 
role. Qualitative results revealed the psychia-
trist’s role as educator to be one of four key 
themes encapsulating an overwhelmingly posi-
tive view of the integrated care role (Norfleet 
et  al. 2016). Additional evidence is needed to 
better understand the key components and effec-
tiveness of the psychiatrist as educator for clini-
cal staff in non-mental health settings, as well as 
the impact of this education on learners and 
patients.

 Psychiatrist as Educator to Other 
Mental Health Professionals

Interprofessional education in the healthcare set-
ting has been described as having the potential to 
positively alter the attitudes and perceptions of 
healthcare professionals, including reducing neg-
ative stereotypes among professionals and foster-
ing collaboration and common knowledge (Priest 
et al. 2008). There is a critical need to build the 
evidence base supporting the role of community 
psychiatrists in mental health interprofessional 
education. A recent Cochrane review of interpro-
fessional education among healthcare profes-
sionals found that conclusions could not be 
drawn about key components or effectiveness of 
interprofessional education due to the poor qual-
ity of evidence (Reeves et  al. 2013). Not unex-
pectedly given this, the evidence base for 
interprofessional education specific to the mental 
health setting is extremely limited. A 2001 sys-
tematic review of studies examining interprofes-
sional education among mental health staff 
serving adults with mental illness yielded 19 
studies, only 13 of which were rated “good” or 
“acceptable” in terms of quality of evidence 
(Reeves 2001). Reeves noted a lack of rigor in 
research design in addition to other methodologic 
shortfalls. Notably as regards the specific role of 
the psychiatrist, few studies specified the type of 
staff involved in the described interventions.

 Psychiatrist as Educator on Social 
Media

As the use of social media applications and other 
online communication platforms flourishes, 
there has been increasing attention toward the 
use of these platforms to seek and/or exchange 
health information (Zhao and Zhang 2017). 
Particularly relevant to the community psychia-
trist, emerging data reveal significant social 
media usage among patients with serious mental 
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illness (SMI) (Miller et al. 2015). In one recent 
survey of community- dwelling individuals with 
SMI, a quarter of respondents reported using 
social media either for posting or seeking health 
information (Naslund et al. 2016). As the com-
munity psychiatrist’s patients increasingly inter-
face with the digital “communities,” these 
platforms offer an exciting new avenue for com-
munity psychiatrists to educate both community 
patients and the public at large. In reviewing 
forms of social media and Internet communica-
tion, Peek and colleagues suggest modalities 
including traditional blogging, microblogging, 
and podcasts by which psychiatrists can combat 
stigma via educating the public (Peek et  al. 
2015).

The works of psychiatrists Dinah Miller, 
Steve Daviss, and Annette Hanson provide a 
compelling example of the power of social 
media engagement for the psychiatrist. These 
psychiatrists ran a popular blog for a broad 
audience, “Shrink Rap,” for 12  years (“Shrink 
Rap” n.d.); this work blossomed into dozens of 
podcasts, a book intended to explain elements of 
mental health treatment to the lay public (Miller 
et  al. 2011), and engagement with platforms 
including Facebook and Twitter. “Shrink Rap” 
includes over 2000 blog posts demonstrating 
unique contributions that psychiatrists can make 
to the social media dialogue, including nontech-
nical explanations of medication options and 
commentary combatting stigmatizing views of 
mental health and psychiatry in popular media. 
In reflecting on their social media experiences, 
the “Shrink Rap” psychiatrists highlight that as 
educators in the social media space, psychia-
trists can play the unique role of demystifying 
and humanizing the psychiatric profession, as 
well as using lessons learned from the experi-
ences of the lay public through bi-directional 
engagement to advocate for changes benefitting 
mental health patients (Daviss et  al. 2015). In 
considering current and future roles for the psy-
chiatrist on Twitter, Peters et al. (2015) similarly 
highlight a key role for psychiatrists in combat-
ting disinformation about mental health and bi-
directional information exchange for patient 
advocacy.

 Psychiatrist as Educator in Mental 
Health Advocacy

Engagement with advocacy work has been noted 
as arena in which the physician can play a unique 
and powerful educator role, drawing on expert 
knowledge to translate technical medical con-
cepts into a form that is understandable for the 
lay public and policymakers (Netherland 2019). 
The National Alliance on Mental Illness (NAMI) 
provides a notable example of this. NAMI’s 
Chief Medical Officer, psychiatrist Kenneth 
Duckworth, utilizes the advocacy platform to 
educate the lay public through media engage-
ment (NAMI 2020a), among a range of other 
activities; numerous physicians have provided 
educational content to benefit consumers and 
families through NAMI’s “Ask the Expert” con-
tent (NAMI 2020b). Through partnership with 
NAMI, Dr. Duckworth and these clinicians draw 
on unique clinical expertise to provide practical, 
understandable, and accessible educational 
content.

 Psychiatrist as Educator in Sharing 
Tasks and Power with Community 
Members

Finally, psychiatrists have yet untapped opportu-
nity to explore and adopt a now formidable body 
of evidence and research often referred to as 
“task-sharing.” This describes a range of skillsets 
that lay people of all walks of life can use to 
directly do steps in symptom reduction, illness 
prevention, and mental health promotion. In such 
an approach, clinicians can further extend their 
potential as coach and ongoing improvement 
partner beyond being clinical direct providers or 
consultants to also being part of an ecosystem 
where community mental health is largely done 
by community members.

Most of the early work in the evolution of 
task-sharing took place in the Global South. The 
appearance of work by Paul Bolton and col-
leagues and Vikram Patel is a good mark of its 
“launch.” Bolton and his collaborators showed 
that residents of a rural village in Uganda could 
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be taught the techniques of group interpersonal 
therapy for depression only with sustained out-
comes (Bolton et  al. 2003). Notably, this effort 
defined “depression,” and the design of the group 
intervention itself, in collaboration with commu-
nity members to reflect cultural meanings of 
experiences and behaviors the “depression” con-
struct captured.

Patel’s book Where there is no Psychiatrist 
first appeared in 2003 (Patel 2003). It broke down 
a range of skills in diagnosis, assessment, and 
care that could be picked up by community mem-
bers. Patel’s work also was part of a paradigm 
challenge in discrete-illness thinking, using simi-
lar methods to Bolton’s in constructing a cultural- 
customized depression scale in the Shona 
language in Harare, Zimbabwe (Patel et al. 1997),

Both of these efforts capture key elements that 
defined a democratization of knowledge in which 
community members aren’t just informed or 
coached to address an immediate need (such as 
supporting a family member) but actually shape 
how the work is defined and its aims while using 
sophisticated, clinical-science adapted, skill 
packages and protocols.

For addressing clinically significant and mea-
sured depression alone, some notable milestones 
in propelling this field include work such as that 
of Atif Rahman. His team showed how lay mid-
wives in rural Pakistan could not only treat peri-
natal depression through CBT-derived counseling 
sessions, but doing so improved some birth out-
comes (Rahman et al. 2008). Subsequent work by 
Patel included showing trained community mem-
bers could educate, screen, and do early interven-
tions for depression across villages in India that 
not only improved depression, but reduced sui-
cide and closed care gaps at a scaled population 
level (Shidhaye et al. 2017).

There has been momentum toward growing 
such approaches in the United States, especially 
in the wake of the COVID-19 pandemic mental 
health crisis and increasing attention to strategies 
that meet escalated acute need while also address-
ing ongoing emotional resilience, durability, and 
connections, particularly in the face of racial and 
socioeconomic fault lines and the crisis of cli-
mate change.

Among the most robustly studied efforts, the 
Community Partners in Care (CPIC) initiative 
customized training across almost 100 commu-
nity organizations in Los Angeles to tackle 
depression by embedding skills much closer to 
the ground across an array of trusted social sup-
ports and partners. It improved depression out-
comes but also had impact upstream on social 
determinants such as reduced homelessness and 
its risk factors compared to usual care (Wells 
et al. 2013). Here too, the targets, methods, and 
desired skills were a co-created effort between 
clinician partners and community members. 
REACH-NOLA built on this operational know- 
how, along with the University of Washington’s 
AIMS Center Collaborative Care model (http://
aims.uw.edu), to apply that model beyond its ini-
tial application in primary care environments to 
entire neighborhoods flooded in New Orleans 
after Hurricane Katrina. As such, local residents 
worked together on recovery response also acted 
as home-visiting depression care managers 
(Wennerstrom et al. 2011).

This basic template of transferring effective 
care skillsets, and more contextually framed 
aims, has spread across disparate geographies to 
address a whole range of conditions beyond 
depression (Singla et al. 2018). So has attention 
to principles and practices to accelerate imple-
mentation and scale of task-shared work. This 
includes tools for better training and supervision 
of lay community volunteers or workers (Kohrt 
et al. 2015). The open-sourced learning platform 
EMPOWER has the potential to ease the way for 
any group of community health workers or com-
munity members to initiate self-directed learning 
and ongoing proficiency in use of skill packages 
for non-professionals tested by randomized con-
trol trials (https://mentalhealthforalllab.hms.har-
vard.edu/empower).

This work also more recently includes grow-
ing attention to the infrastructures, funding 
streams, governmental sectors, and tools to get to 
“new normal” levels of scale and mainstreamed 
adoption. ThriveNYC (Belkin and McCray 2019), 
for example, is to-date the largest investment by a 
local government in spreading task-share based. 
Across New York City agencies and community 
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settings, this approach was spread to a wide array 
of otherwise unreached but high-risk populations 
such as in public day care settings, job training 
programs, youth drop-in programs, and homeless 
and intimate partner violence shelters and to 
teachers. It put skills in these hands not only for 
clinical or symptom defined help but to also 
deepen the reach of proven prevention and pro-
motion interventions. ThriveNYC offered learn-
ing about the infrastructure needed to form a 
support system to lower the bar for ambitious 
spread of such work. But this effort also held les-
sons as to its newness and thus a fragility of polit-
ical will to sustain and defend it and the need to 
build a professional voice to validate and help 
support it (Belkin 2020).

 Conclusions

The role of community educator has long been 
viewed as a key responsibility of the community 
psychiatrist. Community psychiatrists should 
envision this role broadly, encompassing a vari-
ety of stakeholders and settings that are relevant 
not only to the community psychiatric patient’s 
daily functioning and well-being, but to the entire 
community’s functioning and well-being through 
a wider notion of who is a patient and who can be 
a provider. Though the formal evidence base 
regarding the specific role of the community psy-
chiatrist in community education is limited, the 
guiding principles and conceptualizations of 
community mental health education in a variety 
of diverse settings share common themes which 
can guide a community psychiatrist’s educational 
efforts, including removal of hierarchy, bi- 
directional information exchange, a broad target 
audience, and flexibility in interpreting and 
addressing education needs. Advances in task- 
sharing push that role further, including with 
tools and manuals ready to set the stage for scale, 
while understanding, too, that advocacy and 
action is needed to create reimbursement models 
and supports for training and implementation. As 
the range of audiences and settings for commu-
nity education expands, it is critical for commu-
nity psychiatry to further grow and actively use a 

rigorous evidence base to guide best practices for 
the community psychiatrist’s role in community 
education.
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Collaborative Medication 
Management and Discontinuation

Ronald J. Diamond and Wesley E. Sowers

 Collaboration, Shared Decision- 
Making, and Using Medication 
to Support Recovery

Medication is considered a critical part of the 
treatment of people with serious mental illness. 
Most people with significant mental illness will 
have a more stable life, fewer relapses, and fewer 
hospitalizations if they consistently take appro-
priate medication (Gilmer et al. 2004; Lang et al. 
2010). Despite this demonstrated effectiveness, 
many people with mental illness either refuse to 
take prescribed psychiatric medication or take it 
inconsistently (Fenton et  al. 1997; Lacro et  al. 
2002; Velligan et al. 2010). Often, medication is 
considered not only important, but the critical 
element of treatment, especially for people with 
schizophrenia and bipolar disorder.

A person is labeled “treatment resistant,” even 
if they are willing to accept all other recom-
mended treatment except for the medication. 
Unfortunately, this attitude can lead to an adver-
sarial relationship between clinician and the per-
son in treatment, focused more on medication 

than on other important life issues. Inconsistent 
medication use is an issue not just with mental 
illness, but with all chronic illness. People with 
high blood pressure, diabetes, and other chronic 
illnesses also tend to be inconsistent with medi-
cation, despite clear benefit from following treat-
ment recommendations (Yang et al. 2009; Mann 
et al. 2010). The issue is perceived as different for 
people with mental illness. Often there is an 
assumption that medication nonadherence is con-
nected to impaired judgment that is part of the 
underlying illness (Cramer and Rosenheck 1998). 
Clinicians see their task as “convincing” a person 
to take prescribed medication and attempting to 
use coercion when medication is refused. The 
common approach is to overcome the patient’s 
irrationality through exhortation, close supervi-
sion of medication use, or coercion.

This chapter suggests an alternative view of 
medication that can serve to reframe the problem 
and potentially lead to different kinds of solu-
tions. The issue is not “compliance” or “adher-
ence,” but how medication can be used as 
effectively as possible in helping the person deal 
with some of the problems caused by the illness 
(Steiner and Earnest 2001). The key strategy is to 
work with the person to develop areas of com-
mon understanding of a problem and the poten-
tial role of medication in helping to decrease the 
distress caused by this problem. There is no need 
to agree about everything. Effective treatment 
only requires that there are some areas of agree-
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ment that can be addressed collaboratively by 
both client and clinician (Diamond and Scheifler 
2007). Even the common focus on “insight” must 
be rethought. It is not important that the person 
agrees with the diagnosis. Rather, it is important 
that the client agrees that the medication is doing 
something useful in terms that are important for 
him. One of my clients adamantly denied that he 
had schizophrenia, but he did agree that the medi-
cation decreased the “sparks” that interfered with 
him going to work and that taking the medication 
helped him to keep his job. The focus is not on 
“medication compliance” but rather on the per-
son’s own goals, hopes, and beliefs about the 
problem and the solution. The most important 
clinical issue is not whether the person is taking 
medication as prescribed; it is whether the per-
son’s life is getting better in ways that are impor-
tant to him or her and whether medication is 
being used as effectively as possible to support 
this improvement.

Medication is more likely to be used when 
both client and clinician can agree on the 
nature of the problem and can agree that this 
problem could be helped by medication.

Medication is a tool. As with any tool, it can 
help with some problems and not with others. It 
is not “good” or “bad.” Rather it is either effec-
tive or ineffective. The goal of treatment is not to 
get a person to take prescribed medication; the 
goal of treatment is to help the person have a bet-
ter life. Before we decide to use a tool, we have to 
understand what problem we want the tool to fix. 
An agreement on the problem is the first step to 
getting an agreement on the solution (Deegan 
2005). This is more complicated than it might ini-
tially seem. The clinician may feel that frequent 
rehospitalizations or intrusive auditory hallucina-
tions are the problem. The client may be more 
concerned about getting his own apartment or 
getting his driver’s license back. If medication is 
seen as a tool to help a problem, it will be used 
when both client and clinician can agree on “tar-
get symptoms.” Why is this medication being 
prescribed, and how will both clinician and the 
person taking it know if it is working? Target 
symptoms are most useful if they are observable 
behaviors that both client and clinician can track.

What is the problem that the medication is 
supposed to “fix” or help with?

A clinician’s problem list for a person with a 
psychotic disorder might include (1) hearing 
voices; (2) having a delusional belief that a large 
amount of money has been stolen, leading to fre-
quent calls to police and complaints that frighten 
neighbors; and (3) having a delusional belief that 
people on the street are plotting about him, talk-
ing about him, following him, and making him 
too afraid to leave his apartment. From the clini-
cian’s perspective, it would seem that antipsy-
chotic medication would be a reasonable tool to 
help with all three of these problems. It seems 
clear that these significant problems are all symp-
toms of an illness. Antipsychotic medication is 
useful in the treatment of this illness. From this 
perspective, the need for medication becomes 
obvious, and a refusal to use medication is a sign 
of irrationality. Unfortunately, the client’s prob-
lem list might look very different.

The client’s problem list night include the fol-
lowing: (1) I want to get back to school, but I 
cannot concentrate enough to read my math 
books. I don’t really mind the voices all that 
much, but they are distracting and make it even 
more difficult to concentrate. (2) A large amount 
of money has been stolen from my apartment and 
no one believes me. When I call the police, they 
just laugh at me. The more I try to convince peo-
ple, the more they just think I am crazy. (3) I am 
very afraid I am being set up to be murdered. I am 
not sure by whom or why, but feeling this afraid 
is terrible. (4) People talk outside of my window 
or seem to follow me when I go out. I realize that 
they are probably not always talking about me, 
but I am so scared that I cannot always figure out 
when they are talking about me and when it is 
just people talking.

The role of medication with this problem list 
is much less obvious. The voices themselves are 
not that big of a problem, medication is not going 
to help get his stolen money back or even get 
people to believe him, and he is not sure how 
medication will help him figure out when to be 
frightened and when not.

The clinician may feel that the medication has 
been very effective since the patient is less both-
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ered by voices and is not going back to the hospi-
tal. The person may feel that the medication is 
useless, because even when taking the medica-
tion, he still cannot concentrate enough to do his 
school work, is still upset that no one believes 
him about the money being stolen, and is still 
concerned that he is being talked about and 
followed.

A person is more likely to listen to and seri-
ously consider a clinician’s solution to a 
 problem, if the clinician is willing to listen and 
seriously consider the client’s understanding 
and solution to the problem.

Clinicians are often so convinced of their view 
of the problem that they dismiss the client’s view 
as not worth serious consideration. Clinicians too 
often listen only enough to confirm a diagnosis. 
If I believe that something terrible has happened, 
I would be upset if no one believed me and still 
more upset if no one was willing to listen to me. 
If a friend told me about a catastrophe, I would be 
curious about the details, about when and what 
had occurred, who might have done what, or 
what else happened. I would not ask questions in 
an effort to disprove the event, but rather because 
I was interested in the details and in my friend’s 
experience. This interest must be real. A fake 
interest is shallow and has an altogether different 
tone. Too often, when a person talks about some-
thing bad happening, it is treated very 
differently.

A real interest is not the same as passively 
waiting until the client gets finished telling about 
his or her delusions. A real interest does not 
require that we agree with all parts of what the 
person is saying and certainly does not mean that 
we should pretend to agree when we do not. It 
does require that we suspend disbelief enough to 
seriously consider what the person is saying, 
rather than automatically discounting the com-
plaint as a fabrication caused by mental illness. If 
we consider the client’s account seriously, we 
develop a respectful curiosity about the details of 
the story that we may otherwise have dismissed.

This “serious curiosity” is the basis of cogni-
tive behavioral therapy (Wright et al. 2009). The 
goal is to understand the details of the story, not 
to collect evidence to prove the client wrong. 

Details allow for the experience to be looked at in 
new ways by both clinician and consumer.

Ambivalence about taking medication is 
the norm, not the exception. It may be neces-
sary, but few people really like taking 
medication.

Few of us actually like the idea of taking med-
ication. We may like feeling better, and we may 
feel that the medication is necessary. We may 
have learned to put our ambivalence away so that 
we do not continuously think about the risks and 
side effects and the dependency on our medica-
tion. Still, ambivalence is the norm, not the 
exception. A typical clinical response to client 
ambivalence is to try to overwhelm it with ratio-
nality, reason, and exhortation. Sometimes this 
works, but most often it does not. If we try to 
“push” on one side of the dilemma, we can inad-
vertently strengthen the person’s natural ten-
dency to think about all of the arguments on the 
other side. Instead of convincing someone to do 
something we feel is important, we can incite the 
person to muster all of the arguments against this 
decision. Our push to get the client to make the 
“right decision” can sometimes strengthen the 
client’s inclination to make the opposite 
decision.

Motivational interviewing is an approach to 
behavioral change based on the idea that people 
are more likely to follow through with a decision 
if they feel it is theirs rather than someone else’s 
(Miller and Rollnick 2002; Dobber et al. 2018). 
Helping the client to develop his or her own argu-
ment about why something should be done will 
be a more powerful way to induce behavioral 
change than telling the client to make this same 
change. A client is likely to come up with a better 
decision if the clinician listens to him rather than 
argues with him. Once the client’s concern has 
been fully addressed, then attention can be gently 
directed to the potential benefit of the medica-
tion. There is a place for direct support that the 
medication is needed and is working, but this 
direct support will be much more effective after 
the client has had a chance to express his own 
concerns. Our issue is to guide the client into 
making those decisions that support his or her 
own life goals. It is the client’s goals, and it is the 
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client’s behavior, that must change to support 
those goals. Our job is to help the client develop 
his or her own argument to support behavioral 
change.
P- I am very worried about getting tardive 

dyskinesia. You told me about this risk, and 
now I look at myself in the mirror and think 
I see the beginning of it.

Cl- What do you see when you look in the 
mirror?

P- I am not sure, but I think I see my face 
twitch some time. I am not sure I have it, 
but the idea of it scares me.

Cl- So the idea that you might develop tardive 
dyskinesia is pretty scary, even if there is 
not much evidence that there are signs of it 
now. Do you think the medication is doing 
any good?

P- Well I am back in school and able to con-
centrate better, and I guess that is from the 
medication. I am also spending more time 
with friends and less worried about people 
talking about me, and that could be from 
the meds.

Cl- So on the one hand, taking the medication 
and the possible side effect of tardive dys-
kinesia is pretty scary, and on the other 
hand the medications seem to have helped 
you get back to school and has made it 
easier to spend time with friends.

P- I think that I need to keep taking it, but it 
still scares me….

A person is more likely to take a medication 
from someone he likes and trusts and less 
likely to take a medication prescribed by 
someone who is more focused on the medica-
tion than on him.

We are all more likely to follow through with 
a suggestion made by someone we like and trust 
and less likely if we distrust the motives of the 
person making the suggestion. Coming up with a 
diagnosis and writing a prescription is not 
enough. An effective physician must work to 
engender a trusting relationship. Many people 
have had the experience of feeling disrespected, 
not listened to, and not taken seriously. They 
bring this historical experience when they meet 
with new physicians. Many clients are not at all 

clear if the physician is there “for them” or are 
there for some other more nebulous reason. Trust 
is something to be earned, and not assumed.

Medication decisions are just that: deci-
sions. Dismissing a client’s decision as “just 
part of the illness” interferes with the develop-
ment of a dialogue and the chance to find 
shared understanding.

Most of us would not take a medication just 
because we are told to do so by our physician. 
While we are influenced by our physician, we 
weigh the potential benefits of the medication 
and the potential risks and side effects and come 
up with our own decision. The same is true for 
people with mental illness. If the client agrees 
with the physician or is inherently compliant, 
then all goes well, and they take the medication 
as prescribed, at least most of the time. At times, 
the client may weigh concerns differently than 
the prescriber and decide to stop a medication or 
take it differently than prescribed. Most clients 
have learned to avoid being too overt about their 
own views to avoid the inevitable pressure that 
would come if they openly disagreed.

It is important that the prescriber does every-
thing possible to make the discussion about med-
ication decisions overt rather than covert. The 
client should be encouraged to share his own 
views and decisions, and then not be punished for 
being honest. When I begin a dialogue with a cli-
ent, I start by asking about how his job or his goal 
of exercising is going. After I first focus on the 
person’s own goals and hopes, I ask how the 
medication is working and what he is taking. The 
answer is often a vague “it’s going OK,” and this 
begins the conversation rather than ends it. A 
response that “I am taking medication almost all 
of the time” leads to a query about what happens 
when he misses some of the pills, how long has 
he gone without taking it, and what has persuaded 
him to restart it. The tone is not an inquisition, 
but rather an open conversation and respectful 
curiosity about what decisions the consumer is 
making and the thinking behind these decisions. 
The issue is not to just persuade the person to 
take the medication more consistently. The goal 
is to understand the consumer’s own ambivalence 
and thinking. If one assumes every refusal is just 
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lack of insight connected to illness, then it 
becomes much more difficult to have a conversa-
tion that leads to the sharing of ideas that allows 
us to learn from each other.

Taking medication always has meaning, for 
the patient, for the family, and for the 
clinician.

One person experiences medication as some-
thing that controls his life. Another experiences 
taking medication as something he can do to take 
more control over his own illness and his own 
life. One person sees medication as one more 
proof that he is damaged and disabled and not 
able to work. Another person sees medication as 
a tool that can help him overcome his illness and 
get back to work. The meaning of medication can 
change over time.

The meaning that always accompanies medi-
cation is not unique to mental illness. Survivors 
of breast cancer are often required to take medi-
cation that decreases the risk of recurrence but 
comes with significant side effects. One person is 
reminded with every pill that the cancer may 
come back, while the self-talk for another person 
reinforces the message that taking medication is 
something she can actively do to prevent it from 
coming back.

Medication can increase, or decrease, the 
sense of personal power and control the person 
has over his own life. If I “medicate you,” then I 
am doing something to you, and your personal 
power will feel diminished. If medication is a 
tool that you can use in your own recovery, the 
same medication can work to increase your sense 
of control over your own life. Many people with 
serious mental illness are struggling with issues 
of control. A client trying to assert control may 
connect taking medication with ceding power to 
others. Taking medication too often feels like a 
further loss of control and a further loss of per-
sonal power.

The prescriber can work to reinforce the idea 
that the consumer can use medication to take 
more control over his illness. For this to be effec-
tive, the locus of control must be with the indi-
vidual. The client has no real control if he is only 
allowed to make decisions that agree with those 
of the psychiatrist. At times, this means the per-

son may make decisions that disagree with what 
others think would be best. The disagreement 
between client and clinician can be minor, such 
as taking a slightly lower doses of medication or 
choosing a different but similar medication or 
major such as discontinuing all medications. The 
psychiatrist and support people do not need to be 
neutral about these decisions and in fact they 
should not be. They should be clear about what 
they think is best. There also needs to be acknowl-
edgment of the client’s right to disagree with cli-
nician decisions. This conversation can lead to 
better decisions than might otherwise occur. A 
client may be adamant about stopping his medi-
cation because he does not really have schizo-
phrenia and the voices have now stopped so 
medication is not needed. I may be ineffective 
about getting that person to continue the medica-
tion, but I may be able to encourage a slow taper 
rather than an abrupt discontinuation, or some 
shared behavioral targets about what to look for, 
both good and bad, that would suggest that the 
medication taper is helpful or not helpful.

In the presence of mental health commitment 
and legal coercion, finding areas of collaboration 
becomes much more complicated. Even when 
there is a court order forcing the use of medica-
tion, the goal is to support the person’s own deci-
sions as much as possible. It may matter less if a 
person takes 4  mg or 5  mg of risperidone, or 
ziprasidone instead of olanzapine, than if the cli-
ent feels some legitimate say in his or her own 
treatment (Diamond 2008).

Medication decisions are, in part, social. 
They are influenced by the person’s family, 
friends, people at work, and neighbors.

Medication also has meaning for other people 
in a person’s life. Taking medication can be per-
ceived as a sign that the person is improving, or 
the need for medication can be perceived that the 
person is getting worse. Family and even clinical 
staff often have unrealistic expectations of what 
medication could do if only the person would 
take it. Clinicians often feel the need to “do 
something” in the face of increasing distress. 
This translates into increasing the dose of medi-
cation or adding a new one, even if this is more 
likely to increase side effects than increase effi-
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cacy. Even mass media plays a part. If attractive, 
functional people are portrayed as using medica-
tion, we are more likely to be willing to take 
medication ourselves. If the only people taking 
psychiatric medication that we read about in 
magazines or see on TV are severely dysfunc-
tional, then we get the message that we do not 
want to be doing what they are doing, we do not 
want our life to be like their life, and we certainly 
do not want to be taking psychiatric medication. 
We can get the message that medication is for 
“winners,” or only for “losers,” and this becomes 
part of our own conscious or unconscious 
decision- making process.

It can be useful, with the client’s permission, 
to invite support people into the medication 
appointment. This is now a common part of the 
treatment of serious medical illnesses. Oncology 
and cardiology visits regularly include family 
members, but this is still unusual for visits with a 
psychiatrist. Family and friends should be invited, 
even if they are ambivalent or opposed to the use 
of medication. The close friend or brother who is 
opposed to the person’s use of medication will 
exert this influence whether or not they are 
included in the psychiatric appointment. By 
including him, his concerns can be heard and per-
haps addressed. Even if his views do not change, 
the client may be in a better position to balance 
the contrasting views of the people who support 
the use of a particular medication and those who 
are concerned. Speakerphones and video- 
conferencing platforms can be used to include 
support people even if they are not physically 
present in the office.

Side effects are real. Decreasing side effects 
can make it more likely that a person will con-
tinue taking medication.

We ask people to take medication that causes 
side effects that we would have great trouble tol-
erating. A minor side effect to the clinician may 
be perceived as a major life obstacle by the client. 
We ask these individuals to tolerate weight gain 
that we would find unacceptable or drooling that 
we would find very upsetting. We may not hear 
the distress caused by “minor” akathisia. We 
need to think about how we would react if we 
were experiencing the side effect reported by our 

clients. How upset would we be, and what would 
we want done? Sharing information and decision- 
making with the person can be an effective way 
of trying to address these problems. The 
New  York State Office of Mental Health has 
developed some material to demonstrate con-
structive approaches to these conversations with 
clients and their families (NY State Office of 
Mental Health 2017).

Often the right course of action is not clear. Is 
weight gain more important than sexual side 
effects? Is maximum efficacy more important 
than some increase in long-term risk? Many of 
these are value decisions rather than medical 
decisions. Is it worth the risk of trying a new 
medication, or better to stay on a medication that 
is working but causing significant weight gain? 
We need to help decrease side effects as much as 
possible. Just as important, we need to involve 
the client in decisions so that together we come 
up with solutions that make sense for them. The 
decisions may not always work out, but that is 
true for many medical decisions. Some decisions 
are riskier than others, and some may have more 
chance of working than others. This does not 
mean that the prescriber must go along with 
every request made by the client. Some requests 
and some decisions lie outside of medical pru-
dence. I may not agree to prescribe high-dose 
diazepam for someone who I know abuses alco-
hol. The goal is to strive for a set of decisions that 
are acceptable to both prescriber and consumer, 
even if both may feel that it is not what they 
would ideally choose.

Organization and structure can help. It is 
important to simplify the medication regimen, 
help connect medication taking to other struc-
tured activity, build in reminders to take med-
ication, and consider the use of pillboxes or 
special packaging.

Make those changes that can help a person 
take medication more consistently. Be interested 
in the client’s actual medication use and ask 
about barriers that make taking medication more 
difficult. Most psychiatric medications can be 
taken once a day, even if the package insert sug-
gests twice a day. People may benefit from assis-
tance that connects taking medication with some 
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other consistent life activity. We do this so auto-
matically in our own life that we may not realize 
that people with mental illness may need some 
concrete help to come up with these strategies. 
Does the person regularly brush their teeth, or eat 
breakfast, or have a morning cup of coffee, or 
have a nighttime pattern before going to bed. 
Some compromises on “ideal treatment” may 
improve actual outcome. I personally take 
 medication that should ideally be taken in the 
morning, but my mornings are rushed and cha-
otic and I have found that I take my own medica-
tion more consistently if I take it before bed. 
Ideal management of diabetes often requires a 
complicated regimen of different medications at 
different times of day. Actual outcome is some-
times much better if the regimen is simplified to 
become practical rather than ideal. Some people 
are very sensitive to the “dose” of medication, 
and they prefer to take a medication with fewer 
milligrams even if this is explained as being an 
unimportant consideration. Other people are sen-
sitive to the number of pills they are taking and 
would prefer taking one hundred milligrams tab-
lets than three twenty-five milligram tablets even 
though the dose is higher with the one pill.

Help people use pillboxes and other packag-
ing that assists in consistent medication use. At 
times, the pharmacy can set up assistive packag-
ing, or perhaps a friend can help the person set up 
a pillbox system. Be aware of barriers to obtain-
ing medication. Co-pays that seem small may 
still be enough to discourage medication use. Just 
getting to the pharmacy or the embarrassment of 
asking for a psychiatric medication at the phar-
macy may all present barriers to obtaining medi-
cation. At times, clinicians may be only vaguely 
aware of insurance changes or prior authorization 
requirements that are overwhelming to our cli-
ents. A pharmacy’s decision to change from one 
brand of medication to another may make a client 
uncomfortable about taking the new pill and lead 
to a decision to just stop taking it.

Long-acting injectable antipsychotic medi-
cations are underused. LAIs are not just a way 
of forcing patients to take medication under 
duress, but as a way of helping people use 
medication more effectively

In the United States, long-acting injectable 
medications (LAI) have commonly been associ-
ated with coercion, with court orders, and with 
non-compliant patients. This has interfered with 
using this medication delivery option with a 
much wider group of people who may find it 
effective. Very few people like the idea of a LAI, 
and even fewer agree the first time this option is 
brought up. No one likes injections; there is a 
sense of loss of control and legitimate concerns 
over side effects. If LAIs are discussed as an 
option as part of an ongoing discussion of what is 
likely to work best, many people will be willing 
to give them a try even if the initial reaction was 
negative. The data on the use of LAIs is mixed, 
with some studies showing that there is little dif-
ference on outcomes after 6  months, and other 
studies show very large and substantial differ-
ences (Rosenheck et  al. 2011; Olivares et  al. 
2009). Some of the most interesting studies show 
the significant advantage of using LAIs on people 
early in their illness course with major improve-
ments in outcomes (Subotnik et al. 2015).

While this is not part of the formal descrip-
tion, it seems that those studies that see LAIs as 
just a different medication are the ones that dem-
onstrate little advantage in their use. What LAIs 
do is to convert a private event, the decision to 
take a pill, into a public event where some clini-
cian knows if the person has had their injection. 
When medication is part of a person-focused ser-
vice delivery system that is designed to help peo-
ple get their life back and has shared goals and 
supports for work or school or relationships, if a 
missed injection is followed up by a call from a 
clinician well-known to the consumer and per-
ceived as being on the consumer’s side, then 
LAIs can be very effective. When the treatment is 
focused on “treating schizophrenia,” if the person 
calling about a missed injection is a clerk not 
known to the patient, and if there are not clearly 
articulated shared treatment goals, then LAIs are 
probably effective only as long as there is coer-
cion that reinforces their continued use.

LAIs can reinforce the powerlessness of the 
client. They can also make it impossible for the 
client to adjust dose to try to deal with side 
effects. Effective programs that use LAIs need to 
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spend the time and the energy to make the medi-
cation as a true part of an ongoing, collaborative 
process, rather than as a way of forcing consistent 
medication use or trying to avoid difficult discus-
sions. LAIs, besides their increased effectiveness 
with some people, can have other significant 
advantages. Pharmacologically, they can some-
time decrease side effects. Psychologically, they 
eliminate the need for the person to make a daily, 
difficult, ambivalent decision about whether they 
are or are not going to take the pill. They can also 
change the focus of other discussions away from 
medication and onto issues much more impor-
tant. With oral medication, many, if not most, 
conversations with the case manager or parents 
or other family members can be about whether 
the person is taking/has taken their medication. 
With the use of LAIs, those conversations can 
focus on how the new volunteer job is going, or 
how is school, or what kind of apartment are you 
thinking about. The conversations can change 
from one focused on medication to one focused 
on life.

Take a long-term point of view. The goal is 
not just to get the person to take medication 
today or next week. Consider the impact of 
what you are doing now on this person’s will-
ingness to use medication next year.

Almost everyone who needs a psychiatric 
medication is likely to continue to need it for a 
considerable period of time. The issue is not just 
to “get the person on meds,” but rather to work to 
help the person come to an understanding of his 
problems and of the role of medication as a 
potential solution to these problems. There is 
pressure to “medicate the person rapidly.” It is 
desirable to keep periods of acute distress as brief 
as possible, to shorten periods of psychotic 
relapse, to decrease risk, and to shorten periods 
of hospitalization. On the other hand, the pres-
sure to get someone “medicated” rapidly often 
requires pressuring the person to take a medica-
tion before he has had time to consider and absorb 
the various options. The pressure to “medicate” a 
person reinforces the locus of control of medica-
tion onto the clinicians and “other people” and 
decreases the opportunity for the person to con-
sider whether and how medication might be use-

ful. Taking a longer-term point of view allows 
time for the consumer to actively be involved in 
the decision of the goals and targets of the medi-
cation, what medication to take, how much, and 
for how long. Most of us, faced with a decision 
about major surgery or treatment of cancer, need 
some time to think about the options. This is 
equally true of people with mental illness. I have 
talked about starting clozapine with many 
patients, and virtually none of them has agreed 
the first time I brought it up. This approach may 
take a bit longer for the person to get onto an 
effective medication. On the other hand, it may 
make it more likely that the person will continue 
to be on medication over time.

Not everyone with mental illness will bene-
fit from medication. This means that when 
such a person says that the meds do not help, 
at least some of the time they are being objec-
tively accurate.

While it is clear that groups of people with 
mental illness have fewer symptoms and fewer 
periods of relapse if they consistently take medi-
cation, this does not mean that every individual 
will benefit from these medications or benefit to 
the same extent. Some people with mental illness 
may get little or no benefit from medication. 
Others may find that the marginal benefit of med-
ication is outweighed by the side effects.

The belief in the efficacy of medication has 
become so imbedded in our treatment programs 
and professional culture. It’s as if we cannot seri-
ously discuss the fact that it may not be effective. 
Many people who say that the medication does 
not help are thought to be misguided when we see 
that medication helps in very clear, objective 
ways based on history and changes in behavior. 
But on the other hand, we should at least listen 
and try to understand why they feel this way and 
how we can address their concerns. However, 
there are other situations where there is no evi-
dence of positive changes related to medication 
use and we need to think about what we know 
about this person’s response to medication in the 
past. If we pick up a chart that indicates the per-
son has failed to have significant benefit from 
multiple trials of medication, is there reason to 
continue to prescribe more? The reason we rarely 
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see such a question being asked is because of the 
clinician’s irrational belief in the power of medi-
cation, our unwillingness to admit impotency, 
and the pressure on the larger system to continue 
to prescribe medication whether it is effective for 
a person or not.

Deprescribing and Discontinuation 
Assistance: More is usually not better, and 
simplification of medication regimens makes 
adherence more likely and reduces unwanted 
side effects

It is not uncommon for community psychia-
trists to encounter clients who come to a new 
treatment setting on multiple medications that 
have had limited effectiveness. In the previous 
sections, the emphasis was on persons with 
severe mental illnesses, but public sector clini-
cians often work with people whose main con-
cerns center around long-standing depressions, 
anxieties, and addictions of varying severity. 
Characterological disturbances resulting from 
trauma of various types often play a significant 
role in the development of these syndromes and 
their tenacity. Unfortunately, these individuals 
often have a slew of medications thrown at them 
in an effort to control their symptoms, often 
resulting in strange cocktails of medications with 
dubious benefit. Nonetheless, many clients may 
cling to a belief that they need all of these medi-
cations, even in the face of significant side effects 
and ongoing distress.

When encountering clients with ineffective 
polypharmacy regimens, the principles described 
in the foregoing sections are applicable and can 
be used to help people achieve their objectives 
more effectively with simplified and well- 
reasoned medication plans. A first step is to 
understand an individual’s beliefs about medica-
tions and what role they may play in their recov-
ery. An external locus of control is often observed 
in these individuals, particularly in clients with 
substance use issues. There may be an 
expectation/hope that medication should solve 
their problems and they often have a sense of 
helplessness and lack control over their recovery 
process (Sowers and Golden 1999). It will be 
important to gather information about the history 
and chronology of their prescriptions and the 

benefits and side effects they perceive of each 
and how they have been taking them.

When these tasks have been completed, the 
groundwork will be in place to provide the client 
with information about the evidence-based indi-
cations for each of their medications, appropriate 
dosages, and both short- and long-term adverse 
side effects. It is not unusual to find that they 
have been told very little in this regard and often 
have not retained very much of what they have 
been told. At this juncture, they can be engaged in 
a process of evaluation of the relative adverse 
effects and benefits of each of their medications, 
and it will be natural to raise the possibility of 
simplification and the rationale for considering it. 
Maintaining a neutral attitude while conveying a 
genuine concern for the client’s well-being will 
be critical in helping them to identify possible 
targets for dosage reduction or discontinuation 
and a step-wise plan for doing so (CPSP 2021). 
Livingston (2012) and Groot and van Os (2020) 
offer guidance on how to safely withdraw psy-
chotropic medication.

For the vast majority of people with mental 
illness, shared decision-making is not only 
possible, but leads to better outcomes.

Shared decision-making refers to having the 
client and the prescriber come together to collab-
oratively make decisions that best fit the client 
goals, values, and preferences. There is an explo-
sion of interest in shared decision-making 
(Deegan and Drake 2006). Unfortunately, actu-
ally implementing it is surprisingly difficult. 
Shared decision-making is much more than just 
sharing information.

True participation in shared decision-making 
requires that all parties become educated about 
the range of treatment options. This means that 
the person needs a way to become educated about 
the various treatment options and that the pre-
scriber becomes educated about the client’s goals 
and values. Both sides of this education can be 
difficult. Historically, although clients have been 
provided with information about their medica-
tion, it is often overwhelming, incomplete, and 
inevitably biased by the preferences of the person 
providing the information. Written information is 
often lists of indications and side effects. While 
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such information is a start and helps to at least 
open the conversation, it usually does not give a 
person enough information to become a true part 
of a shared decision process. Too often, this writ-
ten information provides information that is only 
vaguely useful to the person trying to absorb and 
comprehend it all (Shrank and Avorn 2007).

Web sites are another typical source of infor-
mation for individuals, but again these sites often 
organize information based on their own biases. 
It is difficult to know which web sites provide 
reliable information and which do not. Even the 
idea of “reliable information” is problematic. The 
authors of a web site or informational pamphlet 
will inevitably feel that medication is useful or 
that medication is dangerous. What one person 
sees as “reliable,” another person will see as a 
polemic. Some information is much more reli-
able and balanced than others, but it can be diffi-
cult to sort this out.

These concerns have led to the development 
of “decisional aids,” structured ways of present-
ing information starting with a person’s own 
preferences, goals, and concerns. For example, 
is the person more interested in a medication that 
is most likely to help decrease voices or more 
likely to avoid weight gain? Is the person more 
concerned with feeling “drugged out” or more 
concerned about not sleeping? The information 
about options can then be filled in, within this 
structure. Education can be based on the persons 
own stated concerns (Kaar and et  al. 2019). 
These decision aids are different than just an 
article or book about treatment options or medi-
cations and tend to help people work through 
complicated information to arrive at a decision 
that works for them. Some of the decision aids 
are on paper, while others involve computer 
technology that allows for better customization 
of the information flow to fit each consumer’s 
needs. The better ones use concepts and lan-
guage that are “person friendly.” Most impor-
tantly, they provide information based on the 
person’s own needs, so that it can be directly 
applicable to helping consumers to be true par-
ticipants in the decision process. WRAP plans 
(Wellness Recovery Action Plans) are one form 
of a decisional aid (Copeland 1997).

Having information is necessary but not suffi-
cient for having a true voice in decisions about 
one’s own life. It requires that the prescribers and 
other formal decision-makers become willing to 
share power with their client, not just when the 
client’s decision happens to agree with that of the 
prescriber. This in turn requires that the pre-
scriber may need to support decisions that he or 
she would not necessarily choose. There is a 
range of such disagreement, from differences of 
opinion that can be easily tolerated and supported 
to those that appear particular self-defeating and 
dangerous. Part of the process of shared decision- 
making requires developing a process to discuss 
and arbitrate these disagreements, when prescrib-
ers disagree with consumers and when consum-
ers disagree with prescribers. This also requires 
that both clients and prescribers receive training 
in the implementation of shared 
decision-making.

Shared decision-making is more than just 
another technique to convince a person to do the 
right thing. Rather, it is a way for re-establishing 
a more collaborative, less hierarchical relation-
ship. The relationship between physician and 
their client is equal but asymmetrical. Patient and 
physician have different sources of information 
and different kinds of expertise. Shared decision- 
making requires that the physician relinquish cer-
tain kinds of control, even in the face of a variety 
of professional and societal pressure to maintain 
control. It requires that the client take on the bur-
den of learning about his illness and treatment 
options in a serious way and then taking on the 
responsibility for his own decisions. It requires 
time to enter into this collaboration, and it 
requires the development of decision aids that 
can assist the process. Shared decision-making is 
not equally applicable in every situation, nor will 
it resolve all conflicts about medication deci-
sions. At the same time, shared decision-making 
is an approach that is likely to allow more col-
laboration and less conflict and as a result lead to 
better outcome.

There is no way to ensure that the consumers 
will always agree with our view of the problem or 
our suggestions about treatment. Clients may 
decide to stop taking medications that we feel are 
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extremely helpful and even necessary. We will, at 
times, attempt to use various kinds of pressure or 
even legal sanctions to force the use of medica-
tions, at times over the strident objections of the 
person whose life it is. There will be some situa-
tions where it will be difficult to find areas of 
common ground for an understanding of the 
problem or the solution. At the same time, with-
out being naive about the difficulties that can 
ensue, it is imperative to try to understand the 
world from the client’s point of view. It is impor-
tant to look for areas where we can overlap with 
the person in a common view of the problem. It is 
useful to think of medication as a tool that the 
client can use to facilitate his or her own recovery 
journey. It is hoped that this reframing of the role 
of medication will lead to better long-term out-
comes than more traditional ways of thinking 
about compliance and adherence. Our goal is not 
to get people to take their medication. Our goal is 
to help people get closer to their own recovery 
goals. Our job is to help consumers learn to use 
medication to facilitate this journey.
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Traumatic Stress 
in the Community: Identification 
and Intervention

Paula G. Panzer, Preeya Desai, 
and Caroline Peacock

 Introduction and Definitions

Descriptions of trauma – an experience that over-
whelms an individual’s ability to cope and elicits 
feelings of terror, helplessness, and/or out-of- 
control physiological arousal – have appeared in 
popular, historical, and medical texts for centu-
ries. The relevance of traumatization (i.e., when 
“both internal and external resources are inade-
quate to cope with external threat”) (van der Kolk 
1989, p. 393) to normal and impaired functioning 
is described in greater detail in social, neuropsy-
chological, and political texts. This chapter sum-
marizes the current understanding of traumatic 
stress (i.e., the physical and emotional responses 
to events that threaten the physical or psychic 
integrity of an individual) and traumatic stress 
disorders and the evidence for effective 
intervention.

Within a clinical context, there are two broad 
categories of trauma: those that are “human- 
made,” or caused by the actions of person(s), and 
those that are “natural,” in which the source is out 
of human control. Some traumas can fall into 

either category, depending on the circumstances, 
such as fires, car accidents, and medical trauma.

Formal recognition of the psychological 
effects of trauma exposure and the distinct persis-
tence of symptoms in some individuals did not 
occur until the 1980s. Historically, soldiers had 
experienced what was known as “shell shock” or 
“battle fatigue.” In 1980, studies documenting a 
reliable pattern of symptoms (to traumas beyond 
combat exposure) led to the classification of 
these experiences as post-traumatic stress disor-
der (PTSD) (American Psychiatric Association 
1980). PTSD is diagnosed 1 month after trauma 
exposure when accompanied by symptoms in 
four categories  – intrusive thoughts/re- 
experiencing, avoidance/numbing, negative cog-
nitions, and hyper-arousal – and the presence of 
clinically significant distress or impairment 
(American Psychiatric Association 2021). 

Symptoms of PTSD can be seen in almost all 
people in the immediate aftermath of traumatic 
exposure (Yehuda and LeDoux 2007). They are 
the result of adaptive physiological and psycho-
logical processes that protect the organism from 
threat and danger. The normal process of recov-
ery after exposure leads to spontaneous remis-
sion of all symptoms within 1–3 months. PTSD 
can be seen as an inability of the organism to 
recover from the physiological and psychological 
effects of trauma (Yehuda and LeDoux 2007).

In recent years, clinicians and researchers 
have recognized some diagnostic and therapeutic 
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limitations in the construct of PTSD, particularly 
for children and those exposed to ongoing or 
multiple traumas. An additional disorder, 
Developmental Trauma Disorder, may better 
explain the disruptions in multiple domains; 
studies on the accuracy and reliability of this pro-
file are underway, and more data is needed to 
suggest this as a stand-alone diagnosis. At this 
moment, it is clinically useful after diagnosis for 
treatment planning and patient education. The 
disorder stems from trauma that is interpersonal 
in nature, such as child abuse, sexual abuse, or 
family violence (van der Kolk 2005). A range of 
somatic, affective, cognitive, and relational dys-
regulation occurs, leading to disruption in func-
tioning in multiple domains, including education, 
peer relationships, and behavioral control.

Chronic stress is defined as a series of ongoing 
phenomena that cause distress, anxiety, and dif-
ficulty; examples include racism, poverty, and 
homophobia. Chronic traumatization is the expe-
rience of multiple traumatic events; for example, 
a person is exposed to domestic violence and 
neglected as a child, is involved in a car accident 
as a young adult, and then is exposed to combat. 
The effects of chronic trauma are cumulative, as 
events serve to remind the individual of prior 
trauma and reinforce the negative impact. 
Chronic stress with single trauma exposure, 
chronic trauma, or some combination may result 
in complex trauma. Complex trauma affects 
nearly every aspect of development and function-
ing, including problems with attachment.

 Epidemiology

More than 75% of persons in the United States 
are exposed to at least one traumatic event in 
their lifetime, and approximately 6.8% of those 
persons will be diagnosed with PTSD (Breslau 
and Kessler 2001; Kessler et al. 2005). In a sam-
ple of older adults specifically, findings indicated 
that approximately 90% of individuals had expe-
rienced one or more events that may be traumatic 
(Ogle et al. 2013). While PTSD is defined in part 
by exposure to a traumatic event, only a small 

percentage of persons with traumatic exposure 
go on to develop the disorder. A metanalysis on 
PTSD in adults found that of types of trauma that 
may result in development of PTSD, sexual rela-
tionship violence such as rape, childhood sexual 
abuse, and intimate partner violence was most 
prominent at 33%. This was followed by inter-
personal traumatic experiences (30%), defined 
by unexpected death of a loved one, life- 
threatening illness of a child, or other traumatic 
experiences related to a loved one (Sareen 2018).

The issue of racial and cultural disparities 
plays an important role in PTSD prevalence and 
treatment. However, of the great number of arti-
cles about the epidemiology and the efficacy of 
PTSD treatment in the past two decades, few 
have focused on racial and ethnic groups. 
Triffelman and Pole (2010) argue that this area of 
research must be greatly expanded to address the 
growing population of people of color in the 
United States. Research has shown that African 
American and Latinx individuals are at a higher 
likelihood to develop PTSD when compared to 
White adults (Himle et al. 2009; Marshall et al. 
2009). Additional research has indicated that 
Asian American individuals are less likely to 
develop PTSD when compared to European 
American and Native American peers (Whealin 
et  al. 2013). Similarly, findings from 34,653 
adults who completed epidemiological surveys 
found that lifetime prevalence of PTSD was high-
est (8.7%) in Black Americans and lowest in 
Asian Americans (4.0%) (Roberts et al. 2011).

It should also be noted that issues of race, eth-
nicity, and culture could affect the course of 
PTSD. Traumatic events that include perceived 
racial discrimination, such as African American 
soldiers being given more severe combat duties 
than Whites, may result in more severe PTSD 
symptomatology (Pole et  al. 2005). Further 
research has shown that the risk for developing 
PTSD in African Americans was prevalent 
throughout life, while White individuals were 
found to be less likely to develop PTSD after 
young adulthood (Himle et al. 2009). This paral-
lels important findings that indicate that African 
American and Latinx adults experience more 
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chronic PTSD. In a study of 139 Latinx and 152 
African American individuals who have anxiety 
disorders, a 5-year follow-up showed that remis-
sion rates for PTSD were 0.15 and 0.35, respec-
tively, suggesting that these individuals are at risk 
for recurring PTSD even after treatment (Sibrava 
et al. 2019). Additionally, research indicates that 
traumatic stress related to race and discrimina-
tion is connected to trauma symptoms, such as 
those associated with PTSD (Sibrava et al. 2019; 
Carter et  al. 2020). This highlights the impor-
tance of considering the crucial factor of trau-
matic experiences related to racial discrimination 
and inequity when examining risk for future 
symptomatology. Research on children who were 
survivors of complex trauma found that Black 
children were more likely to endorse a greater 
number of trauma types, including community 
violence (Wamser-Nanney et al. 2018a), pointing 
to the early roots of trauma in certain 
populations.

There are treatment implications associated 
with race and ethnicity as well. One 2010 study 
(Lester et al. 2010) of CBT treatment outcomes 
among African American and White women with 
PTSD showed earlier dropout rates among 
African American women; however, it showed 
minimal difference in treatment outcome. The 
African American women might have experi-
enced similar outcomes because they overcame 
social factors deterring them from treatment and 
thus might have been more motivated. This study 
raises the issues of clinician awareness of racial 
and cultural identity as well as structural racism 
and speaks to the importance of clinicians using a 
race lens in practice (Peacock et  al. 2010, per-
sonal communication following formal presenta-
tion). In a meta-analysis on disparities in 
treatment for PTSD, McClendon et  al. (2020) 
examined 23 studies from the past decade and 
found that across various settings, African 
American individuals were less likely to initiate 
treatment when compared to their White peers. 
Similarly, Black and Latinx veterans were found 
to be less likely to receive adequate care. The 
authors noted that across studies, culturally tar-
geted treatments for individuals suffering from 

PTSD were efficacious and may improve reten-
tion (McClendon et  al. 2020). However, addi-
tional research may be needed to determine wider 
implications for PTSD treatment of culturally 
diverse populations.

Additionally, social factors based on racial 
and cultural identity – such as community sup-
port, participation in faith communities, and 
extended family roles – need to be considered as 
elements that may decrease risk of PTSD and aid 
in recovery. Given the lack of significant and use-
ful research, the clinician needs knowledge and 
skill in assessing both the impact of trauma and 
racism in the individual and formulating the diag-
nosis and treatment with this information.

 Resilience and Risk Factors

A number of internal and external factors con-
tribute to having risk for or inoculation against 
development of a trauma-related disorder. Event 
characteristics that affect trauma recovery include 
severity of the traumatic stressor and trauma type 
and event centrality (Wamser-Nanney et  al. 
2018b; Yehuda and LeDoux 2007), with rape, 
assault, and combat leading to PTSD more often 
than natural disasters or human-made accidents 
(Yehuda and LeDoux 2007; Kessler et al. 2017). 
Individual risk factors for PTSD include preexist-
ing traits such as lower IQ, avoidant personality, 
and behavior problems, and pre- or post- traumatic 
life events, including childhood abuse, poor 
social support, and personal trauma history 
(Haglund et al. 2007; Yehuda and LeDoux 2007) 
and avoidant activities following trauma expo-
sure, such as social withdrawal (Thompson et al. 
2018). Factors associated with resilience in the 
face of post-traumatic stress include positive 
emotions, active coping style, cognitive flexibil-
ity, a moral compass, and adequate social support 
(Haglund et al. 2007; Banyard et al. 2017), capac-
ity for self-regulation, positive religious coping 
and greater optimism (Yule et al. 2019), and the 
social context (Portnoy et  al. 2018). Resilience 
programs, particularly for at risk populations 
with greater exposure to trauma, such as African 
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American women, may be protective (Holden 
et al. 2017), and those that incorporate creativity, 
such as expressive writing, may be especially 
helpful (Glass et  al. 2019; Sayer et  al. 2015). 
Exposure at a young age to manageable levels of 
stress also helps to inoculate the organism from 
the effects of future stressors (Haglund et  al. 
2007; Hulbert and Anderson 2018).

 Neurobiological Correlates

Recent research has elucidated known biologi-
cally based factors that influence an individual’s 
response to traumatic exposure. Other risk and 
resiliency factors have been hypothesized based 
on current neurobiological research. A summary 
of these findings is presented in Table 1. Recent 
research has identified certain genes that may be 
related to the development of PTSD. Two epigen-
etic biotypes, G1 and G2, have been associated 
with 34 clinical features of PTSD. The G2 bio-
type was related to an increased risk of PTSD 
compared to healthy controls. These findings 
suggest the importance of examining biological 
risk factors for the development of PTSD (Yang 
et al. 2020). Additionally, other neurobiological 
correlates have been identified and mark areas for 
future research. Impaired coping of stress owing 
to decreased activity of the hypothalamic- 
pituitary- adrenal axis and the parasympathetic 
nervous system, combined with increased activ-
ity of the sympathetic nervous system, may be 
observed in those with PTSD. This may lead to 
increased proinflammatory cytokines, suggesting 
the possibility that chronic inflammation that 
may affect regions of the brain involved in con-
trolling emotional behavior and regulating fear 
may be a biomarker for PTSD (Kim et al. 2019). 
Telomere length has also been identified as a 
marker for PTSD, with accelerated telomere 
shortening found in those who had PTSD (Kim 
et  al. 2017). Future research will continue to 
expand on these findings to further identify neu-
robiological correlates of PTSD.

 Assessment

A comprehensive assessment is one of the most 
important aspects of mental healthcare. All peo-
ple seeking services should be assessed for 
trauma exposure, symptoms, disorders, and dis-
ruptions in functioning. Direct, trauma-specific 
assessment is crucial in providing effective 
trauma-related care. Assessment should be done 
after building an initial rapport and should be tar-
geted and thorough, gathering information neces-

Table 1 Neurobiological factors

Endogenous agent/
brain structure

Hypothesized effect on risk/
resilience

Amygdala Hyperactivity of the amygdala 
associated with PTSD

Medial prefrontal 
cortex (mPFC) and 
dopamine

PTSD associated with reduced 
activity of mPFC
Decreased release of dopamine 
in mPFC may delay extinction 
of conditioned fears
Resilience associated with 
reward systems that are 
hypersensitive to reward and 
resistant to change

Hippocampus Small hippocampal volume/
decreased hippocampal 
function associated with 
increased risk for PTSD

Cortisol Many studies have shown 
decreased levels of basal 
cortisol in people with PTSD
Decreased levels of cortisol 
could place people at risk for 
developing PTSD

Corticotropin- 
releasing hormone 
(CRH)

Excessive stress in early life 
may result in increased CRH 
activity
Resilience likely associated 
with effective regulation of 
CRH

Neuropeptide Y 
(NPY)

Counteracts anxiogenic effects 
of CRH
Low levels of NPY associated 
with PTSD

Serotonin Short allele for serotonin 
transporter protein results in 
less serotonin production than 
the long allele
People with PTSD much more 
likely to have the short/short 
allele

DHEA Enhances cognition and 
performance under stress
High levels appear to be related 
to recovery from stress
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sary to fully inform the most effective course of 
treatment without retraumatizing the individual. 
The latter is done by keeping the interview 
focused on symptoms after briefly (and suc-
cinctly) identifying the traumatic exposure. In 
this sense, imagine a one-page screening instru-
ment with a very small box at the top describing 
the exposure (limited to three sentences). The 
goal, during assessment, is to identify the trauma 
without triggering symptoms.

Consequent assessment can be done through 
informal clinical interviewing, structured clinical 
interviewing, and the use of objective assessment 
measures. There are numerous empirically vali-
dated structured clinical interviews and objective 
assessment instruments. Table 2 displays some of 
the most widely used measures for PTSD, acute 
stress disorder, and dissociative identity disorder, 
the last of which is related to severe and persis-
tent trauma, most commonly experienced in 
childhood.

 Interventions

Trauma interventions occur on system and ser-
vice levels. On a service level, a practitioner may 
use various interventions to treat PTSD. For 
example, trauma-focused cognitive behavioral 
therapy (TF-CBT) may be used in an outpatient 
treatment setting for children with PTSD. 
TF-CBT and eye movement desensitization and 
reprocessing (EMDR) have both been shown to 
be clinically effective in treating individuals who 
reported traumatic stress symptoms, especially 
those diagnosed with PTSD and acute stress dis-
order (Roberts et al. 2019). On a systems level, 
there are several evidence-based, trauma- 
informed models of care, such as the Sanctuary® 
Model (Rivard et al. 2003) and Trauma Systems 
Therapy (Saxe et  al. 2007). These include a 
whole-system approach encompassing multiple 
layers of trauma understanding and intervention.

Trauma-informed care is not specifically 
designed to treat trauma-related symptoms or 
syndromes (Marsenich 2010). Rather, this type of 
system supports delivery of trauma-specific ser-
vices (Hopper et al. 2010). All aspects of service 

in a trauma-informed system of care (TIC) are 
influenced by an understanding of the role of vio-
lence in the lives of people served by community 
agencies. Services accommodate the potential 
vulnerabilities of trauma survivors, thus avoiding 
inadvertent re-traumatization and facilitating 
consumer participation in treatment. TISCs also 
require collaborative relationships with service 
system partners, including child welfare, legal 
aid, and substance abuse agencies (Marsenich 
2010). Recent literature has suggested that TISC 
take a resilience-focused approach, which 
emphasizes increased self-care and regulatory 
capacities in both patients and providers (Leitch 
2017).

 Intervention Selection

There is an extensive body of research consisting 
of large, methodologically sound randomized 
controlled trials examining the effectiveness of 
various treatment interventions for PTSD in 
adults. Meta-analyses of these individual studies 
indicate that cognitive behavioral approaches, 
including exposure therapy, TF-CBT, EMDR, 
and anxiety management, are all effective at 
treating PTSD (Bradley et al. 2005; Bisson and 
Cohen 2006; Cahill et al. 2006; Foa 2009).

Historically, research has indicated that no 
single cognitive behavioral approach is more 
effective than any other, and no combination of 
these approaches is more effective than any one 
cognitive behavioral treatment type alone 
(Bradley et  al. 2005; Cahill et  al. 2006; Foa 
2009). In a recent study, however, Cloitre et al. 
(2010) found that combined skills training plus 
exposure therapy (STAIR/Exposure) was supe-
rior to supportive counseling plus exposure ther-
apy in several domains, including attaining and 
maintaining PTSD-negative diagnostic status, 
reducing PTSD symptoms and anxiety, and 
improving emotion regulation, anger manage-
ment, and interpersonal interactions. The authors 
postulate that exposure therapy may demonstrate 
its “maximum benefit” immediately following 
treatment, while combined therapies, such as 
skills training plus exposure therapy, continue to 
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Table 2 Assessment instruments

Instrument
General 
classification Description Population

Special 
considerations

Diagnostic 
category

The Clinician- 
Administered 
PTSD Scale 
(CAPS)

Structured 
clinical 
interview

Assessment of the 17 
symptoms of PTSD 
derived from DSM-IV 
diagnostic criteria plus 
impact on social and 
occupational functioning, 
overall PTSD severity, and 
response validity

Adults Considered the 
gold standard for 
adults, can take 
over an hour to 
administer

PTSD

The Structured 
Clinical 
Interview for 
DSM-IV (SCID) 
PTSD Module

Structured 
clinical 
interview

The PTSD module in the 
SCID-I assesses for 
symptoms of PTSD based 
on DSM-IV diagnostic 
criteria

Adults PTSD

Post-traumatic 
Stress Diagnostic 
Scale (PDS)

Self-report Assessment of the 17 
symptoms of PTSD 
derived from DSM-IV 
diagnostic criteria plus 
level of symptom 
interference in daily
Life

Adults Not normed on 
general 
population, no 
T-scores

PTSD

PTSD Checklist- 
Civilian Version 
(PCL-C)

Self-report Assessment of the 17 
DSM-IV PTSD criteria 
during the last month, 
PCL-C refers subject to 
general trauma, PCL-S 
refers to a specific event

Adults Military version 
(PCL-M) refers 
to combat related 
trauma

PTSD

Trauma 
Symptom 
Inventory (TSI)

Self-report 100-items, 3 validity 
scales, and 10 clinical 
scales, assess level of 
post-traumatic stress over 
previous 6-months

Adults Often used to 
assess complex 
PTSD

PTSD

UCLA PTSD 
Index for 
DSM-IV 
(PTSD-RI)

Self-report Screens for exposure to 
traumatic events and 
assesses for all DSM-IV 
PTSD symptoms

Children (ages 
7–12) and 
adolescent (13 
and up) 
versions

Parent version 
allows for 
assessment from 
another source

PTSD

Trauma 
Symptom 
Checklist for 
Children (TSCC)

Self-report Assessment of trauma- 
related symptoms, 2 
validity scales and 6 
clinical scales

Children and 
adolescents 
(ages 7–17)

Comes in 
abbreviated or 
full-length form

PTSD

The Acute Stress 
Disorder 
Interview (ASDI)

Structured 
clinical 
interview

19 items assessing 
dissociation, 
reexperiencing, avoidance, 
and arousal

Adults Brief 
administration 
time

Acute stress 
disorder 
(ASD)

Acute Stress 
Disorder Scale 
(ASDS)

Self-report 19 items assessing ASD 
symptoms that correlates 
with clusters measured by 
the ASDI

Adults Acute stress 
disorder 
(ASD)

(continued)
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Table 2 (continued)

Instrument
General 
classification Description Population

Special 
considerations

Diagnostic 
category

The Structured 
Clinical 
Interview for 
DSM-IV 
Dissociative 
Disorders- 
Revised 
(SCID-D)

Structured 
clinical 
interview

Assesses presence of 5 
dissociative symptoms 
including, amnesia, 
depersonalization, 
derealization, identity 
confusion, and identity 
alteration

Adults Dissociative 
identity 
disorder

Adolescent 
Dissociative 
Experiences 
Scale-II (A-DES)

Self-report 30 items assessing 
dissociative amnesia, 
depersonalization, 
derealization, dissociated 
identity, and dissociative 
relatedness

Adolescents 
ages 11–18

Brief 
administration 
time

Dissociative 
Identity 
Disorder

have an effect over time and lead to greater main-
tenance of symptom remission. When examining 
exposure therapy specifically, evidence is stron-
gest for combined exposure: “imaginal” plus “in 
vivo” (Foa 2009).

Treatment of PTSD has been conceptualized 
as occurring in three phases: stabilization, resolu-
tion of traumatic memory, and integration. Phase 
One focuses on ensuring patient safety, providing 
psychoeducation, and actively assisting the 
patient in building skills for effectively coping 
with trauma-related symptoms. Phase Two con-
sists of exposure to traumatic material through 
imaginal or in vivo exposure and often includes 
the writing of a trauma narrative. Cognitive pro-
cessing is used to restructure trauma-related mal-
adaptive thoughts and beliefs. A few 
trauma-focused treatments use prolonged gradual 
exposure throughout all three phases of treat-
ment. Personality integration and rehabilitation 
are the focus of Phase Three. The goal is to help 
the patient return to fully functional daily living 
and enhance future safety (van der Hart et  al. 
2001).

Several trauma-focused treatment models 
have been developed for adults, adolescents, and 
children, all of which are grounded in cognitive 
behavioral techniques. These models follow the 
three-phase paradigm, though some emphasize a 
particular phase over others. Most of these mod-
els utilize individual therapy; relatively few stud-
ies have examined group protocols. The small 

body of research available on group treatment 
indicates that it is not more effective than indi-
vidual therapy (Foa 2009). Research indicates 
that of all trauma types, combat-related PTSD is 
least responsive to treatment (Bradley et  al. 
2005). Little research exists on the effectiveness 
of treatment approaches not based on cognitive 
behavioral techniques, such as psychodynamic 
therapies and patient-centered/humanistic 
approaches. Some of the most widely studied and 
well-supported trauma-focused treatments are 
summarized in Table 3.

 Treating PTSD and Comorbid 
Behavioral Health Disorders

If a person is diagnosed with PTSD, another 
mental health disorder co-occurs at a rate of 
approximately 80% (Foa 2009). PTSD most 
commonly co-occurs with depression, substance 
abuse, and other anxiety disorders (Bradley et al. 
2005). The occurrence of PTSD is also high 
among patients with personality disorders and 
those with severe mental illnesses (SMI), includ-
ing schizophrenia, bipolar disorder, and treat-
ment refractory major depressive disorder. As 
cited by Bradley et al. (2005), one study reports a 
35% lifetime prevalence rate of PTSD among 
patients diagnosed with Axis II disorders, and 
Mueser et  al. (2008) report that rates of PTSD 
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Table 3 Trauma-focused therapies

Model Population Description Modality
Exposure therapy: 
imaginal, in vivo, or 
Combined

Adults Exposure to traumatic material, either through 
imaginal imagery, in vivo/real-life exposure to 
trauma reminders, or combination of the two

Individual

Cognitive processing 
therapy (CPT)

Adults A formalized treatment for adult PTSD, 
comprised of CT and exposure in the form of 
a written “trauma account”

Individual

Stress inoculation 
training (SIT)

Adults A form of anxiety management, support is 
especially strong for female victims of sexual 
assault, support for use with veterans is mixed

Individual

Cognitive therapy 
(CT)

Adults Cognitive processing and restructuring of 
maladaptive trauma-related thoughts and 
beliefs

Individual

Eye movement 
desensitization 
reprocessing 
(EMDR)

Children, 
adolescents, and 
adults

An 8-stage treatment focused on assessment, 
desensitization, reprocessing, and replacement 
of cognitions

Individual

Trauma-focused 
cognitive behavior 
therapy (TF-CBT)

Children and 
adolescents

The most widely researched of all treatment 
interventions designed for use with children 
and adolescents, a component-based model 
that follows the 3-phase treatment paradigm, 
includes skill-building, CT, and a written 
trauma narrative

Individual, parent, 
and joint parent- 
child sessions

Trauma systems 
therapy (TST)

Children and 
adolescents

Focus on the social-environmental factors 
contributing to trauma-related problems, 
interventions focus on the family, school, and 
community

Individual and 
family therapy, 
office and 
community-based

Seeking safety (SS) Adolescents and 
adults with 
comorbid 
substance abuse

Consists of 25 topics that can be addressed in 
any order, focused on establishing patient 
safety, no direct exposure components

Individual or group

Cognitive Behavioral 
Intervention for 
Trauma in Schools 
(CBITS)

Children and 
adolescents

Follows the 3-phase treatment paradigm, 
includes skill-building, CT, and exposure

School-based group 
modality, includes 
some individual and 
parent sessions

range between 29% and 48% in SMI 
populations.

In addition, trauma-related symptoms are 
associated with increased severity of co- occurring 
SMI diagnoses (Freuch et al. 2009; Mueser et al. 
2002). Mueser et al. (2002) hypothesize that the 
core symptoms of PTSD have a direct effect on 
the severity and course of SMI; for example, 
avoidance of trauma-related stimuli may lead to 
increased social isolation, and re-experiencing of 
trauma-related memories can be seen as a chronic 
stressor. PTSD also frequently co-occurs with 
substance use disorders, as trauma survivors 
often use drugs and alcohol to avoid reminders of 
trauma. Substance use disorders have long been 
associated with negative outcomes in SMI popu-

lations, and substance abuse increases the likeli-
hood of further trauma victimization.

Research on the concurrent treatment of PTSD 
with co-occurring disorders is limited. A meta- 
analysis on treatment of PTSD comorbid with 
substance abuse found that integrated treatments, 
such as seeking safety and CBT for PTSD, are 
effective at concurrently treating both diagnoses. 
Another treatment, referred to as Concurrent 
Treatment of PTSD and Substance Use Disorders 
using Prolonged Exposure (COPE), was found to 
dually addresses symptoms of PTSD and sub-
stance abuse. Findings across a range of studies 
indicated that COPE is effective at significantly 
reducing PTSD and substance use severity 
(McCauley et al. 2012). When compared with a 

P. G. Panzer et al.



203

relapse prevention treatment, COPE led to greater 
remission of PTSD symptoms while maintaining 
comparable reduction of substance use severity 
(Back et  al. 2019). Despite increasing research 
on treatment of disorders comorbid with PTSD, 
findings remain limited, and additional research 
is needed on more diverse high-risk populations 
(McCauley et  al. 2012). Based on the limited 
information currently available, it is  recommended 
that patients presenting with PTSD plus comor-
bid conditions be treated using an evidence- based 
trauma-focused approach while simultaneously 
integrating additional components targeting spe-
cific co-occurring diagnoses (Bradley et al. 2005; 
Foa 2009).

 Debriefing

The effectiveness of individual Psychological 
Debriefing (PD) and group debriefing, including 
Critical Incident Stress Debriefing (CISD), has 
been debated for many years. Some research has 
indicated that individual PD is not effective at 
reducing symptoms of or preventing PTSD and 
therefore is not recommended for use following 
exposure to a traumatic event (Bisson and Cohen 
2006; Foa 2009; National Institute for Clinical 
Excellence 2005). However, recent literature has 
suggested that several studies conducted on PD 
have shown efficacy as a group treatment for the 
original target population, namely, emergency 
personnel and first responders. Accordingly, it 
has been recommended that the effectiveness of 
PD for this target population be reassessed 
(Tamrakar et al. 2019). Much of the research on 
CISD is marked by flaws in study design and 
misuse of the CISD model (National Institute of 
Mental Health 2002; Robinson 2008; Elhart et al. 
2019). A critical examination of all available 
studies indicates that group-based CISD is also 
likely not effective and not recommended for use 
following traumatic exposure (Foa 2009; 
National Institute for Clinical Excellence 2005).

Clinical guidelines for the treatment of PTSD 
by the National Institute for Clinical Excellence 
and the International Society for Traumatic Stress 
Studies (ISTSS) recommend that PTSD initially 

be treated with a course of trauma-focused cogni-
tive behavioral therapy or EMDR.  However, 
many clinicians have concerns about the endur-
ing beneficial impact of EMDR and that issues 
lead to EMDR as a secondary treatment recom-
mendation. The VA does not recommend EMDR 
as one of its preferred treatments. This exists 
despite a slowly emerging literature on the effec-
tiveness of EMDR (Stanberry et al. 2020; Taylor 
et al. 2003; van Minnen et al. 2020). These guide-
lines do not recommend pharmacological inter-
ventions as first-line treatment; however, 
medications may be indicated for use when there 
is significant sleep disturbance, when severe and 
persistent hyperarousal or depression interferes 
with a person’s ability to make gains in treatment, 
when they refuse to engage in therapy, and when 
therapy alone is not effective at reducing symp-
toms (Foa 2009; National Institute for Clinical 
Excellence 2005; U.S. Department of Veterans 
Affairs National Center for PTSD 2010). The 
clinical standards are not up to date, hence the 
differences seen between recommendations.

 Pharmacological Treatment

Practice guidelines by the American Psychiatric 
Association (APA) conclude that pharmacologi-
cal treatment as well as cognitive-behavioral and 
exposure-based psychotherapies has equal levels 
of empirical support. Additionally, the recom-
mendation for EMDR and narrative exposure 
therapy (NET) was upgraded from suggested to 
recommended following a recent literature 
(American Psychological Association 2017). 
Numerous studies as well as practice guidelines 
from APA and ISTSS indicate that the SSRIs or 
SNRIs should be used as first-line pharmacologi-
cal treatment. Risperidone or olanzapine are rec-
ommended as augmentation pharmacotherapy 
when an SSRI alone does not lead to significant 
symptom relief (American Psychiatric 
Association 2009; Berger et al. 2009; Foa 2009; 
Sullivan and Neria 2009). This recommendation, 
limited to certain medications, is based upon the 
limits of research study. Benzodiazepines are 
contraindicated in PTSD based upon some stud-
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ies – further examination is underway as studies 
have not distinguished recently traumatized indi-
viduals from PTSD. A further summary of cur-
rent research on classes of medication and 
recommendations for their use is presented in 
Table 4.

 The Patient’s Role

PTSD is a disorder unlike any other. There is a 
known trigger (the trauma), and at the heart of the 
disorder is avoidance of talking about what hap-
pened. The clinician’s role is to guide the patient 
through treatment while not forcing forward 
movement or becoming complicit in avoidance. 
For this reason, constant psychoeducation about 
the treatment process and the creation of a safe 
working environment are crucial. Trauma often 
causes feelings of powerlessness, since the indi-
vidual was likely unable to stop the event from 
happening, either physically or emotionally. 
Regaining power, or a sense of mastery over the 
traumatic memory, is a part of recovery. 
Therefore, it is critical for the patient to feel in 
control in the treatment process. The patient must 
remain actively engaged and “drive the train” of 
treatment as the clinician helps to direct it. 
Clinicians should expect patient avoidance, 
which can manifest itself in missed sessions, 
unanswered phone calls, omission of trauma 
details, and non-completion of assignments 
between sessions (a common component of CBT- 
based trauma therapies). The clinician should 
acknowledge these forms of avoidance through 
open communication, so the patient can voice his 
or her fears and concerns in a safe environment 
and so that avoidance does not disrupt effective 
treatment.

 Implementation Issues

There is a parallel between the symptoms of 
PTSD and the impact on implementation. Not 
only do patients experience avoidance as a part of 
PTSD, but often clinical staff and systems are 
complicit in avoiding trauma discussion. On a 

Table 4 Psychopharmacological agents used in PTSD

Medication Recommendations for use
Selective serotonin 
reuptake inhibitors 
(SSRIs)

Considered first-line 
pharmacological intervention 
for non-combat-related PTSD
Paroxetine and sertraline are 
most studied, most prescribed, 
and the only FDA-approved 
medications for treatment of 
PTSD
Recent randomized controlled 
trials indicate that SSRIs may 
not be effective at treating 
combat related PTSD and 
suggest that pharmacological 
alternatives needs to be 
explored

Serotonin and 
norepinephrine 
reuptake inhibitors 
(SNRIs)

Venlafaxine ER is the only 
SNRI studied to date
Results indicate that it is 
equally effective at treating 
PTSD as SSRIs

Antiadrenergic 
agents

Prazosin shown effective for 
improving quality of sleep and 
reducing nightmares
Results on the prophylactic 
effects of propranolol are 
inconclusive, not enough 
current evidence to recommend 
it as an effective preventative 
treatment

Antipsychotics Risperidone or olanzapine 
shown effective as 
augmentation therapy with 
SSRIs or SNRIs

Monoamine oxidase 
inhibitors (MAOI’s)

Has been shown effective at 
reducing re-experiencing 
symptoms but has not been 
extensively tested

Anticonvulsants Results have been varied and 
inconclusive
Cannot be recommended for 
treatment at this time

Benzodiazepines They are contraindicated for 
PTSD treatment and should not 
be used
No evidence supporting the 
effectiveness of preventing or 
reducing the core symptoms of 
PTSD
May reduce the effectiveness of 
CBT
Have historically been 
frequently prescribed to prevent 
trauma-related symptoms or to 
reduce PTSD symptoms
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micro level, clinicians often worry about “re- 
traumatizing” patients by discussing the trauma. 
The clinician must have the skills to talk about 
the treatment process with the patient and to pro-
vide gradual exposure (TF-CBT web 2010). On a 
macro level, research over the past 20 years has 
greatly changed the face of trauma treatment. 
With treatment as usual, such as a  patient- centered 
approach, the trauma may only be addressed as 
the patient raises it, and due to the nature of 
avoidance, this will likely be infrequent. 
Utilization of new methods, such as CBT, CPT 
(cognitive processing therapy), and EMDR, 
requires a shift in approach to the work. It takes 
time for clinics, hospitals, and other treatment 
centers to implement new models and practices, 
become trauma-informed systems of care, and 
utilize universal screening for trauma (Hodas 
2006). This requires training and a different lens 
to be used each time a new patient enters the ser-
vice setting. Utilization of new methods may also 
affect billing and insurance reimbursement. 
Examples of this include art, drama, and body- 
centered therapies that may be effective as a pri-
mary or supplementary method of treating PTSD. 
Despite implementation challenges, many clini-
cal environments have successfully shifted ser-
vices to become trauma-informed and offer more 
trauma-specific services.

 Self-Care and Secondary Trauma 
Prevention

As defined by Osofsky et al. (2008), “vicarious 
traumatization (VT) or compassion fatigue (CF), 
also labeled secondary trauma, refers to the 
cumulative effect of working with survivors of 
traumatic life events…as part of everyday work” 
(p. 91). Pearlman (1995) refers to vicarious trau-
matization as “a process of change resulting from 
empathic engagement with trauma survivors. It 
can have an impact on the helper’s sense of self, 
world view, spirituality, affect tolerance, interper-
sonal relationships, and imagery system of mem-
ory.” Anyone working with trauma survivors is at 
risk of being affected by secondary trauma. Signs 
and symptoms can be similar to those of direct 

traumatization (Osofsky et  al. 2008). Indirect 
exposure to trauma in helping professionals 
increases negative psychological responses, 
including vicarious trauma (VT), secondary trau-
matic stress (STS), and burnout (Cummings et al. 
2018). Although the definitions of these three 
conditions are slightly different, much of the pre-
vention and response is the same for systems and 
individuals. Anyone working with trauma survi-
vors is at risk of being affected by VT, STS, and 
burnout.

Prevention of VT, STS, and burnout is a mat-
ter for both systems and individuals. 
Organizations may monitor their employees’ 
wellness through regular inquiry and strategic 
response to issues of VT, STS, and burnout in 
their workforce. Self- assessment, which can be 
encouraged by organizations, of exposure to 
trauma-related material and symptoms of VT, 
STS, and burnout is an essential step in preven-
tion. Individuals may aid in personal prevention 
through a variety of resilience- oriented activities 
(Ludick and Figley 2017). Personal self-care 
within the workplace should focus on pacing of 
work, building in time to engage in collegial sup-
port, utilizing supervision and crisis help, and 
managing and tolerating the strong affects raised 
by trauma-focused work without clinician or 
supervisory avoidance. It is equally essential that 
clinicians use personal self- care techniques 
within and outside the workplace. In the work-
place, this can include taking breaks; eating 
lunch; going for walks; engaging in brief 
moments of stretching, breathing, or mindful-
ness; not answering every call immediately; and 
creating a soothing office environment. 
Techniques for personal self-care outside the 
workplace include practicing stress management 
through meditation, prayer, conscious relax-
ation, deep breathing, and exercise, obtaining 
emotional support from others, engaging in hob-
bies and enjoyed activities, getting adequate 
sleep, eating regularly, taking vacation, and 
developing a written plan focused on maintain-
ing work-life balance (Quinn et al. 2019). It may 
also be helpful to consider seeking therapy for 
unresolved trauma given the potential activating 
effects of engaging in trauma-focused work.
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On the systems level, there are steps that can 
be taken to prevent VT, STS, and burnout. 
Organizations may also work to emphasize the 
importance of prevention, using such strategies 
as quality supervisory relationships; higher sal-
ary; manageable caseload size (Quinn et al. 2019) 
with daily patient volume expectation tuned to 
the nature of the caseload; and education about 
trauma triggers (Taylor et  al. 2019) to aid in 
 prevention. Staff who engage in exposure to 
patients’ traumatic stories can be helped through 
fostering an environment that is socially support-
ive through opportunities for cognitive process-
ing of traumatic material (Ogińska-Bulik et  al. 
2020), support during crisis, encouraging open 
and supportive communication among employ-
ees, encouraging self-care, demonstrating explicit 
appreciation for work with traumatized patients, 
and providing variance within caseloads. 
Organizations may also help through acknowl-
edgment of multiple layers and complexity of 
stress for clinicians, such as exposure to patients’ 
traumatic stories, personal experiences with 
trauma exposure, and societal stressors, such as 
systemic racism.

Working with survivors of traumatic event(s) 
can be extraordinarily rewarding. In many ways, 
trauma work is arguably different than treating 
other disorders, and it takes tremendous focus, 
determination, and emotional self-care. The 
patient and clinician need to partner in a unique 
way. As patients gain healing from trauma, they 
can often enjoy life and function again, which 
can be enormously satisfying for the clinician 
who witnesses this transformation, contributing 
to a sense of purpose and meaning. This reality 
promotes hope and important antidote for both 
providers and consumers of service.
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Integrated Care and Community 
Psychiatry

John S. Kern and Patrick S. Runnels

 Introduction

Integrated care as defined by a consensus publi-
cation from the Agency for Healthcare Research 
and Quality (AHRQ) is:

The care that results from a practice team of pri-
mary care and behavioral health clinicians, work-
ing together with patients and families, using a 
systematic and cost-effective approach to provide 
patient-centered care for a defined population. This 
care may address mental health and substance 
abuse conditions, health behaviors (including their 
contribution to chronic medical illnesses), life 
stressors and crises, stress-related physical symp-
toms, and ineffective patterns of health care utili-
zation. (Peek et al. 2013)

The authors note that definitions of integrated 
care are inclined to emphasize values and princi-
ples, “rather than functional specifics required for 
a particular implementation to count as ‘the gen-
uine article’.” This chapter will focus on the spe-
cifics of implementation of integrated care to 

date, as opposed to why integrating is philosophi-
cally the right thing to do.

The integration of behavioral health with other 
medical care has been widely pursued over the 
last decade with the goal of addressing three 
intersecting issues:

 1. Access to treatment of behavioral illness 
related to workforce shortages, which could 
be mitigated by primary care providers more 
effectively identifying and treating mild to 
moderate mental illness

 2. Access to the treatment and prevention of 
chronic physical disease for individuals with 
chronic behavioral illness, whose lifespan is 
1–2 decades shorter than that of the average 
individual

 3. Increased recognition that effective manage-
ment of chronic disease is contingent on effec-
tive management of co-occurring behavioral 
health issues

To address all three issues requires two things. 
First, broader healthcare systems must inte-
grate behavioral health services into outpatient 
primary care and specialty settings in order to 
improve access to and engagement with psy-
chiatric services. At the same time, those same 
systems must collaborate with communities to 
develop and deploy strategies that minimize 
the poor health outcomes of people living with 
serious mental illness through the integration 
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of medical care, prevention, and care manage-
ment services into community mental health 
settings.

Both efforts have become central to the provi-
sion of care in spaces occupied by community 
psychiatrists, as evidenced by the advent of 
Certified Community Behavioral Health Clinics, 
which create a platform to improve the monitor-
ing and care of physical health conditions in peo-
ple with serious mental illness, and the expansion 
of  behavioral health care provision in primary 
care settings.  In this chapter, we will focus on 
integration efforts most relevant to the work of 
the community psychiatrist.

 Providing Behavioral Health 
Services in Primary Care Settings 
(BH in PC)

Attempts to establish the provision of behav-
ioral health in primary care settings have a 
long history. Efforts to train primary care phy-
sicians to provide evidence-based psychiatric 
care have produced poor results (Unützer and 
Park 2012). Simple co-location  – bringing a 
psychiatric provider on-site with a stand-alone 
schedule and workflow – is the most common 
form of integration, but also does not effec-
tively increase access to services. Some clinics 
will augment co- location by having the psychi-
atric provider focus on short-term consultation 
and stabilization, with referral back to primary 
care for ongoing management of most cases. 
While this can increase psychiatric capacity by 
reducing long-term caseloads, significant gaps 
in care remain, while many primary care pro-
viders are uncomfortable taking on responsi-
bility for even mild to moderate mental illness 
without more formal support from mental 
health professionals. The two most prominent 
models of true integration of behavioral health 
into primary care are Primary Care Behavioral 
Health and the Collaborative Care Model 
(described below), both of which are character-
ized by concerted efforts at integrating a 
behavioral health provider into the primary 
care workflow.

 Primary Care Behavioral Health

The primary care behavioral health (PCBH) 
model “is a team-based, primary care approach to 
managing behavioral health problems and bio- 
psycho- socially influenced health conditions. 
The model’s main goal is to enhance the primary 
care team’s ability to manage and treat such prob-
lems/conditions, with resulting improvements in 
primary care services for the entire clinic popula-
tion” (Reiter et al. 2018). An on-site behavioral 
health provider, often a psychologist, offers ser-
vices “with the over-arching goal of improving 
primary care in general.” This behavioral health 
provider, usually identified as a “behavioral 
health consultant” (BHC), functions as a general-
ist, working with patients of all ages and condi-
tions, ideally on the day they are referred, as part 
of the clinic’s routine team-based approach to 
care. Interventions by the BHC are focused and 
brief, directed at specific symptoms or functional 
improvement, and leans heavily on educating the 
primary care team to be able to manage mild to 
moderate mental health issues on their own.

The PCBH model does not include a role for a 
psychiatrist and is not designed to provide ongo-
ing care for complex psychiatric disorders. 
Because of the high degree of responsiveness to 
PCP needs  – e.g., immediate ability to engage 
with patients with acute needs in the clinic via a 
“warm handoff” to the behavioral health pro-
vider – these services are well-received by PCPs.

However, according to Reiter, who works in 
the PCBH model, it is “difficult to determine the 
extent to which (if at all) the addition of BHC 
[Behavioral Health Consultant] interventions 
improve outcomes relative to the usual PCP-only 
treatment” (Reiter et al. 2018).

 Collaborative Care Model

The collaborative care model (CoCM) is a spe-
cific type of integrated care, developed at the 
University of Washington, that aims to identify 
and treat diagnosed psychiatric disorders, such as 
depression and anxiety. A team – including the 
PCP, a fully integrated behavioral health provider 
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(typically a licensed social worker, counselor, 
therapist, or registered nurse), and a psychiatric 
consultant (usually remote and consulting by 
phone or video) – use a measurement-based strat-
egy to provide psychiatric care. Following a case-
load review, recommendations from the 
psychiatric consultant flow to the PCP through 
the behavioral health provider. The focus is on 
access to evidence-based psychiatric care where 
it is not otherwise available.

 

Collaborative Care  provides a number of 
opportunities for psychiatric consultants to 
impact care, including consultation for individual 
cases and the education of behavioral healthcare 
managers and other primary care staff, including 
the PCP. The development of treatment protocols 
for commonly encountered clinical situations can 
improve the confidence and competence of pri-
mary care staff, which reduces the need for psy-
chiatrist input over time. An excellent psychiatric 
consultant will keep in mind means of improving 

care for all patients seen in the clinic, not just 
those for which they are directly consulted.

Collaborative Care  has been tested in more 
than 90 randomized, controlled trials in the USA 
and abroad. Several recent meta-analyses make it 
clear that Collaborative Care  consistently 
improves care as usual (Archer et  al. 2012; 
Gilbody et  al. 2006; Woltmann et  al. 2012). It 
leads to better patient outcomes, better patient 

and provider satisfaction, improved functioning, 
and reductions in healthcare costs (Levine et al. 
2005; Schoenbaum et  al. 2002; Unützer et  al. 
2008; Katon et  al. 2002). Recent research has 
focused on expanding care to different popula-
tions and different conditions. Beyond depres-
sion, which was the initial focus of, Collaborative 
Care trials have shown efficacy for ADHD, anxi-
ety disorders, PTSD, bipolar disorder, as well as 
efficacy in a number of different kinds of popula-
tions (e.g., children, general adults, and geriatric 
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populations) in the USA and internationally 
(Silverstein et  al. 2015; Roy-Byrne et  al. 2010; 
Fortney et  al. 2021; Ng et  al. 2020; Hu et  al. 
2020; Bowen et  al. 2020). At least two studies 
have specifically addressed the difference in out-
comes between organizations that include a for-
mal psychiatric caseload review process and 
those that do not and found a significant, positive 
impact of this process on outcomes (Blackmore 
et al. 2018; Unützer et al. 2012).

A 2011 consensus conference identified five 
principles of Collaborative Care. These are 
widely cited but should be regarded as experience- 
tested guidelines for what might be most likely to 
work in providing psychiatric services in a behav-
ioral health setting rather than evidence-based 
guidelines.

 1. Population-Based Care: All patients treated 
and followed using a registry so that no 
patients are missed.

 2. Measurement-Based Treatment to Target: 
Clinical screening and tracking measures are 
used to support treatment and treatment 
adjustments.

 3. Patient-Centered Collaboration: A team of 
providers work together using a shared treat-
ment plan, providing service that takes into 
account the needs and preferences of the 
patient.

 4. Evidence-Based Care: Treatment that has 
been proven to work in the primary care set-
ting is provided first, whether medication 
based or psychotherapy based, according to 
patient preference when appropriate.

 5. Accountable Care: The team and the health-
care organization are responsible for patient 
populations as well as individual patients and 
conduct ongoing quality improvement efforts, 
making success in future value-based pay-
ment (see chapter “Financing Community 
Behavioral Health Services” on Financing for 
more information on value-based care) plans 
more likely.

Stepped Care a framework in which the sim-
plest kind of care is offered first – is a concept 

that can apply to PCBH or, Collaborative 
Care, with more elaborate forms of care follow-
ing if treatment is not effective. For example, this 
framework might recommend behavioral activa-
tion first for patient with mild depression before 
meds.

 Real-World Considerations

Real-world implementation of behavioral health 
integration into primary care often includes 
aspects of both of these models. For example, a 
Collaborative Care team may also work to be as 
accessible as possible to immediate needs for 
PCP consultation and “warm handoffs,” and to 
develop useful brief interventions to respond to 
immediate clinic needs.

At the individual level, few psychiatrists’ 
practices consist entirely of work as a 
Collaborative Care  psychiatric consultant, but 
physician satisfaction in a Collaborative Care 
 setting is high (Levine et al. 2005). The attraction 
of Collaborative Care work derives from the abil-
ity to positively impact the care of an entire popu-
lation, to work with an interesting primary care 
team, to be exposed to a wide range of psychiat-
ric presentations, and to expand one’s scope of 
expertise, as one inevitably is called upon to do. 
The range of disorders presenting to primary care 
includes just about everyone, and every psychiat-
ric consultant requires ongoing self-education, 
often about parts of the specialty that the psychia-
trist hasn’t worked in before.

 Workplace Culture Considerations

The implementation of a Collaborative Care pro-
gram requires everyone involved – the PCP, the 
behavioral health provider, the psychiatric con-
sultant, and, most importantly, the patient  – to 
approach psychiatric care in a new way and to 
take on new duties. This can unfortunately some-
times be experienced by clinicians involved as 
risky, as new and additional work, or as an unwel-
come expansion of scope. Studies of provider 
satisfaction with collaborative care have been 
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very positive, but the transitional phase of imple-
mentation and accommodation can be quite chal-
lenging (Levine et al. 2005). To have the best 
chance of success, implementing organizations 
must identify the following five things:

 1. Leadership Support  – commitment from 
health system leadership overall (e.g., the 
CEO, CFO, and/or CMO) as well as from the 
leads for both the primary care service line 
and the behavioral health service line. 
Leadership needs to repeatedly share a posi-
tive vision for why this model is a necessary 
and important part of the future by (1) creat-
ing clear and consistent messaging that the 
system is culturally invested in a successful 
implementation and willing to see it through, 
even over many years; (2) aligning incentives 
across all stakeholders so that everyone is 
working together from the same script, includ-
ing the clear identification of key metrics to 
assess program success; and (3) clearing space 
and resources to ensure success.

 2. Psychiatrist Champion – In most settings, the 
psychiatric consultant will occupy the role of 
program  champion, serving as both the cul-
tural steward for the model and ambassador to 
primary care – particularly physicians – to do 
the hard work of securing buy-in to change.

 3. Primary Care Physician Champion – this per-
son serves both as a partner to the Psychiatrist 
Champion, including ownership of achieving 
results, and a cultural steward and ambassador 
while also providing primary care physicians 
with a resource who understands their practice 
and their concerns.

 4. Lead Behavioral Health Care Manager – on 
the day-to-day level, the BHCMs do the hard 
work of driving implementation at the level of 
an individual practice. That work requires a 
temperament suited to change, but also sup-
port for managing practice and patient resis-
tance, which can easily lead to BHCM burnout 
(and high turnover of BHCMs will sink 
CoCM). As systems expand beyond one prac-
tice, BHCMs will need to have someone sup-
porting their work, holding term to account 

for adhering to the model, and maintaining a 
positive outlook when seemingly intractable 
difficulties are encountered.

 5. Investment in Team Culture – as is necessary 
for any high-functioning team, the psychia-
trist and BHCM must commit to spending 
direct time with the primary care team to 
ensure everyone agrees on and understands 
the roles and responsibilities of the primary 
care provider, the BHCM, and the consultant 
psychiatrist. In addition, they must have clear, 
agreed-upon channels of communication. 
While the tasks at hand can be accomplished 
remotely, building a new team culture entirely 
remotely can be a challenge. If the BHCM 
must operate remotely, team leads must be 
even more intentional about protecting inten-
tional team-building time.

 Financing Integrated Care

The model of team-based behavioral health in 
primary care, with a significant role for indirect 
consultation on the part of the psychiatric consul-
tant, can be financially sustainable but doesn’t fit 
well into a fee-for-service funding environment, 
which is organized around patient encounters. In 
just the past few years, CPT codes devised for 
collaborative care have been created and funded 
by Medicare, Medicaid in a growing number of 
states and many private insurers. These codes are 
time-based: paid according to the time spent by 
the behavioral healthcare manager in a calendar 
month for all activities related to the care of the 
patient. They include caseload review with the 
psychiatric consultant, contact with the primary 
care provider, face-to-face contact with the 
patient, or other activities on behalf of the patient. 
Among the collaborative care codes is a code for 
“general care management and BHI services” 
which has less stringent billing requirements than 
the collaborative care codes and will generally 
cover PCBH services if the time requirement is 
met.

Several facets of this unusual billing structure 
can create barriers to sustainability. Billing the 

Integrated Care and Community Psychiatry



216

CoCM codes requires a means – preferably built 
into an electronic health record  – to tally this 
expenditure of time for each patient to be billed. 
While some EMRs have an integrated registry 
available within the EMR, many providers will 
be forced to rely on a stand-alone registry, which 
invariably leads to duplicate documentation, 
reducing BHM time and efficiency. Furthermore, 
while the AIMS center has an Excel-based regis-
try that is maintained and updated for CoCM, it 
comes at an additional cost.

Medicare and commercial payers also require 
cost sharing in the form of co-pays, or in high- 
deductible plans, responsibility for all or most 
of the cost until the deductible has been met. 
Patients can and will be confused by a service 
provided within the context of a primary care 
visit that is billed separately and adds unantici-
pated costs above what they may have expected. 
In order to prevent confusion, Medicare insti-
tuted a requirement that individuals give con-
sent for the service before a bill can be submitted. 
However, the consent process itself often serves 
as a barrier to accepting care as people try to 
calculate the difference between a potential co-
pay for a specialist appointment outside the 
CoCM environment compared to the risk of 
being responsible for most of the expense of the 
CoCM bill, which cannot be determined until 
the service is billed. Some non-Medicare payers 
do not require the co-pay and its attendant con-
sent process.

Information about the codes and implemen-
tation recommendations were published in 2020 
by the American Psychiatric Association, which 
has been a leader in advocacy for funding col-
laborative care services, and are available for 
free at https://www.psychiatry.org/psychiatrists/
practice/professional-interests/integrated-care. 
(American Psychiatric Assocation 2020).

 Primary Care in Behavioral Health 
(PC in BH)

Integration of medically focused services into 
behavioral health settings has generally focused 
on efforts to improve the excess mortality of 
people living with serious mental illness. 
Prescriber adherence to monitoring guidelines is 
poor for patients prescribed antipsychotic medi-
cation in general, certainly in adults, but alarm-
ingly in children (Correll 2011; Mclaren et  al. 
2017). Nomenclature for this work can be chal-
lenging given the lack of an agreed-upon stan-
dard term. The following terms are used in 
various contexts:

• “Reverse Integration,” based on the notion 
that integration is normally the provision of 
behavioral health services in primary care 
settings

• “Bidirectional Integration”
• “Whole Health”
• Primary Behavioral Health Care (obviously 

easy to confuse with “primary care behavioral 
health,” discussed in the previous section)

• Medical Care Management
• Medical Care Management for people living 

with serious mental illness
• Behavioral Health Homes
• Integration of General Health

For the purposes of this chapter, with no 
attempt to name the work definitively, we will 
use the term Primary Care in Behavioral Health, 
abbreviated PC in BH.

Most PC in BH programs have a common 
behavioral health home approach in which teams 
may be constituted differently, but may  include 
the individuals and responsibilities summarized 
in Table 1.
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Table 1 Individuals and responsibilities in PC in BH programs

Team member Activities
Psychiatric 
care providers

In order to effectively and safely treat patients, they should be responsible to:
  Diagnose and treat psychiatric disorders, usually including medication
  Prescribe psychopharmacological treatment that minimizes negative effects on medical 

conditions like obesity or diabetes
  Keep track of medical conditions that might impact the patient’s medications and treatment. 

These conditions are usually (but not always) treated elsewhere
  Order, review, and respond to lab data
  Monitor and respond to information about physical measurements like blood pressure or weight
  Watch ALL the patient’s medications (psychiatric and otherwise) for undesirable interactions. 

This includes medications the psychiatric care providers might not have prescribed
  Respond to patients concerns about medical care and physical symptoms
  Educate patients, their families, and clinic staff on medical information
  Function as a liaison with outside medical providers. There are times when this can significantly 

smooth out difficulties with those outside providers
  Coordinate care with outside medical agencies including clinics, pharmacies, medical 

equipment suppliers, labs, and more
  Lead the development of overall approach to physical health, including screening and 

management protocols
  Oversee and maintain a registry for tracking patients
  Make decisions about how to deploy case managers and other staff to best support patients in 

the program

Clinical 
support staff 
(e.g., medical 
assistants)

Play an important frontline role in the clinic. They are often the first to encounter a patient in clinic 
and help with the medical rooming process or intake process
Collect patient weight, blood pressure, and lab samples
May do much of what a nurse commonly does around lab work, care coordination and follow-up, 
and entering data in a registry of clients

Administrative 
support staff

Manage appointments
Serve as frontline point of contact with the program for patients and other providers – this can be a 
pivotal role
Troubleshoot issues with practical matters, like bills, transportation, needed documentation like 
work releases, disability paperwork, etc.

Nurse care 
managers

Focus on use of data in making decisions about how to deploy case managers and other staff to 
best support patients in the program
Day-to-day overall management of the program and staff

Case managers The behavioral health case manager, though they do not provide direct psychiatric or medical 
treatment, plays a crucial role in the support and coordination of medical care and in the support 
of healthier living for patients
This is done in a number of ways:
  Direct personal contact and support
  The relationship the case manager has with the patient is maybe the most powerful driver of 

improvements in health behavior
  Coordination with medical system and with the social benefit system [e.g., Medicaid, disability, 

housing authorities, etc.]
  Support of healthy behaviors
  Support of adherence to medical treatment
  Shared decision-making with patients

Peers Peers are individuals with lived experience of mental illness who can also work with patients in 
this setting to offer practical and emotional support and often tasks similar to those carried out by 
case manager

Family/
support 
system

Sadly, many of the individual with serious mental illness that we care for have been separated 
from their families, but when available, involved families can play a powerful role in supporting 
health, and their involvement should be encouraged

Mental health 
and substance 
use disorder 
providers

In most behavioral health organizations, therapists do not play a central role in supporting physical 
health. But their engagement and support of the care management team’s efforts can help patients 
have a positive attitude toward the program
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 Examples to Date of PC in BH 
Programs

 Primary Care Access, Referral, 
and Evaluation (PCARE)

In this program, nurse care managers communi-
cate and advocate with medical providers on 
behalf of their patients, provided health educa-
tion to patients, and supported patients to over-
come barriers to accessing primary medical care. 
This improved the quality of medical care pro-
vided and reduced some measures of cardiovas-
cular risk (Druss et al. 2010).

 Primary Behavioral Health Care 
Initiative (PBHCI)

This program included a behavioral health orga-
nization partnering with primary care. It used a 
team approach where the PCP acted as a consul-
tant, while the case manager coordinated a 
patient’s care. Data was tracked and used to 
inform care. Several Washington State behavioral 
health agencies participated.

 Behavioral Health Homes

The most successful approach to date has been 
the Medicaid Community Mental Health Center 
Behavioral Health Home program in Missouri, 
which designed its model with three distinctive 
features:

• A team that included case managers, nurse 
care managers, and PCP consultants

• Case managers for tasks including health edu-
cation, support for positive health behaviors, 
and logistical support for medical care

• Data intensively to guide support and treat-
ment to patients who were in need of more 
focused care or adjustment of care

This approach improved a number of health 
outcomes for patients and saved the state mil-

lions of dollars. However, it has been difficult to 
replicate in other states, where the needed 
administrative infrastructure and access to 
shared data has been less available and where 
patient selection may have been less focused. 
Still, the behavioral health home approach as 
outlined above serves as the model for most 
present-day programs.

 Certified Community Behavioral 
Health Centers (CCBHCs)

This demonstration program, in 42 states as of 
2022, was designed to support the creation of 
model systems that provide total, comprehen-
sive care for people with serious mental illness 
(SMI). CCBHCs are required to provide a full 
range of high-quality services to community 
mental health populations. The funding for 
these additional services is provided by a pro-
spective payment model similar to that found in 
Federally Qualified Health Centers. During the 
COVID epidemic, hundreds of “expansion” 
CCBHC grants in other states were awarded on 
a time-limited basis (2  years). CCBHCs have 
broadly been able to meet requirements and 
improve access to services, particularly crisis 
and medication-assisted treatment of substance 
use disorder. While some early cost information 
is available, data on impact of health utilization 
have not been published yet.

While managing medical illness in the 
behavioral health setting is not the primary aim 
of the CCBHC program, one of nine required 
services is “primary care screening and moni-
toring.” To date, the prospective payment model 
represents the most sustainable platform for 
supporting novel, comprehensive, team-based 
approaches to the excess mortality of people 
with serious mental illness. While less has been 
reported or examined about how expansive 
CCBHCs have been in using the program to 
specifically impact long- term physical out-
comes of this population, one leading example 
from Cascadia in Oregon, of which the 
authors of this chapter are familiar, shows what 
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is possible. They used CCBHC funding to 
implement:

• Medication-assisted treatment for opioid use 
disorders

• Improvements in medical care coordination
• Integrated primary care services embedded 

with the behavioral health setting
• Construction of a population health infra-

structure that enables them to carry out a risk 
stratification project reducing medical hos-
pitalizations for their vulnerable SMI 
population

 Evidence for the Effectiveness of PC 
in BH

Various behavioral health home programs have 
been able to show improvements in process met-
rics (e.g., an improved number of patients receiv-
ing recommended preventive services or a higher 
proportion of evidence-based services for cardio-
vascular conditions), and study patients were 
more likely to have a primary care provider 
(Druss et al. 2017). Significant improvements in 
outcome metrics, on the other hand, have been 
minimal, though a 2010 study did show improved 
scores on the Framingham Cardiovascular risk 
index. This circumstance is not unlike the equiv-
ocal or negative results seen in other attempts to 
address the needs of other health disparity groups, 
such as those of the Camden Coalition “hot-spot-
ting” work with high-need, high-cost populations 
using a care management model (Finkelstein 
et al. 2020).

Barriers to effectiveness of health home pro-
grams include:

• The demands upon behavioral health agencies 
adding a significant physical health-related 
stream of work to their mission and learning 
to work in a measurement-based model

• The slow development of health information 
technology permitting a shared electronic 
medical record for partners

• The reluctance or inability of funders, such as 
Medicaid Managed Care Organizations, to 
share data

• The lack of readily available primary care 
partners willing to provide physician expertise 
for this population

• The profound impact of health behaviors and 
social determinants of health, independent of 
the presence of severe mental illness

• The lack of dependable financial support for 
this part of patient care in the behavioral 
health sector

Despite these barriers, most approaches to 
improving the health outcomes for people living 
with serious mental illness continue to be struc-
tured along behavioral health home lines:

[Findings of the Druss et  al HOME behavioral 
health home trial…] suggest a clear path for 
improving care and outcome: operationalization of 
the core principles of Collaborative Care including 
the implementation of evidence-based lifestyle 
modification interventions and pharmacotherapy; 
real integration of clinical pathways and data 
reporting between behavioral health and primary 
care providers; and a stepped care approach to tai-
loring treatment to the level of specific risk of indi-
vidual patients. (Chwastiak and Fortney 2017)

Coordination of care and lifestyle modification 
may not be enough to optimize health outcomes 
in SMI populations, who carry a formidable bur-
den of social determinants of health. As Druss 
says, “[…]it is possible, even under challenging 
real-world conditions, to improve quality of care 
for patients with serious mental illness and car-
diovascular risk factors. Improving quality of 
medical care may be necessary, but not sufficient, 
to improve the full range of medical outcomes in 
this vulnerable population” (Druss et al. 2017). To 
that end, successful approaches to the health of 
SMI populations will likely overlap with more 
general societal efforts to address income and 
health access disparities, such as the Housing is 
Health movement (Taylor 2018).

 Financial Barriers 
and Opportunities in PC in BH

Along with the challenge of implementing effec-
tive clinical approaches, to address the medical 
needs of individuals with serious mental illness is 
the challenge of financial sustainability. Reliable 
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streams of funding to support this work suffer from 
siloed funding for the treatment of serious mental 
illness. Public entities with dollars allocated toward 
the treatment of individuals with severe mental ill-
ness have not traditionally included medically 
focused care management as part of their array of 
funded services, and as mental health funding is 
constantly under pressure, expanding the scope of 
care is challenging. While some Medicaid-
managed care organizations have considered fund-
ing these efforts in the hope that this would offset 
other costs from acute care of serious physical ill-
ness in these populations, they have been reluctant 
to invest without clear demonstration that the cost 
would be offset by reduced utilization of medical 
services. We note here that some states have 
allowed for expansion of the scope of behavioral 
health clinical case management services to include 
activities related to managing chronic disease for 
individuals with severe mental illness. As of 2022, 
the dissemination and effectiveness of those 
changes had not been studied.

While grants (like the SAMHSA PBHCI 
grants and CCBHC expansion grants) can offset 
start-up costs, sustainability strategies are 
needed. As referenced above, CCBHCs aug-
ment FQHC funding with the goal of inducing 
traditional FQHCs to build programming that 
meets the comprehensive needs of those with 
severe mental illness. Yet, engaging primary 
care providers to consider SMI populations as 
an important project is challenging, especially 
for primary care providers serving populations 
with low rates of serious mental illness: in most 
primary care settings, people living with SMI 
just aren’t a large enough percentage of the pop-
ulation to prompt the implementation of special-
ized services on their behalf.

Rather than waiting for hesitant FQHCs to 
move forward, however, many community mental 
health centers (CMHC) have elected to become 
FQHCs themselves. This path is neither simple 
nor quick: the application process alone takes 
about 2 years, and the intensity of FQHC regula-
tory and quality requirements stand can easily 
overwhelm CMHC leadership unaccustomed to 
such complex governance. Yet the trend is grow-
ing, and CMHCs on the other side of the process 

note that work was worth it, giving them direct 
control over designing care pathways to meet their 
patients’ needs while providing a host of new 
funding streams that can buffer funding cuts on the 
behavioral health side. Furthermore, because their 
core identity was forged as community mental 
health providers, they do not need to worry about 
assimilating the culture of caring for the marginal-
ized populations of individuals with severe mental 
illness and substance use disorders that traditional 
FQHCs might be resistant to serving.

 The Role of the Psychiatrist 
in Integrated Care

Though integrated programs can be executed 
without psychiatrist involvement, in most set-
tings psychiatric leadership can catalyze integra-
tion. A recent white paper describes the role of 
the fully deployed psychiatrist in a community 
mental health setting (National Council Medical 
Directors Institute 2021). A skillful psychiatric 
provider can add a great deal of value to the clini-
cal enterprise of a behavioral health agency in the 
following ways:

• The psychiatric provider bears clinical license, 
leadership, and responsibility to make final 
care decisions, especially in complex cases. 
This responsibility extends to medicolegal 
decision-making.

• The psychiatric provider can contribute the 
broadest knowledge of psychiatric diagnosis 
and treatment, including pharmacological and 
psychosocial interventions. The responsibility 
for keeping the team up-to-date on 
 developments in the field should rest with the 
psychiatric provider.

• The psychiatric provider can act as a role 
model for teams by demonstrating that bound-
aries between medical and psychosocial are 
illusory and must be integrated in the care of 
patients.

• The psychiatric provider has a special role in 
educating patients and families because of 
their in-depth familiarity with diagnoses and 
the range of available treatment and the cul-
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tural sensitivities patients and families ascribe 
to both.

• The psychiatric provider can lead the team in 
integrated care and interagency collaboration. 
In a psychiatric setting that monitors and sup-
ports the physical health of people with SMI, 
the psychiatric provider can champion the 
agency’s approach to these issues.

• Because serious mental disorders are biomed-
ical conditions that require accurate diagnosis, 
medicolegal decisions, and pharmacological 
treatments, the role of the psychiatrist is of 
special importance on a mental health team.

The role of the psychiatric consultant in the 
Collaborative Care Model is even more central. A 
skillful consultant not only reviews and consults 
on primary care caseloads, but offers direct con-
sult and curbside availability, helps create and 
improve workflows for behavioral health-related 
conditions and scenarios, and offers a continuing 
stream of education and practical training at the 
point of need. Examples of this might include 
assisting the primary care organization with its 
response to caring for patients with opioid use 
disorder or developing responses for managing 
patients with suicide risk effectively. It might 
also include educating primary care staff on the 
management of people living with SMI, who 
might otherwise be viewed as too challenging to 
engage with.

Finally, the physician’s status as a consultant 
and subject matter expert in a scarcity specialty 
can lead to significant leverage in advocating 
within the primary care organization for change 
in services and policies that will improve psychi-
atric care and care overall in the clinic. For exam-
ple, psychiatrists can advocate for rational 
development of clinic schedules for behavioral 
health managers or for reducing productivity 
pressure to make space for consultation time. 
Health system leadership benefits from regular 
reinforcement by psychiatrists of the value the 
program brings, including improved access to 
behavioral healthcare and the impact on primary 
care provider quality of life and retention, all for 
a remarkably small amount of psychiatric consul-
tant time.

 Conclusion

In the introduction to this chapter, we described 
three reasons for pursuing integrated models of 
care: addressing scarcity, improving efficacy, and 
addressing disparities in care. As we conclude, 
we return to answering those questions.

Regarding access, data on the number of 
patients seen in integrated settings is not readily 
available. We do know that  CoCM has been 
implemented hundreds, if not thousands of times. 
On the other side of the coin, more than 400 
CMHCs have been awarded CCBHC grants over 
the past decade, offering opportunities to inte-
grate primary care into behavioral health 
settings.

Regarding efficacy, the evidence base for 
collaborative care powerfully supports a case 
for having improved the outcomes of treatment 
in primary care where it has been implemented, 
whereas programs addressing the support of 
medical outcomes in people living with serious 
mental illness have been less successful to 
date. Regarding disparities, BH in PH pro-
grams address issues of access to psychiatric 
services for people who are unable or unwill-
ing to pursue care in formal behavioral health 
settings, while programs addressing behavioral 
health home approaches to medical outcomes 
for individuals with severe mental illness have 
shown improvement in the quality of medical 
care received, even if programs that have a sus-
tained impact on physical health outcomes 
remain elusive.

This review of the integration of behavioral 
health and physical healthcare has focused on 
issues most germane to the work of the com-
munity psychiatrist. The particulars of how 
models of care are implemented and how they 
are funded can be expected to change quickly, 
but the practice of providing care in alternative 
settings and using new treatment models is 
here to stay, especially given the ongoing 
uptake of strategies such as collaborative care, 
the increasing demand for psychiatric services, 
and the insufficient supply of psychiatric prac-
titioners to meet this demand using a tradi-
tional model of care.

Integrated Care and Community Psychiatry



222

Citations

American Psychiatric Assocation. (2020). Last accessed 
on January 1st, 2022 at https://www.psychiatry.
org/psychiatrists/practice/professional-interests/
integrated-care

Archer J, Bower P, Gilbody S, Lovell K, Richards D, 
Gask L, Dickens C, Coventry P. Collaborative care for 
depression and anxiety problems. Cochrane Database 
Syst Rev 2012;10:CD006525.

Blackmore M, Carleton K, Ricketts S, Patel U, Stein D, 
Mallow A, Deluca J, Chung H. (2018). Comparison 
of Collaborative Care and Colocation Treatment 
for Patients with Clinically Significant Depression 
Symptoms in Primary Care. Psychiatric Services 69. 
Appi.ps.2017005. Doi: https://doi.org/10.1176/appi.
ps.201700569

Bowen DJ, Powers DM, Russo J, Arao R, LePoire E, 
Sutherland E, Ratzliff ADH.  Implementing col-
laborative care to reduce depression for rural native 
American/Alaska native people. BMC Health Services 
Research (2020) 20:34. Doi: https://doi.org/10.1186/
s12913- 019- 4875- 6

Chung H, Smali E, Narasimhan V, Talley R, Goldman 
ML, Ingoglia C, Woodlock W, Pincus HA; Advancing 
Integration of General Health in Behavioral Health 
Settings A Continuum-based Framework. New  York 
Community Trust, 2020.

Chwastiak L and Fortney J, Learning to Integrate 
Cardiometabolic Care in Serious Mental Illness: Am 
J Psychiatry 174:3, March 2017.

Correll CU. Safety and tolerability of antipsychotic treat-
ment in young patients with schizophrenia. J Clin 
Psychiatry. 2011 Aug;72(8):e26. Doi: https://doi.
org/10.4088/JCP.9101tx5c. PMID: 21899814.

Druss BG, Chwastiak L, Kern J, Parks JJ, Ward MC, 
Raney LE.. Psychiatry’s Role in Improving the 
Physical Health of Patients With Serious Mental 
Illness: A Report From the American Psychiatric 
Association. Psychiatric Services 2018; 69:254–256; 
Doi: https://doi.org/10.1176/appi.ps.201700359

Druss BG, Esenwein S, Compton MT, Rask KJ, Zhao 
L, Parker RM. A Randomized Trial of Medical Care 
Management for Community Mental Health Settings: 
The Primary Care Access, Referral, and Evaluation 
(PCARE) Study. Am J Psychiatry 2010; 167: 151–159.

Druss BG, von Esenwein SA, Glick GE, Deubler E, Lally 
C, Ward MC, Rask KJ. Randomized trial of an inte-
grated behavioral health home: the Health Outcomes 
Management and Evaluation (HOME) study. Am J 
Psychiatry 2017; 174: 246–255.

Finkelstein A, Zhou A, Taubman S, Doyle J. Health Care 
Hotspotting  — A Randomized, Controlled Trial: N 
Engl J Med 2020; 382:152–162. Doi: https://doi.
org/10.1056/NEJMsa1906848.

Fortney JC, Bauer AM, Cerimele JM, et al. Comparison of 
Teleintegrated Care and Telereferral Care for Treating 
Complex Psychiatric Disorders in Primary Care: A 
Pragmatic Randomized Comparative Effectiveness 

Trial. JAMA Psychiatry. 2021;78(11):1189–1199. Doi: 
https://doi.org/10.1001/jamapsychiatry.2021.2318.

Gilbody S, Bower P, Fletcher J, Richards D, Sutton 
AJ. Collaborative Care for Depression. A Cumulative 
Meta-analysis and Review of Longer-term Outcomes. 
Arch Intern Med. 2006;166:2314–2321.

https://www.psychiatry.org/psychiatrists/practice/
professional- interests/integrated- care/get- paid 
accessed 01/15/2021.

Hu J, Wu T, Damodaran S, Tabb K, Bauer A, Huang H. The 
Effectiveness of Collaborative Care on Depression 
Outcomes for Racial/Ethnic Minority Populations in 
Primary Care: A Systematic Review. Psychosomatics, 
2020 (6): 623–644.

Katon WJ, Roy-Byrne P, Russo J, Cowley D. 2002, op. cit. 
Cost-effectiveness and Cost Offset of a Collaborative 
Care Intervention for Primary Care Patients with Panic 
Disorder. Archives of General Psychiatry. December 
2002;59(12):1098–1104.

Leading a Bold Shift in Mental Health & Substance Use 
Care: A CCBHC Impact Report, May 2021. National 
Council for Mental Wellbeing, Washington DC, 2021.

Levine S, Unützer J, Yip JY, Hoffing M, Leung M, Fan MY, 
Lin EH, Grypma L, Katon W, Harpole LH, Langston 
CA. Physicians’ satisfaction with a collaborative dis-
ease management program for late-life depression 
in primary care. Gen Hosp Psychiatry. 2005 Nov–
Dec;27(6):383–91. Doi: https://doi.org/10.1016/j.gen-
hosppsych.2005.06.001. PMID: 16271652.

Mclaren J, Brunette MF, McHugo GJ, Drake RE, 
Daviss WB.  Monitoring of Patients on Second- 
Generation Antipsychotics: A National Survey of 
Child Psychiatrists. Psychiatric Services 2017 68:9, 
958–961.

National Council for Behavioral Health Medical Directors 
Institute: Optimizing the Psychiatric Workflow Within 
A Team-Based Framework, National Council for 
Behavioral Health, Washington DC, 2021.

Ng TP, Nyunt MSZ, Feng L, Kumar R, Fones CSL, Ko 
SM.  Collaborative care for primary care treatment 
of late-life depression in Singapore: Randomized 
controlled trial. Int J Geriatr Psychiatry. 2020 
Oct;35(10):1171–1180. Doi: https://doi.org/10.1002/
gps.5353. Epub 2020 Jun 4. PMID: 32453449.

Peek CJ and the National Integration Academy Council. 
Lexicon for Behavioral Health and Primary Care 
Integration: Concepts and Definitions Developed 
by Expert Consensus. AHRQ Publication No.13- 
IP001- EF.  Rockville, MD: Agency for Healthcare 
Research and Quality. 2013. Available at: http://inte-
grationacademy.ahrq.gov/sites/default/files/Lexicon.
pdf.

Reiter JT, Dobmeyer AC, Hunter CL. The Primary Care 
Behavioral Health (PCBH) Model: An Overview and 
Operational Definition. J Clin Psychol Med Settings. 
2018 Jun;25(2):109–126. Doi: https://doi.org/10.1007/
s10880- 017- 9531- x. PMID: 29480434.

Roy-Byrne P et al. Delivery of evidence-based treatment for 
multiple anxiety disorders in primary care: A randomized 
controlled trial. JAMA. 2010 May 19;303(19):1921–8. 

J. S. Kern and P. S. Runnels

https://www.psychiatry.org/psychiatrists/practice/professional-interests/integrated-care
https://www.psychiatry.org/psychiatrists/practice/professional-interests/integrated-care
https://www.psychiatry.org/psychiatrists/practice/professional-interests/integrated-care
https://doi.org/10.1176/appi.ps.201700569
https://doi.org/10.1176/appi.ps.201700569
https://doi.org/10.1186/s12913-019-4875-6
https://doi.org/10.1186/s12913-019-4875-6
https://doi.org/10.4088/JCP.9101tx5c
https://doi.org/10.4088/JCP.9101tx5c
https://doi.org/10.1176/appi.ps.201700359
https://doi.org/10.1056/NEJMsa1906848
https://doi.org/10.1056/NEJMsa1906848
https://doi.org/10.1001/jamapsychiatry.2021.2318
https://www.psychiatry.org/psychiatrists/practice/professional-interests/integrated-care/get-paid
https://www.psychiatry.org/psychiatrists/practice/professional-interests/integrated-care/get-paid
https://doi.org/10.1016/j.genhosppsych.2005.06.001
https://doi.org/10.1016/j.genhosppsych.2005.06.001
https://doi.org/10.1002/gps.5353
https://doi.org/10.1002/gps.5353
http://integrationacademy.ahrq.gov/sites/default/files/Lexicon.pdf
http://integrationacademy.ahrq.gov/sites/default/files/Lexicon.pdf
http://integrationacademy.ahrq.gov/sites/default/files/Lexicon.pdf
https://doi.org/10.1007/s10880-017-9531-x
https://doi.org/10.1007/s10880-017-9531-x


223

Doi: https://doi.org/10.1001/jama.2010.608. PMID: 
20483968; PMCID: PMC2928714.

Schoenbaum M, Unützer J, McCaffrey D, Duan N, 
Sherbourne C, Wells KB. The Effects of Primary Care 
Depression Treatment on Patients’ Clinical Status 
and Employment. Health Services Research. October 
2002;37(5):1145–1158.

Silverstein, M, et al. Collaborative Care for Children With 
ADHD Symptoms. Pediatrics 2015, 135, e858.

Taylor L.  Housing and Health: An Overview of the 
Literature. Health Policy Brief, Health Affairs. 2018. 
Doi: https://doi.org/10.1377/hpb20180313.396577.

Unützer J, Chan YF, Hafer E, Knaster J, Shields A, Powers 
D, Veith RC.  Quality improvement with pay-for- 
performance incentives in integrated behavioral health 
care. Am J Public Health. 2012 Jun;102(6): e41–5. 
Doi: https://doi.org/10.2105/AJPH.2011.300555. 

Epub 2012 Apr 19. PMID: 22515849; PMCID: 
PMC3483954.

Unützer J, Katon WJ, Fan MY, et  al. Long-term Cost 
Effects of Collaborative Care for Late-life Depression. 
The American Journal of Managed Care. February 
2008;14(2):95–100.

Unützer J, Park M. (2012). Strategies to improve the 
management of depression in primary care. Primary 
care, 39(2), 415–431. https://doi.org/10.1016/j.
pop.2012.03.010.

Woltmann E, Drogan-Kaylor A, Perron B, Georges H, 
Kilbourne AM, Bauer MS. Comparative Effectiveness 
of Collaborative Chronic Care Models for Mental 
Health Conditions Across Primary Specialty and 
behavioral health Care Settings: Systematic Review 
and Meta-Analysis. Am J Psychiatry 2012, 169; 
790–804.

Integrated Care and Community Psychiatry

https://doi.org/10.1001/jama.2010.608
https://doi.org/10.1377/hpb20180313.396577
https://doi.org/10.2105/AJPH.2011.300555
https://doi.org/10.1016/j.pop.2012.03.010
https://doi.org/10.1016/j.pop.2012.03.010


225

Group Appointments 
in Psychiatry+

Benjamin Crocker, Wesley E. Sowers, 
and Leslie Hartley Gise

 Introduction

In recent decades, the demand for treatment with 
psychotropic medications has increased faster 
than psychiatric clinicians (psychiatrists, psychi-
atric nurse practitioners, and physician assistants) 
have been trained to properly prescribe their use. 
Primary care settings have stepped up to respond 
to some of this demand, but access to timely psy-
chiatric and medication-assisted substance abuse 
treatment is strained even in urban areas of the 
USA where specialty clinicians tend to congre-
gate. Group medical appointments for patients 
with mental illness or substance use problems are 
a powerful treatment vehicle for combining med-
ical and psychosocial treatments in an efficient 
and accessible format. Group appointments were 
once widespread as the focus of treatment for 
persons with severe psychiatric illness as they 
were rapidly shifted from state hospitals to com-

munity mental health centers following the devel-
opment of Medicare, Medicaid, and social 
security disability benefits. The availability of 
more effective medications for psychiatric disor-
ders allowed longer tenure in the community for 
many of these individuals (Stone 1993). Despite 
significant clinical evidence for their effective-
ness, few prescribers currently run groups for 
their patients. Today, group psychotherapy is 
rarely part of psychiatric education. Despite this, 
as economics and clinician shortages create pres-
sure for systems change, group medical visits as 
an alternative to individual appointments will 
likely be encouraged. As medical providers are 
pressured by systems and patient demand to see 
patients for a steady stream of relatively brief 
appointments, burnout is a threat. Longer group 
sessions in partnership with another member of 
the treatment team can be a relieving change of 
pace. Likewise, as mental health and primary 
care systems converge, group treatments offer an 
attractive and efficient option for people seeking 
care outside traditional behavioral health 
settings.

 History

In 1927 Pratt applied group treatment originally 
developed for tuberculosis patients in 1905 to 
patients with medically unexplained physical 
symptoms and found improved outcomes with 
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increased efficiency (Pratt 1953; Sabin 1990). 
Pratt incorporated a biopsychosocial model that 
included outreach, an interdisciplinary involve-
ment, spirituality, relaxation, and meditation. 
Group psychotherapy became a prominent inter-
vention in mental health services in England and 
the USA during World War II.  In the period 
between the world wars, the effects of exposure 
to the traumas of war on both civilians and com-
batants came to be appreciated, and it was hoped 
that mental health services would reduce morbid-
ity in both populations. However, the number of 
trained clinicians could not meet the demand for 
one to one treatment sessions, so group psycho-
therapy was attempted and proved to be helpful 
for many. After the war, theories of group psy-
chotherapy reflected the overall dominance of 
psychoanalytic theory, but in psychiatric hospi-
tals and within growing community mental health 
centers, the development of supportive and psy-
choeducational group therapy continued. In 1970 
Yalom (1970) identified ten curative factors 
resulting from group therapy:

• Imparting of information
• Instillation of hope
• Universality
• Altruism
• The corrective recapitulation of the primary 

family group
• Development of socializing techniques
• Imitative behavior
• Interpersonal learning
• Group’s cohesiveness
• Catharsis

Although there are a variety of formats used 
for group therapy, and some variability in struc-
ture and emphasis, most groups do incorporate 
some or all of these curative factors, including 
the medication management groups that will be 
the focus of discussion in this chapter.

Since the establishment of Alcoholics 
Anonymous (AA) in the 1930s, groups became 
increasingly important to persons attempting to 
recover from substance use problems. Although 
these group experiences initially developed inde-
pendently of professional clinicians, since the 

middle of the twentieth century, they were 
increasingly incorporated into professionally run 
substance use treatment programs. With the 
reduction in long-term state hospital stays in the 
1960s, outpatient group therapy for patients with 
severe mental illness was used in many commu-
nity programs to treat patients now living in the 
community (Stone 1991; Abrahamson and 
Fellow-Smith 1991).

When clozapine began to be used in the USA 
in the early 1990s for patients with treatment- 
resistant psychotic or manic symptoms, treat-
ment groups for patients taking this medication 
were developed to meet the demand for the spe-
cial monitoring and psychoeducation required for 
recipients. Often a single doctor-nurse team 
would manage all the patients in a large clinic 
taking clozapine. A similar scenario was observed 
in the early days of lithium use. Groups were also 
developed for the treatment of anxiety and 
depression. Some of these grew out of marketing 
trials for antidepressant or anti-anxiety medica-
tions, which often offered treatment at little or no 
cost. The people who participated could access 
some ongoing services that were available with 
limited staff or expense. Groups that combined 
ongoing prescribing of medication with behav-
ioral and cognitive therapy were often organized 
to manage these service users. Groups have been 
used for a variety of other special populations 
including medical patients, psychiatric patients 
in medical settings, personality disorders, 
trauma-induced disorders, substance use disor-
ders, and premenstrual syndromes, to name a few 
(Gise 1989). Recently, group treatments have 
been used increasingly for patients receiving 
medication-assisted treatments (MAT) for sub-
stance use disorders, and shared medical visits 
have even been used for patients receiving the 
off-label use of sublingual ketamine for depres-
sion (Mcinnes 2020).

 Efficacy

Reviews of psychotherapy for schizophrenia sug-
gest that outpatient group treatment may improve 
social functioning and result in better outcomes 
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(Gise 1989; Mosher and Keith 1980; Schooler 
and Keith 1993; Stone 1997). A pilot study found 
reduction in suicide risk factors with a 20-week 
group intervention (Bergmans and Links 2009). 
Some data suggest better outcomes with group 
over individual treatment. In a study of patients 
discharged from a state hospital, group therapy 
patients were significantly less likely to be hospi-
talized than those receiving individual therapy 
(Bergmans and Links 2009). In a review of ran-
domized controlled trials, group psychoeduca-
tion was more effective than individual 
psychoeducation at preventing relapse in patients 
with bipolar disorder (Bond and Anderson 2015).

With regard to medication adherence, group 
psychotherapy has been shown to maximize the 
benefit from psychopharmacology. For example, 
one study found higher, more stable serum lith-
ium levels for patients with bipolar disorder 
(Abrahamson and Fellow-Smith 1991) among 
group participants. For patients with both mental 
illness and substance use disorders, better medi-
cation adherence and better outcomes, including 
less psychiatric hospitalization, have been 
reported with dual-focus self-help groups (Gise 
1989). In a pilot study, group treatment was 
found to increase sobriety in bipolar substance- 
dependent patients (Mcinness 2020).

Several controlled trials of patients with 
schizophrenia have found better outcomes for 
group over individual treatment (Ward 1975), 
with fewer hospitalizations (Herz et al. 2000) and 
less frequent relapse (Colom et al. 2003a). Recent 
randomized controlled studies with 5-year fol-
low- up have found group psychoeducation for 
patients with bipolar disorder to have a long- 
lasting prophylactic effect with an increase in 
adherence and retention and a decrease in recur-
rence, time acutely ill, number of days in the hos-
pital, frequency of hospitalization, and cost 
(Colom et  al. 2009; Scott et  al. 2009; 
Barrowclough et  al. 2006). Controlled trials of 
group treatment of patients with schizophrenia 
have found significant positive effects on audi-
tory hallucinations, social functioning, self- 
esteem, self-assertion, and coping, with a 
reduction in hopelessness as compared to tradi-
tional care (Borras et al. 2009; Wykes et al. 2005). 

Barrowclough used group cognitive behavioral 
therapy for psychosis. Clinical evidence supports 
a positive association between group treatment 
and better outcomes including improved medica-
tion adherence, retention in treatment, less hospi-
talization, and shorter hospital stays (Bright et al. 
1999).

While there is a great deal of evidence regard-
ing the effectiveness of group treatment, rela-
tively little research looks specifically at 
prescriber-led group treatment of psychiatric 
patients. As a result, definitive statements can-
not be made regarding its effectiveness relative 
to other forms of medication management or 
therapy. Anecdotally, we know that this 
approach is more promising in its capacity to 
help people make social connections and in 
expanding the amount of contact prescribers 
have with their clients. More studies of groups 
which incorporate psychiatrists and other pre-
scribers for medication management are needed 
to establish a sound evidence base for group 
medication visits.

 Advantages of Psychiatric Group 
Medication Visits

 Reduced Stigma and Balance 
of Power

Group expands the psychiatrist’s knowledge of 
patients and their lives because of the potential 
for more frequent contacts and the opportunity 
to observe group members in a social context. 
Meeting in a group reduces the intensity of the 
therapist-patient relationship and the difference 
in power and status between the therapist and 
patient. Thus the leader becomes a member of 
the group, not only an authority figure. These 
dynamics serve to reduce the disparity in power 
in the therapist-patient relationship somewhat 
and reduce the social stigma and alienation asso-
ciated with emotional problems. The group 
leader may begin to shift roles to some degree as 
they identify with their clients’ struggles, recog-
nizing their application of recovery principles in 
their personal lives. This identification process is 
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quite distinct from the traditional role of 
prescribers.

Desmond is a middle-aged man with long- 
standing symptoms of schizophrenia, social anxi-
ety disorder, mild intellectual disability, and a 
past history of polysubstance abuse. For years he 
said little in group, but one day when asked 
directly how he felt about the group, he says “I 
like that people say whatever they want. I feel 
like I can relax a little and like I’m more nor-
mal…not afraid. I listen to people and I under-
stand them, and I don’t feel so alone. I don’t talk 
much, but I like to see everybody, and I feel better 
after group. Sometimes it helps me think about 
what I can do about my problems.” Groups mem-
bers were surprised to hear him say so much and 
told him how glad they were to hear him speak 
and that he was part of the group. The psychia-
trist noted that he “also feel(s) comfortable in the 
group and that it’s nice for everyone to have a 
group of people they can feel comfortable with. It 
never feels good to be lonely.”

In group, content, emotions, interactions, and 
opportunities are expanded beyond those of the 
1:1 dyad, broadening the perspective of the ther-
apist. Because the leader has an interaction in 
group which is more egalitarian and active, an 
enriched experience results that allows a more 
profound knowledge of the individuals in the 
group. This interaction is satisfying and produc-
tive, bringing out the strengths of even the most 
disabled participants. Most groups develop a 
degree of solidarity that facilitates shared 
decision- making. Because groups with co- 
therapists or multiple clinical participants dem-
onstrate aspects of team dynamics, they allow 
patients to see the psychiatric clinician in a 
social nexus and allow the clinician to demon-
strate collaborative team interactions and mutual 
support.

Bertha, an elderly woman with persisting psy-
chosis, faithfully attends group but speaks little. 
At the holiday party, she came to life leading all 
the singing with a great voice, knowing all the 
words. She had never told anyone that she was a 
choir leader when she was younger. Subsequently 
when asked about her church involvement, she 
eagerly belted out a favorite hymn. This made her 

feel good. She got a lot of praise, and others were 
encouraged to share their talents. In contrast, 
before joining the group, she shared that her peri-
odic visits to her psychiatrist tended to be brief. 
There was seldom enough time for the psychia-
trist to ask much about her life, and the focus of 
the visits was mainly on the status of her psy-
chotic symptoms, suicidal ideation, and 
medication.

 Focus on Rehabilitation, Recovery, 
and Psychosocial Issues

Group treatment facilitates recovery and 
addresses the task of reintegration into the com-
munity that confronts every patient after an epi-
sode of mental illness. In addition to independent 
living and employment, reintegration includes 
restoring and forming relationships, which are 
facilitated by group.

Audrey is bright, but quite depressed and 
sometimes psychotic with disorganized and dis-
ordered thought. Although she comes to group 
regularly, she does not seem to enjoy them and 
says she comes for her shots. In her 57 years, her 
paranoia has resulted in impulsive flight and 
moving every 2–5 years. For the past 11 years in 
group, she has stayed in one place in her indepen-
dent housing, gone to school, and worked part- 
time. When pressed, she reluctantly admits that 
she likes being with the other group members and 
the staff, but she can’t say why.

Psychiatry has recently been dominated by 
psychopharmacology with a disproportionate 
emphasis on medications in psychiatric training, 
continuing medical education, and the media. 
While medication can be invaluable in reducing 
symptoms, it is cognitive deficits and difficulties 
with interpersonal relations that interfere with 
recovery most. Both group cognitive behavior 
therapy and group psychoeducation have been 
found to improve quality of life in patients with 
schizophrenia (Bechdolf et al. 2010). Medication 
groups provide one opportunity to integrate psy-
chosocial care with medication treatment. Such 
groups also reduce the problems associated with 
treatment split between psychiatrists, therapists, 
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addiction counselors, and primary care 
providers.

Recent studies show that people with severe 
mental illness get worse medical care and have 
higher morbidity and mortality than the general 
population (NASMHPD 2006; Faglioni and 
Goracci 2009). In group, when a medical issue 
comes up, it provides an opportunity for the psy-
chiatrist to address a variety of issues related to 
prevention and health management. The group 
can be polled about their health practices and 
their involvement with a primary care doctor. It is 
an opportunity to encourage regular primary care 
visits and the monitoring of important health 
indices. There is seldom enough time to address 
these issues as thoroughly in individual sessions. 
Screening, triage, and education can be accom-
plished more effectively in group, allowing the 
psychiatrist to do some basic medical monitor-
ing, detection, and referral. Patients may both 
over- and under-use medical treatment and often 
communicate poorly with other medical provid-
ers. Group provides an opportunity for coaching 
effective self-advocacy and to rehearse the inter-
action with other providers.

Group work also provides an opportunity to 
integrate psychosocial rehabilitation and medica-
tion management. Activities may include social 
skills training, practicing assertiveness, voca-
tional counseling, life skills training, problem- 
solving, role-playing, networking, linking 
patients to resources, and accessing multiple 
sources of support (Stone 2000). Psychoeducation 
is an important way to promote recovery and is 
done more efficiently in group (Liberman 2008). 
It also provides an opportunity to enhance mem-
bers’ understanding of the interaction of drug use 
with psychiatric symptoms and the common 
recovery principles that can be applied in over-
coming both.

 Socialization and Recovery

Social isolation is one of the hallmarks of severe 
mental illness. Psychiatric patients feel different 
and distressed by their isolation. Ignorance and 
fear of mental illness is prevalent in our society. 

People who hear voices or think about killing 
themselves feel alienated from friends and family 
and are reluctant to reveal these things. Sitting in 
a room with other people who have these symp-
toms and face the same stigma and exclusion 
may be the only place a person can talk about 
such symptoms and feelings. When people with 
mental illness hear others talk about side effects 
or disruptive symptoms, it makes it easier for 
them to share their own symptoms and face and 
accept their own illness, which they may have 
denied previously. Furthermore, participants feel 
good and are empowered when they are able to 
help their fellow group members. Group helps 
individuals feel like people, not just “patients.” 
Many find the one-on-one therapy experience too 
intimidating and feel more comfortable and less 
threatened in group where they can gradually 
learn trust and build relationships.

Wendy, a woman with a history of depression 
and domestic abused said, “I didn’t like the first 
meetings. But I listened to the other women with 
the same problems I was having, and I began to 
tell them things I’d never told anyone.” As a per-
son of color, she did not feel that what she said 
was being dismissed, as she often had in the past, 
and was glad that there were others in the group 
that she could identify with. “The therapist asked 
us questions to change how we thought, and I felt 
myself changing and getting stronger.” After 
2 months, Wendy got out of her abusive relation-
ship and 2 months later, she got a job. (Solomon 
2001).

An atmosphere develops which is like a fam-
ily or a club with a great deal of mutual help. 
Members’ concern and willingness to help each 
other is a revelation and makes both those receiv-
ing and those giving help feel better. Even people 
who are very impaired can be amazingly support-
ive and nonjudgmental, creating an atmosphere 
where members are appreciated and empowered. 
Sometimes the pain and despair of these chronic 
illnesses emerge clearly. In contrast to psychody-
namically oriented groups where socializing out-
side of group is sometimes discouraged, just the 
opposite is usually the case in shared medication 
management groups. More often than not, mem-
bers’ socializing outside the group is beneficial 
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and in no way undermines the goals of treatment 
(Stone 1996, 2000).

Ed and Jim are quite different but both socially 
awkward. Ed is older, often depressed, and has 
been drinking most of his life, but has been able 
to hold jobs nonetheless. Jim is a younger man 
with a diagnosis of bipolar disorder, frequently 
psychotic, who functions poorly and has had dif-
ficulty sticking with his treatment plan, espe-
cially psychotropic medication. Ed needs to lose 
weight and Jim needs to get out of the house. 
They live near one another, so after a year in 
group, members suggested that they start walking 
together. They agreed to try and after some fits 
and starts, they fell into a pattern of walking 
3 days a week and rarely missed a day.

Treatment group experiences can prepare 
patients to join freestanding community support 
groups and otherwise participate in recovery 
activities that go beyond the realm of clinical 
services.

 Improved Adherence 
to Medication Plan

Some people with mental illness don’t take their 
medication because they do not believe that they 
are sick. Group can confront denial, increasing 
insight and easing the sting of acknowledging the 
presence of illness. Failure to adhere to medica-
tion plans is associated with poor outcomes and 
is the most common reason cited for hospital 
admissions (Ayuso-Guttierez and del Rio Vega 
1997; Weiden and Glazer 1997; Weiden and 
Olfson 1995). A growing body of evidence indi-
cates that psychosocial interventions can improve 
adherence and outcomes (Kane 1997). Group 
increases client investment in the plan through 
healthy engagement and by providing informa-
tion, validation, and psychosocial support.

Scott was shocked when lithium was recom-
mended for his mood problems. He refused to 
take it. He associated lithium with patients much 
sicker than he thought he was and was afraid of 
bad side effects. When Dennis said lithium was 
“good stuff” and that he had been helped by tak-
ing it, he reported few side effects and urged 

Scott to give it a try. After listening to Dennis, 
Scott said he would try it.

The give and take of the group that plays out 
place between the clinicians leading it and other 
group members support and demonstrate the pro-
cess of shared decision-making, which improves 
adherence. Group fosters engagement and the 
establishment of long-term therapeutic relation-
ships based on trust. Medication in the context of 
a positive and trusting relationship with the clini-
cian has been found to be associated with better 
adherence to formulated plans (Beck 2001). 
Review of the literature shows three elements 
that are associated with good outcomes: (1) posi-
tive therapeutic relationships, (2) psychosocial 
rehabilitation, and (3) medication adherence. All 
three are facilitated by group treatment (Colom 
et al. 2003b).

 Shared Group Leadership

Mental illness has a course that often lasts 
through life, like high blood pressure or diabetes, 
and is rarely cured in a few sessions. Thus conti-
nuity of care is an important factor in treatment. 
In addition, many people with mental illness are 
extremely sensitive to loss. Groups facilitate con-
tinuous healing relationships with individuals 
and with the institution. Shared group leadership 
provides continuity over time as clinicians come 
and go and allows the group to proceed if one 
therapist is absent. When one therapist is a 
trainee, shared leadership facilitates training. 
Other members of the clinical team such as 
nurses, psych techs, and medical assistants can 
also take the role of co-therapist. Clinical work in 
behavioral health can be stressful and co- 
therapists can provide emotional support for each 
other. When the co-therapists are from different 
disciplines, co-leadership provides a broader 
spectrum of experience. A co-therapist arrange-
ment allows an opportunity to more effectively 
move beyond content issues and to discuss group 
process. This type of de-briefing fosters team-
work and the capacity to work effectively 
together. Finally, with two people, the tasks of 
leading the group, observing, making chart notes, 
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Table 1 Advantages of shared group leadership

Continuity
Training
Support
Feedback on process
Multidisciplinary teamwork

and writing prescriptions can be divided. In some 
instances, a scribe can attend the group to do 
most of the documentation, freeing the clinician 
to focus on the patients (Table 1).

 Barriers and Limitations

Frequently billing rules regarding Medicaid are 
different for hospital-based and freestanding 
mental health clinics, and Medicare also has rules 
about the number of patients that can be treated 
in a group. A new billing code has been suggested 
to make psychiatrist-led group treatment more 
attractive financially, but since 2013 psychiatric 
providers have used the same E&M codes as 
other medical practitioners, and CMS has stated 
that these codes can be used in shared medical 
visits (Eisen 2017). In some instances the psychi-
atric practitioner can meet briefly with group par-
ticipants individually during the group, but this 
detracts from their ability to follow the group 
process. In another model that avoids this distrac-
tion, the prescriber only meets with patients 
briefly after the group to manage their medica-
tions. In capitated or semi-capitated settings such 
as health homes or residential treatment settings, 
billing for group prescribing should not be a 
problem. With some imagination and flexibility, 
medication groups can be financially practical 
work despite current fee for service billing 
strictures.

Community and public psychiatry is often 
practiced in organizations in which the group for-
mat is unfamiliar, and thus not supported by 
administrative staff. The lack of suitable sized 
waiting and treatment rooms may be barriers to 
group treatment. Administrators need to be con-
vinced of the advantages of group treatment, 
such as patient satisfaction, clinical care, 

increased productivity, and improved access. As 
traditional agencies face the challenges of com-
petitive and capitated contracting with payers, 
they need the support of consumer and advocacy 
groups who appreciate the role of groups in sup-
porting a recovery culture and access to services. 
Bringing medication groups into a clinic requires 
administrative as well as clinical champions.

Training in group psychotherapy is not a core 
part of psychiatric education today, and many 
other professionals working in mental health sys-
tems also have little training in group work. Some 
clinicians are better suited to this kind of work 
and are naturally drawn to it, i.e., those with a 
good capacity for multitasking, a high tolerance 
for ambiguity and chaos, and good social skills. 
These skills can be taught, but this is done most 
easily in the early part of a practitioner’s career. 
In any case, direct participation in groups is the 
best way to train future group leaders. Trainees 
from various disciplines can observe experienced 
group leaders as they assist in the facilitation of 
treatment groups and as they make prescribing 
decisions with the patients. This approach pro-
vides opportunities for supervision and process-
ing as well.

In small, rural clinics, confidentiality issues 
may limit patient’s willingness to attend psychi-
atric groups. If patients are prescribed controlled 
substances, shared decision-making regarding 
these medications may be awkward in the group 
setting and should probably be avoided. In some 
cases, all the patients are prescribed the same 
medications, as in benzodiazepine discontinua-
tion groups or buprenorphine (Sokol et al. 2018) 
groups.

 How to Start a Group

 Recruitment, Intake, and Preparation

Planning for shared medical visits involves first 
reviewing caseloads in the clinic for likely group 
participants. Many psychiatric clinics retain large 
numbers of stable patients who ideally could be 
referred to primary care for ongoing prescribing. 
However, patients often resist this, wanting to 
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maintain a connection to the clinic. Offering 
patients participation in shared medical appoint-
ments as an alternative to referral to primary care 
can be a way to free up some clinician time to 
accommodate new acute patients. Transitions 
such as the redisposition of a caseload when a 
psychiatric clinician leaves and is not replaced, or 
when they reduce their time in the outpatient 
clinic due to other responsibilities, can be a good 
time to offer patients group visits. However, 
overall the group experience should not be pre-
sented as an inferior treatment, but rather as the 
best treatment available to the client. Sokol 
(2019) suggests six core components for groups 
in which patients are being prescribed buprenor-
phine. They are likely pertinent to planning any 
medication group: create clear expectations for 
patient conduct in group, regarding confidential-
ity and attendance. Group treatment should be 
part of a team-based approach, with clear plans 
for billing and adherence monitoring.

Patients who are new to group treatment 
should be interviewed before being invited to join 
a group (Stone 2000). When the patient is already 
being treated by the group leader, they may be 
invited directly into the group. In other cases, the 
prescribing clinician and co-therapist who is 
leading the group should do an intake. The intake 
assesses the patient’s interest in group and their 
capacity to benefit from it. It is also an opportu-
nity to point out the advantages of group treat-
ment for the patient’s individual concerns. Many 
individuals are resistant at first, some because 
they feel anxiety about talking in front of others. 
Others resist because they do not want others to 
know their problems. It may be helpful to reas-
sure prospective members that when they start 
group, they don’t necessarily have to talk. They 
can also be assured that what is said in group 
stays in group and the group will regularly be 
reminded of this rule. Some patients may benefit 
from coaching before starting group about how to 
use the group. It is sometimes helpful to note that 
people can discuss treatment and recovery issues 
without having to disclose sensitive personal 
issues. Over time, when their symptoms of anxi-
ety, depression, and paranoia are reduced and 
they become more comfortable with the leader, 

some people who were initially resistant become 
more comfortable with group participation. 
Clinicians are more persuasive in getting clients 
to try groups if they themselves believe that 
groups are a superior modality, not a second- 
class alternative for people who function at a low 
level.

Those individuals referred from inpatient, par-
tial hospital, and intensive outpatient programs 
that utilize group treatment may be more accus-
tomed to groups and can more easily be encour-
aged to continue group work as outpatients. It is 
often helpful to discuss the advantages and disad-
vantages of group participation and to then allow 
people to make their own choice about participa-
tion. By simply asking, “Are you willing to try it 
once?” and promising “If you don’t like it, you 
don’t have to come any more,” many people will 
be willing to start. In most cases, after they come 
once, feel the nonjudgmental atmosphere, and 
find that they are not forced to talk, they continue. 
Those who refuse should be seen individually, 
but the invitation to group can be repeated every 
6–12  months, especially if the doctor-patient 
relationship is stronger and the individual’s 
symptoms are reduced.

Once several patients indicate a willingness to 
try group visits, meetings can be initiated. Groups 
can range from 45 to 90 min depending on the 
number of participants and their level of toler-
ance and attention. An ideal group is 8–12 
patients, but larger and smaller groups may func-
tion effectively. Some time should be allocated 
after each session for leaders to de-brief and 
review and for individual meetings with patients 
about issues that could not be resolved in the 
group.

 Group Composition, Membership, 
Exclusionary Criteria

Most psychiatric patients are suitable for inclu-
sion in shared medication management visits 
(Stone 2000). A few people who are especially 
needy or those with particular personality traits 
(such as mood instability, impulsivity, entitle-
ment, distrustfulness) may have difficulty tol-
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erating groups. They may refuse to participate 
or become too disruptive to continue. 
Individuals with a variety of psychiatric condi-
tions can  benefit from groups, however, includ-
ing those with acute psychosis, suicidal 
ideation, substance problems, and cognitive 
deficits. Even group candidates who say that 
they only come to group because they are 
forced (e.g., the law and entitlements) often 
become engaged in the group over time and 
can definitely benefit from this treatment for-
mat. If space permits, a few patients who do 
not take psychotropic medication or who get 
their medication prescribed by their PCP may 
wish to attend in order to participate in the psy-
chosocial aspects of the group.

Members are discouraged from bringing their 
children, but if child care is unavailable outside 
the treatment facility or within it, children can be 
accommodated on an “as needed” basis. Bringing 
children on a regular basis is generally discour-
aged, however, unless group members specifi-
cally approve it. Multifamily psychoeducation 
groups that include a psychiatric specialist have 
been shown helpful to recovery in psychotic dis-
orders. In a small, rural settings, a highly hetero-
geneous group can be successful and may meet 
less frequently than would normally be the case. 
In centers that serve larger numbers of people, 
candidates can be invited to groups based on spe-
cific characteristics or experiences or based on 
the issues that will be addressed. Diagnostic cat-
egories and level of cognitive ability are also 
sometimes used for that purpose. In homoge-
neous groups, patients are more likely to form 
supportive relationship outside of group, while in 
heterogeneous groups, patients can appreciate 
the universality of human feelings and problems 
despite differences in background, diagnosis, 
and/or level of functioning. Homogeneous groups 
facilitate sharing, bonding, and cohesiveness, 
while heterogeneous groups promote tolerance, 
understanding, and sensitivity. These are general-
izations though, and these characteristics are not 
mutually exclusive.

 Acute Transition Groups

Acute stabilization groups can help provide fre-
quent contact for patients stepping down from 
hospital or intermediate services or in situations 
where there is a delay in being assigned outpa-
tient providers. These will generally be heteroge-
neous regarding diagnosis because of the need to 
accommodate a heterogeneous stream of patients 
seeking service. Patients should be encouraged to 
come weekly to acute groups with rolling admis-
sion until they can be picked up by individual 
providers or more homogeneous treatment 
groups that focus on a particular node of the diag-
nostic spectrum.

 Flexibly Bound-Model

Many people have difficulty keeping regular 
appointments. The frequency of group meetings 
varies between weekly and monthly scheduling. 
Groups that meet frequently and have a fixed 
membership require the most discipline and com-
mitment. Ultimately, the scheduling of groups 
sessions will depend on the resources available 
and the characteristics of group members. Some 
people may want to come to group weekly, but 
for others, irregular or infrequent attendance is 
the norm. Individuals who are more stable may 
prefer to come every few months. A “flexibly- 
bound model” empowers patients by allowing 
them to choose the frequency with which they 
attend (Stone 2000) and helps them learn to get 
help when they need it. Some groups may be 
flexible enough to permit some patients to come 
late and leave early. However, a certain minimum 
frequency of visits is usually required, along with 
limits on providing refills to persons who are not 
attending group. In large clinics with patients 
who often miss individual appointments, very 
open “refill groups” can offer frequent face-to- 
face opportunities for people to get their medica-
tions refilled without having to wait for an 
available individual appointment.
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 How to Run a Group

 Content, Setting, and Duration

If the psychiatric clinician is billing E&M codes, 
they should make sure to address each member of 
the group individually about symptoms, medica-
tion adherence, and side effects, whether or not a 
prescription is actually written. In stable groups 
of patients, this may only take up half the allotted 
time, leaving time for psychoeducation, skills 
development, cognitive-behavioral treatment, 
support, and/or interpersonal process. Kanas sug-
gests that groups should focus on the “here-and- 
now” and can be effective in helping patients 
cope with a variety of symptoms, including psy-
chosis (Gise 2004; Kanas 1996). Groups may 
start with some socializing around “coffee and 
snacks,” but informal pre-group contact may go 
on in the waiting room anyway.

Some groups have a specific agenda for each 
session, and some are time-limited and/or manu-
alized. Although these groups are easier to study 
and require less improvisation and skill on the 
part of the leaders, there are advantages to ongo-
ing groups with no set topics starting “where the 
patients are at” (Jensen et al. 2010). With ongo-
ing groups, new members can be added at any 
time. With an open agenda, the leader can start 
with “Does anyone have anything special they 
would like to bring up before we start?” This lets 
members bring up something of special interest 
or concern and teaches them to prioritize urgent 
issues from routine ones. The leader can also ini-
tiate topics (e.g., psychoeducation on flu shots, 
disaster preparedness, relationship with spiritual-
ity). Since the distress and disability associated 
with many psychiatric diagnoses may persist, 
especially in populations with high social and 
economic stress, there are advantages to ongoing 
groups. Long-term treatment is required for many 
disabling psychiatric conditions, and today the 
treatment of people with a variety of psychiatric 
diagnoses involves medication. For disorders that 
tend to be more phasic, like some affective and 
anxiety disorders, flexibly bound groups offer 

long-term involvement in a familiar treatment 
setting.

Groups that combine psychotherapy and med-
ication and which are more structured offer some 
advantages as well. Some examples of these 
include groups that combine cognitive behavior 
therapy (CBT) and medication for OCD or pho-
bias, trauma-focused CBT, and medication for 
PTSD or groups using interpersonal therapy to 
address persistent depression.

A variety of formats may be used for groups 
focused on substance use. Because the use of 
medications in substance abuse treatment is 
open-ended and frequency of clinician contact is 
often mandated in the case of buprenorphine, 
prescribing groups fit in well with a variety of 
treatment plans. As community psychiatric clin-
ics become behavioral health clinics, the group 
treatment culture of substance abuse treatment 
can be incorporated into the clinic style. Frequent, 
flexibly bound groups for substance use treat-
ment can accommodate differing treatment inten-
sity needs depending on the patient’s stability 
(Eisen 2019).

 Universalizing: Combating Stigma

Groups are de-stigmatizing. The group format 
allows the leader to poll the group, a technique 
called universalizing. For example, when a 
patient describes a problem, the leader can poll 
the group and ask who has had a similar prob-
lem, i.e., hearing voices, having suicidal 
thoughts, having a problem with alcohol or 
drugs, not taking medication, etc. When others 
indicate that they have had similar experiences, 
the member feels less stigmatized and less 
ashamed, and the stage is set for an open discus-
sion of that problem. Various techniques for cop-
ing with auditory hallucinations are frequently 
shared, and the leader can offer alternatives to 
distraction and keeping busy such as talking 
back to the voices as if they were a nosey neigh-
bor. A small randomized controlled trial found 
that group cognitive behavioral therapy reduces 
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auditory hallucinations (McLeod et  al. 2007). 
With a less intense relationship between mem-
bers and the group leader, controlled staff disclo-
sure is typically increased because it has less 
intense personal meaning than in a one-to-one 
session.

 “Go Rounds”

By going around and checking in with each 
patient, the leader can address the problem of 
patients who don’t talk and also of monopolizers 
who need to be contained (Stone 1997, 2000). 
But even with this format, feedback and discus-
sion are encouraged. Patients don’t have to talk at 
first and those who don’t talk benefit from listen-
ing to others and feel encouraged to participate at 
their own pace. For groups with open attendance 
with little continuity in membership, starting the 
group by asking each participant to give a brief 
account of their lives can be a way to establish 
familiarity. It may be helpful for the clinician to 
start this process off with their own introduction 
to model self-disclosure and indicate their will-
ingness to share. Members can be asked to pro-
vide information about their place of origin, 
significant people in their lives, activities that 
they enjoy, or other things that are important in 
their lives. Rather than focusing on problems at 
this point, asking clients to identify their best 
qualities or strengths can set a positive, nonjudg-
mental tone for the group.

 Addressing Poor Adherence

In relatively acute medication groups much of the 
focus will be on adjusting medicines and moni-
toring treatment response. In more chronic, less 
frequent groups, unless a patient is having a prob-
lem, medication is only addressed when prescrip-
tions need to be renewed or if new symptoms or 
side effects present. Using medication properly is 
usually more important than the medication 
itself. In a periodic review of medication use the 
leader can ask, “How many times in the last week 

did you forget to take your medication, one? two? 
three?”. Asking the question in this way normal-
izes non-adherence and facilitates an honest 
response. After hearing other patients admit that 
they did not take their medication as prescribed, 
it is easier to have an open discussion of this 
problem. If a person has only forgotten to take 
medication once or twice during the week, they 
can be praised for taking it most of the time. 
When non-adherence is a problem, it can be bro-
ken down into forgetting or not wanting to take it. 
Forgetting can be addressed in a variety of ways 
such as medication boxes, notes, convenient 
placement of medication, etc. Group members 
can give suggestions and share their successes. 
Developing a willingness to keep open communi-
cations about medicine is a long-term process 
which is facilitated by an ongoing, open-ended, 
group format.

The second reason for non-adherence, not 
wanting to take medication, must be addressed in 
a nonjudgmental manner using motivational 
interviewing techniques and shared decision- 
making. Patients who have decided to stop taking 
medications can be encouraged to keep attending 
group so the outcome of this decision can be 
monitored and medication can be resumed 
quickly if need be. Group functions as a periodic 
wake-up call, reminding members that they need 
to take care of themselves. Many people with dis-
tressing symptoms need to work around their 
symptoms in their daily lives so that they can 
function. Conflicts and feelings may build up 
over time such that the outlet provided by the 
group can help them avoid becoming over-
whelmed in their usual setting.

 Individual Appointments

Group members should be told that they can have 
an individual appointment any time. They may 
rarely need to ask, but this availability can be 
reassuring. If they have something to say that is 
very personal and private, which they do not want 
to discuss in group, access to a more private out-
let is appropriate. In many cases, however, when 
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asked “Is there some reason you could not say 
that in group?”, most will recognize that they 
actually could have raised it in group. 
Nevertheless, some patients prefer to discuss 
some things in private such as sexual problems, 
threatening thoughts or thoughts with otherwise 
disturbing content. Vagueness is a technique 
which can be used to discuss private material in 
group by using non-specific labels for these prob-
lems. For example, a high functioning man with 
bipolar disorder and a disturbing, disruptive 
addiction to Internet pornography may disclose 
this issue privately to the psychiatrist but does not 
want to mention it in group. However, he could 
be monitored in group without disclosing what 
his symptom was by posing the question “How 
have you been doing with your ‘time manage-
ment’ this week?”

There will be instances in which a group 
member does not use the group well or is disrup-
tive despite frequent interventions. In such cases, 
it is reasonable to suggest that the struggling indi-
vidual take a vacation from group and refer them 
for individual treatment until they are better able 
to use the group format.

 Conclusion

Group psychiatric appointments for patients 
across the spectrum of psychiatric disorders can 
be more efficient, more fun, more stimulating, 
and invigorating, for both therapists and patients, 
than individual treatment. Evidence suggests that 
group treatment is associated with better out-
comes including retention in treatment, better 
medication adherence, fewer hospitalizations, 
and shorter hospital stays. Groups for psychiatric 
patients can provide psychotherapy, psychosocial 
rehabilitation, and medication management in a 
flexible, open, one-stop-shopping environment, 
which can enhance medication adherence and 
provide a safety net for persons with mental ill-
ness and substance use disorders living in the 
community. Better recovery outcomes have been 
associated with group treatment including 
improved social functioning, better self-esteem, 
more self-assertion, better coping, and less hope-

lessness. Group is an underutilized modality 
which supports recovery with clinical evidence 
of effectiveness and which deserves further 
development. Widespread participation of psy-
chiatrists and other prescribers in group pro-
cesses can only be accomplished if training 
programs provide adequate preparation for doing 
so.
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Treatment Techniques 
for Co-occurring Substance Use 
and Mental Disorders

Richard N. Rosenthal

 Introduction

This chapter focuses on a basic level of practice: 
basic techniques that underlie the common clini-
cal approaches that community psychiatrists and 
other clinicians use in treating patients with 
COD. This focus does not describe new interven-
tions for COD or describe standard treatment 
approaches, but offers a clinically oriented way 
for clinicians to think about them and facilitate 
their implementation. Chapter “Evidence- Based 
Practices for Co- occurring Addiction and Mental 
Illness” details the psychopharmacology and 
psychosocial evidence base for treating co- 
occurring mental illness and substance use disor-
ders (COD).

 Definitions

Skills are basic clinical abilities such as listening 
to patients, asking open-ended questions, assess-
ing acute risk, maintaining professional boundar-
ies, and developing differential diagnoses. 
Competence in these basic skills is prerequisite 
for clinicians wishing to treat COD. Techniques 

are clinical interventions within a conceptual 
hierarchy ranging from the basic skills through 
complex clinical strategies. They are how the cli-
nician applies their skills to achieve a specific 
outcome, such as establishing a therapeutic alli-
ance or managing intoxication.

Tactics are the clinical decisions about the 
method and timing to implement specific tech-
niques, since patients are differentially receptive 
to techniques depending on various characteris-
tics such as motivational stage, severity of psy-
chopathology, cognitive functioning, and living 
environment. Tactics are therefore stage-specific 
and graded. For example, cognitive behavioral 
relapse prevention (CBRP) operates on the 
assumption that the person is motivated for 
change. If CBRP techniques are applied to 
 someone in a pre-contemplation stage (not yet 
interested in changing behavior), they are likely 
to be less effectivethan if they were applied to a 
patient in a contemplation stage (thinking about 
changing) or preparation stage (hasdecided to 
change). In the case of an integrated approach to 
substance use disorders (SUD) and co-occurring 
posttraumatic stress disorder (PTSD), the evi-
dence suggests that the tactic of first stabilizing 
the SUD through the teaching of sobriety skills 
with cognitive behavior therapy (CBT) improves 
outcomes of an exposure therapy later applied for 
PTSD (Back et al. 2009; Coffey et al. 2005).

Strategies employ tactics to achieve a specific 
clinical goal. Motivational interviewing (see 
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chapter “Motivational Interviewing as a Core 
Communication Style” is a clinical strategy to 
increase the patient’s readiness to change his or 
her behavior. In MI the therapist uses various 
skills (i.e., asking open-ended questions or pro-
viding non-judgmental feedback) as part of the 
technique of reflective listening. Strategies are 
ways of employing tactics and techniques to 
achieve a specific clinical objective. A treatment 
approach codifies a set of clinical techniques, 
established through clinical trials, that organize 
tactics and strategies into a cohesive, internally 
consistent set of behavioral interventions for spe-
cific clinical problems. These are typically named 
“therapies” such as cognitive behavior therapy 
[CBT] or motivational enhancement therapy 
[MET] (Rosenthal et al. 2019).

 Basic Concepts

 Treatment Techniques Differ 
from Evidence: Or Consensus-Based 
Practices

Techniques are the main clinical procedures that 
clinicians use to conduct treatment (Table 1). In 
addition to those techniques used in evidence- 
and consensus-based approaches to COD, there 
are many techniques that are in use by clinicians 
for treating COD, which have not been formally 
examined through high-quality research or expert 
consensus panels. It is important to note that it is 
the approaches and strategies that are typically 
tested in clinical trials, not the core techniques. 
Nonetheless, many of these techniques are the 
content of day-to-day interactions that commu-
nity psychiatrists treating COD should know. 
Evidence-based practices are those supported by 
research findings in making clinical and pro-
grammatic decisions about the care of patients 
(Rosenthal 2004). These practices typically rely 
upon a specific set of well-described techniques. 
The scope of evidence-based practices ranges 
from a single focused strategy or technical style 
(e.g., motivational interviewing, brief interven-
tion) to a full program model that uses multiple 
techniques (e.g., assertive community treatment). 

Consensus-based practices are those that have 
clinical or expert consensus support but lack a 
well-documented scientific evidence base.

 Engagement Strategies

 Establishing and Maintaining 
a Therapeutic Alliance

The techniques that support the development and 
preservation of a therapeutic alliance are instru-
mental to the conduct of COD treatment (CSAT 
2005). Without this alliance, which includes ele-
ments of trust, rapport, faith in the clinician’s 
abilities, and agreement on treatment tasks and 
goals, it is more difficult for the clinician to 
obtain the most complete diagnostic and 
treatment- related information (Safran and Muran 
2000). In general, an early and strong therapeutic 
alliance is predictive of a positive outcome in 
psychosocial treatment and decreased drug use in 
patients with substance use disorders (Winston 
and Winston 2002).

Specific clinical techniques that facilitate the 
development of a therapeutic or working alliance 
are maintaining a stance that is (1) respectful, (2) 
welcoming, (3) accepting, (4) warm, (5) 
empathic, (6) hope-inspiring, (7) confident, and 
(8) trustworthy. Setting appropriately frequent 
patient contacts, listening reflectively, setting 
appropriate limits, and being sensitive to the per-
son’s ethnic identity and cultural values and 
beliefs (Ackerman and Hilsenroth 2003; CSAT 
2005; Misch 2000) are also important in building 
this alliance. Empathic attunement with the 
patient’s internal state is affirmed when the clini-
cian provides sensitive feedback and validation 
that enhances the patient’s experience of being 
understood (Gabbard 2000). While these tech-
niques are ideal, even simple interest in the 
patient helps build the therapeutic alliance and 
provide clinical benefits. In a study of recently 
detoxified primary care patients, care by clini-
cians who had more knowledge about the patient 
(medical history, home/work/school responsibili-
ties, health concerns, and values and beliefs) pre-
dicted lower drug and alcohol severity on the 
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Addiction Severity Index and decreased odds of 
future substance use (Kim et al. 2007).

A critical technique to reduce the risk of a rup-
ture in the therapeutic alliance is management of 
countertransference, which can lead to argumen-
tative interactions and evoke. resistance (Miller 
and Rollnick 2002). This will have a negative 
impact on therapeutic outcomes (Winston et  al. 
2020). Management of countertransference 
through self-awareness and identification of 
strong reactions and biases related to the patient 
will prevent interference with the therapeutic 
work. The clinician should obtain appropriate 
clinical supervision to troubleshoot specific 
issues, in addition to participating in periodic for-
mal supervisions and team meetings to discuss 
general countertransference issues (CSAT 2005).

In addition, techniques to resolve conflicts 
between patient and clinician are also critical to 
maintaining the therapeutic alliance. These are:

• Addressing the problem practically in the con-
text of the current situation

• Clarifying misunderstandings
• Expressing sincere regret at having unwit-

tingly impugned or patronized the patient
• Supporting the patient’s ability to express dis-

agreements in the context of an ongoing thera-
peutic relationship

• Maintaining flexibility in one’s position or on 
the current tasks when the patient is becoming 
angry or distant (Bond et al. 1998; Safran and 
Muran 2000)

If budding antagonisms are not resolved by 
approaching the patient’s complaints and con-
cerns with a practical discussion, then the clini-
cian may move tactfully into a discussion of the 
therapeutic relationship and how it has evolved 
(Rosenthal et al. In Press).

At times, confrontation can be an appropriate 
technique to demonstrate to the patient the reality 
of his or her minimizing, evasive, blaming, ratio-
nalizing, or denying behavior, but it must be pur-
sued with a strong awareness on the part of the 
clinician that the technique is not being propelled 
by the clinician’s negative feelings (CSAT 2005; 
Rosenthal 2002). Confrontation is used to point 

out maladaptive behaviors but should not be 
harsh or accusatory (Rosenthal et  al. In Press). 
However, confrontational or uncovering tech-
niques may exacerbate symptoms in patients 
with psychotic disorders, so these may be less 
appropriate for COD patients with more severe 
mental disorders (Drake and Sederer 1986). The 
therapeutic task concerns how to balance using 
confrontative techniques without being punitive 
and using empathic, supportive techniques with-
out being over-responsible (enabling) or foster-
ing regressive, dependent behavior (Rosenthal 
2013).

 Engaging Significant Others 
and Families
It is often useful to involve patients’ significant 
others when they give consent to contact them. 
Teaching the family about the nature of the 
patient’s disorders can help stabilize the family 
around the patient in a way that is more support-
ive of recovery. Family psychoeducation is a 
treatment strategy that uses the techniques of 
empathic engagement, education, continuing 
support, increased clinical resources during peri-
ods of crisis, social network enhancement, and 
improving problem-solving and communication 
skills (McFarlane et  al. 2003). Individuals with 
severe mental illness have lower rehospitaliza-
tion rates and decreased psychotic symptoms 
when their families attend psychoeducation 
groups. Those with persistent symptoms have 
lower rates of relapse to psychosis when the fam-
ily is engaged in multi-family rather than single- 
family psychoeducational groups (McFarlane 
et al. 1995). When family psychoeducation tech-
niques are properly implemented, patients have 
reduced relapse rates and improved recovery and 
families have improved sense of well-being 
(McFarlane et al. 2003).

Engaging significant others and families also 
promotes better substance dependence treatment 
outcomes (Higgins et al. 1994). The techniques 
of engaging the patient’s natural supports can 
range from enlisting families to join in the initial 
assessment process (offering supplemental infor-
mation, another point of view, or relevant infor-
mation unavailable to the patient), up to recruiting 
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direct involvement of significant others or fami-
lies in the ongoing treatment process. Significant 
others can participate in treatment by supporting 
adherence to program or medication schedules or 
as monitors of recovery behavior when they are 
permitted to communicate with the clinician 
(Galanter et al. 2002).

More specifically, therapeutic interventions 
with families and couples have significant posi-
tive impact upon recovery from SUD (Stanton 
and Shadish 1997). In cases where the patient 
lives or has daily contact with family or a signifi-
cant other, behavioral couples therapy provides 
elements of increased social support for the 
patient’s efforts to change and an incentive for 
sobriety. This can have a positive impact on sub-
stance use frequency and unwanted consequences 
of use (Powers et al. 2008). For example, in those 
who are being treated with disulfiram, a useful set 
of techniques is the creation of a contract between 
the patient and a significant other stating that (1) 
the significant other will observe the patient tak-
ing his daily dose of disulfiram; (2) record that 
action on a calendar; (3) the patient and spouse 
will then thank each other for their efforts; and (4) 
neither will argue or discuss the patient’s drinking 
behavior (O’Farrell and Bayog 1986).

 Facilitating Adherence 
to a Treatment Plan
Since COD treatment requires time, effort, and 
persistence on the part of the patient, understand-
ing the rationale for treatment and having suffi-
cient motivation to engage and continue in 
treatment is fundamental for a positive outcome. 
Education about mental illness and addictive dis-
ease is critical to that understanding. Teaching 
should include both the expected effects of recov-
ery efforts and the negative social, behavioral, 
medical, and economic consequences of untreated 
disorders (see section “Providing Patient 
Education”, below). When patients are uncertain 
about whether they want to make a change or 
doubt their ability to change, the techniques of 
motivational interviewing, such as reflective lis-
tening, developing perceived discrepancy 
between actual and ideal behavior, exploring 
patient’s ambivalence (i.e., change talk and sus-

tain talk), and avoiding argument (Miller and 
Rollnick 2013), can be used. There is significant 
evidence that MI is an effective intervention for 
SUD, especially for promoting entry to and 
engagement in more intensive substance abuse 
treatment, even when used by clinicians who are 
not addiction specialists (Dunn et al. 2001).

Another important adherence technique is for 
the clinician to assist the patient in formulating 
useful reminders for remembering treatment- 
related appointments or tasks, including medica-
tion schedules. The clinician directly addresses 
factors that may reduce adherence to prescribed 
medication, such as denial, complex medication 
dosing schedules, side effects, poor social sup-
port, as well as symptoms of mental illness 
(DiMatteo 2004; DiMatteo et  al. 2000; Perkins 
2002). The clinician should ask frequently about 
how patients are faring with medications, includ-
ing beneficial effects, side effects, difficulties 
with the regimen, and whether they need to make 
adjustments with their physician (CSAT 2005).

Most people tend to have difficulty taking 
medications regularly, but this is especially true 
of patients with COD.  Cognitive dysfunction, 
ambivalence, or a chaotic living environment all 
contribute, so using long-acting injectable (LAI) 
medications can be framed as an adherence strat-
egy. Techniques that support the use of LAI 
encourage sound decision-making and include 
motivational interviewing, supportive skills- 
building interventions, giving advice, modeling 
adaptive behavior, and encouragement (Rosenthal 
et al. In Press). The following therapeutic interac-
tion is an illustration of these:
Patient: “I don’t much like taking the medica-

tions and I don’t remember to take 
them a lot anyway. I’m usually 
focused on other things, but I’m get-
ting the symptoms again, and I don’t 
want to lose my good situation.” 
Expresses ambivalence about taking 
medications

Clinician: “You know, we have a way for you 
to take the medicine in a long-acting 
form, so you would only need to get 
an injection after several weeks 
when you come here for visits. You 
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won’t even have to think about it! 
How does that sound?” 
Psychoeducation, adaptive skills

Patient: “Tell me more.”
Clinician: “We know that if your system is 

exposed to the medication consis-
tently, that greatly improves the 
benefits over starting and stop-
ping—the long-acting medication is 
a good way for you to achieve that.” 
Psychoeducation,

Patient: “Feels like I’m gonna be controlled 
if it’s in me like that, I don’t 
know…” Expresses ambivalence

Clinician: “You have concerns about not being 
able to stop it once it is in your body, 
but you also said you have concerns 
about what the symptoms coming 
back will do to your recovery” 
Reflective listening

Patient: “I don’t want to end up back in the 
hospital again.”

Clinician: “So this may be a way for you to 
control the decision, and you would 
be taking steps to further your 
recovery.” Encouragement, support-
ing adaptive behavior

Patient: “I could stop it if I didn’t like it and 
go back to taking pills next time?”

Clinician: “That can be your choice; we’ll 
work together on this.” Reassurance

Patient: “Ok, I can try it”
Clinician: “So you’ve decided to try the long- 

acting medication because your 
desire to stay healthy has out-
weighed your concerns about this 
form of the medicine. We can look 
at how you do after the first dose and 
discuss whether you wish to con-
tinue then. I think you’ve made a 
good choice. Now, let’s talk more 
about side effects compared to the 
oral version.” Summarizing, reflec-
tive feedback, empowerment, praise.

Currently there are several long-acting inject-
able forms of atypical antipsychotic agents as 
well as long-acting injectable naltrexone for alco-
hol and opioid use disorder (Garbutt et al. 2005). 

Long-acting subcutaneous and subdermal implant 
preparations of buprenorphine are available for 
opioid use disorder as well (Rosenthal 2019).

 Maintaining Engagement in Treatment
People remain in treatment when they are moti-
vated to do so and supported in their commit-
ment. Motivation and support can be due to 
several factors:

• Strong affiliation to the provider, other 
patients, or the program

• Decisional balance that is tipped toward 
recovery

• Reduction in the negative effects of the co- 
occurring disorders

• External forces such as family involvement or 
court-mandated treatment

Thus, techniques that the clinician uses to fur-
ther clinical engagement focus on continuously 
assessing the patient’s current motivational state 
and providing accurate feedback in the context of 
MI (Miller and Rollnick 2013). Staying attuned 
to the patient’s affective state and relatedness, 
tracking their ability to access healthy rewards 
and providing interventions matched to the 
patient’s motivational stage are also important 
elements. Facilitating active use of self-help 
strategies and engaging significant others and/or 
families will improve treatment retention 
(Meichenbaum and Turk 1987). Supportive ther-
apy techniques can be used to reinforce the thera-
peutic alliance (Rosenthal et al. In Press). Praising 
small gains is a supportive technique that clini-
cians can use to bolster the patient’s self-esteem 
and provide impetus for continuing treatment 
engagement (Winston et al. 2020).

 Maintaining Long-Term Care
Mental illness and substance use disorders are 
long-term illnesses; thus, the patient may need 
services indefinitely (CSAT 2005). Given the 
numerous environmental cues and stressors in the 
community that pull a person toward relapse, the 
patient needs support for recovery in the commu-
nity that is synergistic with formal treatment. 
One technique that acknowledges this is assis-
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tance in developing a support network that 
espouses healthy behaviors and provides respect 
and acceptance. Examples include a 12-step 
home group and/or sponsor, engagement in a 
dual recovery mutual self-help group, and new 
friendships with persons in recovery. Such a net-
work can support the continued development of a 
person’s recovery, even when they are not receiv-
ing care from a provider or clinical program 
(CSAT 2005). However, it is important to recog-
nize that these community support elements are 
not substitutes for treatment and clinical input is 
needed to optimize recovery.

Facilitating participation in mutual self-help 
groups is deemed a key technique for working 
with people with COD (CSAT 2005). Twelve- 
step facilitation (TSF) is an evidence-based clini-
cal treatment approach designed to acquaint 
patients with the philosophy of AA and to encour-
age them to participate in this self-help activity 
(Nowinski et  al. 1992). Research suggests that 
patients with alcohol dependence and low-level 
psychiatric severity have better outcomes with 
TSF than they do when treated with CBT (Project 
Match Research Group 1997). Techniques of 
TSF that support the recovery of COD patients 
are (1) encouraging patients to engage the pro-
grammatic aspects of AA in addition to attending 
meetings; (2) identifying meetings appropriate 
for the COD patient; (3) assistance with engage-
ment in step work; and (4) identifying dysfunc-
tional patterns of thinking and feeling (Nowinski 
et al. 1992).

COD patients may have symptoms such as 
social anxiety, suspiciousness, behavioral rigid-
ity, or cognitive difficulties that will inhibit their 
ability to get to and engage in group meetings. 
The clinician should use techniques of anticipa-
tory guidance and rehearsal to acquaint the 
patient with how the group works. Engagement 
of a significant other to accompany the patient to 
the group or writing down specific directions to 
get to the meeting can also be helpful. It will also 
be important to ensure that psychiatric symptoms 
are sufficiently stabilized to enable engagement 
with psychological support and motivational 
practices (CSAT 2005; Rosenthal 2002).

 Psychosocial Treatment Strategies

 Monitoring the Patient’s Clinical 
Status

Clinicians can use subjective or objective clinical 
measures to monitor their patient’s progress in 
treatment. The main areas of evaluation should 
be the person’s motivational state, sobriety/absti-
nence, psychiatric symptoms, and his or her per-
ceptions of the specificity and efficacy of the 
provided treatment (CSAT 2005). These assess-
ments, whether informal or structured, should be 
performed with enough frequency that all prog-
ress that has a positive impact upon recovery is 
detected. Individualized care planning should 
address each person’s unique characteristics. 
These may include genetic predisposition, addic-
tion severity, severity of mental illness, stage of 
change for both mental, and substance use disor-
ders. Culture, race, ethnicity, and living environ-
ment will also impact what the optimal 
combination of medications and psychosocial 
interventions should be. The technique of indi-
vidualizing care for people with COD is also nec-
essary to avoid a mismatch between the patient’s 
beliefs and the clinician’s interventions. The use 
of techniques inappropriate for the recovery stage 
will likely cause a highly stressed or ruptured 
therapeutic alliance and non-adherence to the 
treatment plan (Rosenthal 2013). Abstinence and 
sobriety should be monitored both through self- 
reports (e.g., checklists) and objective measures 
(toxicology screens, preferably random). All cli-
nicians providing care to those with COD must 
know techniques to assess a person’s mental sta-
tus for changes in the severity of key psychiatric 
symptoms such suicidality (CSAT 2005). Finally, 
the patient’s feedback about how they perceive 
the usefulness of treatment can provide essential 
information for adjusting the treatment plan. 
Feedback can take the form of a conversation in 
the context of a good therapeutic alliance or 
might be obtained from a standardized consumer 
satisfaction scale, especially as more of these ser-
vice user-specific scales are developed 
(Greenwood et al. 2010).
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 Providing Patient Education

Educational techniques provide important cogni-
tive restructuring for recovering COD patients 
and inform them about mental and substance use 
disorders, their sequelae, and treatment. For opti-
mal impact, the clinician should understand the 
patient’s capacity to make use of the information 
to support ego functioning and adaptive skills 
and formulate the educational plan accordingly. 
When a person with a substance use disorder 
learns that they have another, chronic mental ill-
ness, or vice versa, they may become demoral-
ized. Imparting information along with supportive 
techniques, such as normalization and encour-
agement, can assist with the development of cop-
ing skills and improved self-efficacy (Rosenthal 
2013). Typically, psychoeducation about sub-
stances focuses on different classes of drugs and 
their psychological and physical effects. The 
dangers of chronic use including pertinent medi-
cal problems and benefits of abstinence are also 
important topics. Current models of addiction 
and how drugs are used to address negative emo-
tional states may also be included. 
Psychoeducation about mental disorders includes 
information about symptoms of relevance to the 
patient, their treatment, and natural history.

Psychoeducation should be framed in the con-
text of a recovery perspective. This means active 
clinician-patient collaboration with person- 
centered planning that provides stage-specific 
interventions (see chapter “Person- Centered 
Recovery Planning as a Roadmap to Recovery. 
Outcomes of improved health, better self-care, 
increased independence, and improved self- 
esteem result from this process (CSAT 2005). 
The literature suggests that educating patients 
about their illness enhances the psychosocial 
rehabilitation of people with severe mental disor-
ders and substance dependence (Goldman and 
Quinn 1988). In addition, a fact-based and non- 
judgmental accounting of the effects of drugs 
helps tip the decisional balance in favor of recov-
ery. When teaching, the clinician must always 
take the patient’s literacy level into account, as it 
may be lower than the readability level of 
treatment- related reading materials (Greenfield 

et al. 2005). In addition, since many people with 
COD may have cognitive or memory problems, it 
will be especially important for the therapist to 
briefly review the main points of the discussion 
frequently (CSAT 2005).

The cognitive behavior therapy relapse pre-
vention technique of functional analysis uses 
teaching, exploration, and experiential learning. 
In this technique, for each substance use episode, 
the clinician helps the patient to identify their 
thoughts, feelings, and circumstances both before 
and after the substance use. In addition, the iden-
tification of relapse triggers is a CBT technique 
that helps the patient to identify sources of high 
risk for drug relapse from among potential high- 
risk situations, specific environmental cues, 
thought patterns, and emotions. Both the patient 
and the clinician learn the patient’s reasons for 
use, whether it is to cope with interpersonal dif-
ficulties or to experience risk or euphoria.

Part of the recovery process for both substance 
use and mental disorders is learning new, more 
adaptive behavioral patterns and putting them 
into practice. The clinician teaches these skills, 
including relapse prevention skills derived from 
CBT (Kadden et  al. 1992; Marlatt and Gordon 
1985). Data from numerous clinical trials of CBT 
suggest a learning curve related to practice 
effects, so the efficacy of CBT tends to increase 
for some period of time after the therapeutic 
intervention.

 Preventing Relapse

A corollary to the importance of learning new 
skills is that in order for them to be successful, a 
person must put them to use. An important tech-
nique in assisting the patient with skill acquisi-
tion is training through role-playing or rehearsal, 
where the clinician guides the patient through 
hypothetical, but typical, situations. This enables 
a person to practice recognizing which 
 circumstances are high-risk and how to make 
U-turns away from them. Rehearsing drug refusal 
skills and steps to minimize the effects of a slip 
(quit early) can also be useful. These techniques 
are especially helpful to patients with severe 
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COD with limited social skills (Roberts et  al. 
1999).

Specific techniques that support relapse pre-
vention include:

• Exploring negative consequences of contin-
ued substance use

• Enhancing the patient’s ability to recognize 
drug cravings early on

• Identifying high-risk situations for use
• Helping the patient to develop coping strate-

gies to avoid triggers and desires to use
• Identifying and developing activities that 

replace patient’s needs otherwise satisfied by 
the substance use

Dysphoric mood is a frequently reported 
antecedent of relapse in people with COD, so 
relapse prevention techniques also focus on 
building adaptive skills for coping with the neg-
ative or painful mood states (Marlatt and 
Gordon 1985; Longabaugh et  al. 1996). This 
may be especially helpful in patients with 
schizophrenia. For these individuals, abuse of 
substances, often stimulants, may be driven in 
part by negative symptoms. This is referred to 
as self-medication. In addition, techniques that 
help patients address negative thoughts are 
helpful, as they often accompany or trigger dys-
phoric states. The skills clinicians can teach 
patients for managing negative thoughts include 
thought stopping, positive self-talk, and substi-
tuting positive thoughts or feelings. CBT may 
hold particular promise in reduction in the 
severity of relapses when they occur (Kadden 
et al. 1992).

 Medical Strategies

 Managing Intoxication 
and Withdrawal States

Patients who are acutely intoxicated need a safe 
environment to sober up that also provides ade-
quate medical monitoring of acute intoxication 
and withdrawal symptoms. The clinician needs 

to be able to understand what substances the 
patient has taken, in what amounts, and over 
what time. Depending upon the type and dose of 
the substance the person is intoxicated with, a 
treatment plan can be developed. Elements to 
consider include (1) level of stimulation (a low-
light, low- sound environment), (2) need for reas-
surance, (3) safety precautions, (4) reality 
grounding, and (5) medical management (e.g., 
use of antagonists, gastric lavage, changing uri-
nary pH, sedation).

Many patients who meet DSM-5 substance 
use disorder criteria will not develop physical 
symptoms of withdrawal after cessation of sub-
stance use (APA 2013). The substances that typi-
cally produce physical withdrawal symptoms in 
those with substance dependence are in the 
sedative- hypnotic group (e.g., alcohol, benzodi-
azepines, barbiturates) or the opioid group (e.g., 
prescription narcotics and heroin). Other sub-
stance groups (stimulants, cannabis) may pro-
duce withdrawal symptoms, but they produce 
fewer physiologic symptoms (e.g., blood pres-
sure and heart rate). They are more likely to pro-
duce emotional arousal symptoms such as 
agitation, dysphoria, anxiety, and irritability. 
Medical personnel who work with COD patients 
must know the techniques of alleviating medical 
withdrawal from each class of substances and 
must recognize that COD may intensify the sub-
jective symptoms of withdrawal.

 Using Medication

Medications to treat traditional psychiatric ill-
nesses are well-employed by psychiatrists, but 
the same is not true of the use of medications for 
the treatment of SUD, in spite of the fact that 
there are many evidence-based medications for 
SUD. These medications work best in combina-
tion with psychosocial approaches and are 
described in detail in chapter “Evidence- Based 
Practices for Co- occurring Addiction and Mental 
Illness”. The text box below describes some key 
practical points that the community psychiatrist 
can use in employing pharmacology in COD.
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 Reducing the Morbidity of Substance 
Use Disorders

New patients should have a medical screening 
examination in order to assess general health and 
to assess the medical impact of substance use. 
This is important because, in addition to 
substance- induced damage to different organ sys-
tems in the body, both patients with substance 
use disorders and those with severe mental disor-
ders are less likely to engage in adequate self- 
care, including periodic medical examination 
(CSAT 2005). Because of impulsivity, and some 
dangerous routes of drug administration, people 
with COD are at high risk for sexually transmit-
ted diseases and other infectious diseases such as 
HIV, hepatitis C, and COVID-19 (Wang et  al. 
2020). People coming to treatment are often 
demoralized and adopt a fatalistic posture due to 
the negative impact of substance abuse and men-
tal illness (Winston et  al. 2020). Treating 
 clinicians can be supportive and use MI tech-
niques to increase the possibility that patients 
will follow up with necessary medical care.

 Implementing Techniques

 Techniques to Convey Information 
to Patients

Supportive psychotherapy should always be the 
foundation of provider-to-patient communication 

COD may have a lower threshold for 
CNS side effects (Olivera et al. 1990).

 7. Syndromes are less hazardous to treat 
than individual symptoms (e.g., insom-
nia, anxiety, dysphoria). When the 
patient communicates multiple com-
plaints that may be independent of 
Axis I disorders, it is easier for the cli-
nician to become uncertain about med-
ication response.

Adapted from Rosenthal 2013

 1. Abstinence should not be a requirement 
to begin pharmacotherapy for a co-
occurring Axis I disorder, unless there is 
a specific contraindication to that medi-
cine for a particular intoxication or 
withdrawal state. For example, one gen-
erally shouldn’t use medications during 
sedative-hypnotic withdrawal that lower 
the seizure threshold, such as antipsy-
chotics or antidepressants.

 2. Treat all treatable non- substance- 
related mental disorders, avoiding 
medications with a high abuse liability, 
if possible. The first choice for treating 
chronic anxiety shouldn’t be a short-
acting benzodiazepine. Try other, less 
risky strategies first.

 3. Unless contraindicated, evidence-
based medications for SUD should be 
used to treat SUD in patients with 
COD. Don’t avoid treating SUD with 
pharmacotherapy in patients with men-
tal disorders, as they may have an 
appropriate, even synergistic response 
(Petrakis et al. 2004).

 4. Be careful in choosing and dosing med-
ication, but don’t undertreat. Cover as 
much ground with the fewest number 
of medications and minimize the sched-
ule for dosing to once daily, if effective. 
Consider long-acting medication prep-
arations for patients with high disorga-
nization and poor social support, 
unstable living environments, or other 
chaotic elements lowering the likeli-
hood of adherence to an oral regimen.

 5. “Start low, go slow.” Patients with co-
occurring disorders may have increased 
initial sensitivity to medications and 
have difficulty tolerating side effects, 
but they may ultimately need a higher 
dose than patients without SUD 
(Kranzler et al. 1994).

 6. It is best to use medications with a high 
safety index and low capacity for induc-
ing delirium or seizures as those with 

R. N. Rosenthal

ALGrawany



251

since it is based on the factors common to all psy-
chotherapies and there are relatively few circum-
stances where it is not indicated (Frank 1975). 
This is because the techniques of supportive psy-
chotherapy are direct measures specifically 
geared to maintain, restore, or improve self- 
esteem, adaptive skills, and psychological func-
tioning (Rosenthal et al. In Press). This enables 
even difficult information to be delivered to a 
patient in a respectful, direct, supportive, and 
alliance-building fashion.

Several component techniques of supportive 
therapy are specifically useful in engaging with 
people and promoting their self-efficacy. First, the 
therapist’s empathic attitude of acceptance, 
respect, and interest allows the patient to feel wel-
comed and supported. Next, specific supportive 
techniques such as teaching, encouragement, reas-
surance, exhortation, modeling, and anticipatory 
guidance can be used to enhance motivation. 
Exhortation is the use of easily understood and 
remembered common phrases or slogans in order 
to convey important concepts to persons who may 
be cognitively impaired or frequently distracted by 
cravings or impulses (e.g., “Use HALT to remem-
ber your negative mood triggers—hungry, angry, 
lonely or tired!”). Modeling is where the provider 
serves as an exemplar of the adaptive behavior 
desired in the patient. Anticipatory guidance is the 
technique whereby the provider assists the patient 
in foreseeing obstacles to a proposed course of 
action and rehearsing behaviors successfully with 
those obstacles (Winston et al. 2020).

People often have negative self-evaluations 
about their own maladaptive behavior due to 
COD, typically worse with more severe disor-
ders. Individuals coming from an environment in 
which they feel highly stigmatized are more 
likely to develop self-stigma, with attendant neg-
ative impact on role function, self-esteem, 
morale, social and treatment engagement, and 
symptom severity (Brohan et  al. 2011; Yanos 
et al. 2008). Normalization is a supportive tech-
nique protective of the patient’s self-esteem by 
reframing what the patient thinks of their own 
behavior or experience as a common experience 
of others. However, care must be taken to avoid 
conflict with the MI technique of developing dis-

crepancy (Rosenthal et al. In Press). Techniques 
that support patients’ experiences of self-efficacy 
should be implemented because empowerment 
and expanded areas of social contact are associ-
ated with lowered self-stigma (Brohan et  al. 
2010, 2011). These supportive techniques include 
(1) use of experience-based praise (finding and 
declaring something the patient will experience 
as praiseworthy) (Rosenthal et al. In Press); (2) 
reassurance and encouragement (Rosenthal et al. 
In Press); (3) identification of patients’ strengths 
and capacity to change (Miller and Rollnick 
2002); and (4) cognitive restructuring. This last 
technique comes from CBT in which clinician 
and patient examine and challenge the validity of 
self-stigmatizing beliefs that are due to cognitive 
distortions or dysfunctional attitudes (Yanos 
et al. 2008).

Within a supportive context, the techniques of 
MI (CSAT 1999; Miller and Rollnick 2013) 
should be implemented for people with COD to 
elicit change in cognitions and behaviors. Thus, 
while building a therapeutic alliance, the pro-
vider imparts information that is likely to moti-
vate the patient toward healthier decisional 
process.

 Increasing the Validity and Impact 
of Feedback Provided to Patients

In order to affect the decisional balance between 
a patient’s tendency to continue to use substances 
and their countertendency to stop, accurate infor-
mation must be supplied in a non-threatening and 
non-demeaning fashion. This will add to the 
patient’s knowledge base and beliefs about the 
negative consequences of substance use. 
Therefore, the MI technique of providing feed-
back is useful, as valid information assists the 
patient in developing the discrepancy between 
present behavior and personal values or goals 
(Miller and Rollnick 2002). The highest quality 
information often takes the form of concrete per-
sonal measures generated by objective methods, 
which the patient can then read and discuss with 
the provider. These typically take the form of 
checklists, urine toxicity screens, and laboratory 
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reports. For example, for those with severe COD, 
feedback consisting of graphical representations 
of their nicotine dependence and those in a con-
trol group of nonsmokers comparing expired 
breath carbon monoxide and money spent on 
cigarettes might be effective for engagement in 
smoking cessation treatment (Steinberg et  al. 
2004).

In addition, more general normative data 
about alcohol and substance abuse from national 
sources such as the federal Substance Abuse and 
Mental Health Services Administration 
(SAMHSA) can be used for more general feed-
back (SAMHSA.gov). For example, going online 
to the SAMHSA website, where five standard 
drinks at a sitting for men (four for women) is 
defined as an episode of “heavy drinking,” can be 
a useful form of feedback. Conversely, hearsay 
and common myths tend not to have the same 
motivational impact, as they are more easily 
questioned and refuted. An additional source of 
useful feedback can be presented in the form of 
other patients’ responses and stories related to 
their use of substances or non-adherence to medi-
cation. For example, a particular strength of 
mutual-help peer groups is that members get to 
hear others share the negative consequences of 
drinking and drug use in a supportive and like- 
minded group. Similarly, in a program-based 
recovery group, senior members, with clinical 
oversight, can offer new members information 
based on their own experience, about the whys 
and wherefores of early recovery (Rosenthal 
2002).

 Using Techniques to Help Address 
the Social Consequences 
of Co-occurring Illnesses

COD have direct effects on functioning that are 
the obvious foci for evaluating the efficacy of our 
treatments. However, there are also a range of 
negative social consequences of co-occurring dis-
orders, including lowered self-esteem and motiva-
tion. There may also be disempowerment and 
alienation from families, the workforce, and sys-
tems of care. Clinical techniques must enable cli-

nicians to evaluate the people in ecologically valid 
terms, not just in terms of symptoms and function 
in the clinic setting. There are techniques that sup-
port and empower people in the face of stigma, 
that help them better negotiate organizations, and 
those that address disenfranchisement. Techniques 
that improve the patient’s safety are also impor-
tant. For example, homelessness may be a media-
tor of risk for relapse to substance abuse, which in 
turn leads to exacerbation of mental illness 
(Boisvert et  al. 2008; Kertesz et  al. 2005). 
Interpersonal, teaching, and management skills 
can be used to defuse conflict between a client and 
a landlord who is threatening eviction, thus poten-
tially reducing the risk of relapse.

 Making an Appropriate and Effective 
Referral

In order to make “good referrals that stick,” pro-
viders must implement techniques to properly 
assess the patient, to network with other agen-
cies, and create alliances with other providers 
and provider groups.

A useful technique in creating a network of 
care for COD patients is the crafting and execu-
tion of a structured reciprocal agreement, which 
binds together the care of an identified patient 
between separate provider systems. Reciprocal 
agreements can be powerful networking tools for 
supporting interagency cooperation and flow of 
patients across treatment settings. These agree-
ments create a pathway for patients to move 
between levels of care without the usual stress 
about placement out of one’s domain. For exam-
ple, a community service provider treating a 
patient with COD who frequently expresses sui-
cidal ideation can enter into an agreement with a 
hospital-based program to assess patients for 
hospitalization on an as-needed basis, provided 
the community-based program agrees to take the 
patient back into treatment post-discharge. This 
may give the community provider greater secu-
rity to work with higher-risk patients. Knowing 
that the hospital will easily accept the patients in 
crisis reduces apprehension of working with 
patients who have histories of instability. This 
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anxiety-reducing agreement implemented at the 
institutional level fosters the formation of a work-
ing alliance between the provider systems.

 Summary and Future Directions

Although infrequently studied, the individual 
treatment techniques underlying engagement, 
psychosocial, and medical treatment strategies 
are the basic and necessary clinical armamentar-
ium for clinicians who wish to treat patients with 
COD.  Most of the techniques described for 
engagement are generalizable to work with non- 
COD clinical populations. Similarly, techniques 
supporting strategies that focus on the transfer of 
clinical information are also more broadly gener-
alizable. There are probably many effective tech-
niques in use that will not gain wide dissemination 
unless packaged and tested to generate a proper 
evidence base. Future research should examine 
practice-based as well as hypothesis-driven 
designs to discover what clinical advances have 
been generated in the treatment setting.
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Women’s Mental Health: Core 
Concepts for Community 
Psychiatry

Sarah Nagle-Yang, Samantha Latorre, 
Sarah Quaratella, Riva Shah, Lana Weber, 
Rebekah Kanefsky, and Caitlin Hasser

 Introduction

Women’s mental health is a broad term that refers 
to the biological, psychological, and social 
aspects of mental health that differentially affect 
women. Discoveries in women’s mental health 
span biological sex differences pertaining to psy-
chiatric practice, the influence of female repro-
ductive hormone fluctuations on psychiatric 
conditions, and the impact of societal influences 
on the mental health of women. The study of 
women’s mental health has grown tremendously 
over the past four decades in the context of 
important policy and advocacy efforts within the 
medical scientific community and resulting man-

dates on the level of the National Institutes of 
Health (NIH) for inclusion of women in funded 
clinical research as well as for analysis of data by 
sex (Osborne et al. 2015). A sampling of impor-
tant milestones includes the “postpartum onset 
specifier,” first included in the DSM-IV. This was 
modified to the “perinatal onset specifier” in the 
DSM 5, an edition that also first formally 
acknowledged premenstrual dysphoric disorder 
(PMDD) as a distinct psychiatric diagnosis 
(American Psychiatric Association 2013). In 
2015, in response to increased knowledge of how 
to understand potential risks of medications given 
during pregnancy, the Federal Drug Association 
(FDA) removed the misleading ABCDX catego-
ries and introduced a more comprehensive sys-
tem to communicate reproductive safety data 
(Osborne et al. 2015). Finally, 2019 saw the first 
pharmacologic treatment approved specifically 
for postpartum depression, brexanolone (Powell 
et al. 2020).

While a full accounting of the field of wom-
en’s mental health is beyond the scope of this 
textbook, this chapter aims to synthesize 
knowledge most applicable to the care of 
women living with severe mental illness (SMI) 
in a practical manner for community psychia-
trists. The chapter is divided into two primary 
subsections. The first subsection covers aspects 
of women’s mental health as they pertain to the 
reproductive lifespan, including sexual health, 
contraceptive care, preconception counseling, 
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perinatal care, and the perimenopause period. 
Each of these topics represents critical compo-
nents of health with  important considerations 
for women living with SMI. The second sub-
section covers three types of violence which 
disproportionately affect women and have per-
vasive effects on health: intimate partner vio-
lence, sexual assault, and sex trafficking. This 
section includes guidance on how to identify 
and respond to these experiences as encoun-
tered in clinical care.

A limitation of this chapter is that, while 
written to address the distinct needs of women 
within psychiatric treatment, the construct of 
“women’s mental health” will not accurately 
capture many individuals who may be impacted 
by the outlined topics. Many people assigned 
female sex at birth do not identify as women, 
yet may experience pregnancy or menopause. 
Likewise, transgender females do not experi-
ence the same fluctuations in reproductive hor-
mones as cisgender females. While a strong 
body of evidence exists to inform the critical 
need to reduce barriers and improve outcomes 
for LGBTQ+ individual across all domains of 
healthcare (Baptiste-Roberts et al. 2017), rela-
tively little is known about the mental health 
impact of primary reproductive transitions for 
gender diverse populations (Hutner et  al. 
2021). While there is considerable momentum 
within the realm of women’s health to move 
toward more gender-inclusive language (i.e., 
“reproductive and sexual health” rather than 
“women’s health”) (Stroumsa and Wu 2018), 
the implementation of this important concept 
has not been well-elucidated in women’s men-
tal health, which necessarily includes aspects 
of “womanhood” which are outside the domain 
of reproductive health. Nonetheless, it’s likely 
that many of the subjects discussed in this 
chapter will be relevant to the care of individu-
als across the gender spectrum. For more infor-
mation specifically on the clinical care of 
LGBT+ individuals, the reader may reference 
chapter “Clinical Issues and Programming for 
Sexual and Gender Minority Populations”.

 Women’s Mental Health Across 
the Reproductive Lifespan

 Sexual Health

According to the World Health Organization, 
sexual health “requires a positive and respectful 
approach to sexuality and sexual relationships, as 
well as the possibility of having pleasurable and 
safe sexual experiences, free of coercion, dis-
crimination and violence” (World Health 
Organization 2021a). Across the female repro-
ductive lifespan, fluctuations in reproductive hor-
mones, psychological symptoms, relationship 
factors, and psychosocial issues may impact sex-
ual health in critical ways. Furthermore, pharma-
cologic treatment for psychiatric conditions may 
impact sexuality. Clinicians often do not inquire 
about sexual health, yet research demonstrates 
that patients wish to discuss sexual health with 
their psychiatrist (Barker and Vigod 2020).

Individuals with serious mental illness (SMI), 
including schizophrenia, bipolar disorder, and 
major depressive disorder, have similar sexual 
needs to the general population, but may present 
with distinct challenges (Barker and Vigod 2020). 
For those living with psychotic disorders, posi-
tive and negative symptoms, cognitive deficits, 
and medication side effects impact the capacity 
for intimate relationships and sexual functioning. 
Depression and anxiety affect the sexual response 
at multiple levels, with lower levels of desire and 
incentives for sexual behavior and diminished 
capacity for psychological and physical arousal 
(Basson and Gilks 2018). Individuals with bipo-
lar disorder may engage in higher-risk sexual 
behaviors during the manic phase (Dell’Osso 
et  al. 2009). Further, sexual trauma has been 
identified as one of the most potent risk factors 
for adult sexual dysfunction in the general popu-
lation, affecting arousal, desire, orgasm, and pain 
(Bigras et al. 2021).

Treating a woman’s sexual dysfunction 
involves a multimodal approach including ensur-
ing psychiatric stability, using lowest effective 
doses of agents with limited sexual side effects, 
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Table 1 Implications for sexual health by medication class

Medication/
class Mechanism of action

Sexual 
dysfunction 
risk Potential strategies for mitigating risk

SSRIs Blocks 5HT reuptake High Exercise prior to sexual activity
Dose reduction
Switch to alternative with fewer sexual side 
effects (vortioxetine, vilazodone, bupropion, 
mirtazapine, or desvenlafaxine)
Augmentation with bupropion, aripiprazole, or 
vortioxetine

Antipsychotics Antagonism of D2 antagonism 
of 5HT2A, variable effects at 
5HT1a, a1, a2, H1, M1

Low-medium Dose reduction
Switch to alternative with fewer sexual side 
effects such as aripiprazole or quetiapine

Basson and Gilks (2018), de Boer et al. (2015), Keepers et al. (2020)

and optimizing medical comorbidities such as 
vulvovaginal atrophy, diabetes, obesity, and 
hypothyroidism (Barker and Vigod 2020). 
Psychotropic medications often compromise sex-
ual health, resulting in side effects and sexual 
dysfunction. See Table  1 for a summary of the 
common sexual implications of major classes of 
medications.

 Contraceptive Care

Contraceptive information and services are a crit-
ical component of health. Individuals with psy-
chiatric illness may be at particular risk for 
inadequate contraception or nonadherence to 
methods which require daily use, such as oral 
contraceptive pills (Barker and Vigod 2020). 
Psychiatrists should be prepared to have informed 
discussions about contraception with all female 
patients of reproductive age. This involves engag-
ing patients in discussion of reproductive health 
goals and preferences, having knowledge of 
available contraceptive options, and understand-
ing interactions between contraceptives and psy-
chotropic medications.

 Approach to Contraceptive Counseling
Providers must consider that women with SMI 
may have limited knowledge about sexuality and 
reproduction and carry misperceptions about 
contraception. The following approaches should 
be utilized:

• Timing: Provide counseling when patients are 
not acutely experiencing symptoms that would 
affect their ability to attend to, comprehend, 
retain, or evaluate the information presented.

• Presentation: Present information in a way 
that is accurate, simple, and clear. Supplement 
verbal counseling with simple written educa-
tional materials.

• Correct Use: Emphasize method-specific 
effectiveness rates, many of which are depen-
dent upon correct use. Explain how psychiat-
ric illness may interfere with correct use of 
certain contraceptives (i.e., severe mood dis-
order or psychosis affecting one’s ability to 
take oral contraceptive medication daily or 
attending regular appointments for a subcuta-
neous injection).

• Partners: Effective use of some methods, like 
condoms, relies upon partner cooperation and 
support. Because some women may have dif-
ficulties negotiating contraceptive use before 
or during sex, it is important for providers to 
screen for intimate partner violence (IPV) and 
discuss contraceptive methods which do not 
depend on partner cooperation. Engage part-
ners in contraceptive counseling when appro-
priate (Guedes et al. 2009).

 Contraceptive Methods 
and Considerations
The Medical Eligibility Criteria for Contraceptive 
Use developed by the Centers for Disease Control 
and Prevention is a comprehensive guide which 
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rates contraceptive methods from most effective 
(Tier 1) to least effective (Tier 3) (Curtis et  al. 
2016). See Table 2 for a summary of contracep-
tive methods and ratings.

 Psychotropic and Contraceptive Drug 
Interactions
Pharmacologic interactions between psychotro-
pic drugs and contraceptives exist for hormonal 
contraceptives (HCs). See Table 3 for a review of 
said interactions.

 Contraceptives and Mood Symptoms
The effect of contraceptives on mood symp-
toms remains unclear (McCloskey et al. 2021). 
Data from randomized placebo-controlled trials 
suggest that women with psychiatric illness 
who use hormonal contraception have equal or 
lower rates of mood symptoms compared to 
non-users (Lundin et al. 2017). However, con-
traceptive discontinuation rates from perceived 
mood symptoms have been reported from 14% 
to 21% (Robinson et al. 2004). It is important to 
counsel on possible emergence of mood symp-
toms and discuss options to switch to other 
effective contraceptive methods (i.e., formula-
tions with lower hormonal dosages or non-hor-
monal options such as the copper IUD). 
Drospirenone-containing oral contraceptive 
pills have been approved by the FDA for the 
treatment of mood symptoms occurring during 
premenstrual dysphoric disorder and could be 
considered for women with mood and anxiety 
disorders (Lopez et  al. 2012). If mood symp-
toms emerge during particular phases of the 
menstrual cycle, extended cycle regimen or 
continuous dosing could be considered 
(Edelman et al. 2014).

 Preconception Counseling

Preconception planning is a critical component 
of psychiatric care for all women of reproductive 
age. Approximately 50% of pregnancies are 
unplanned and women living with SMI are likely 
to be at increased risk for unintended pregnancy 
(Barker and Vigod 2020). Pregnancy is likely to 

introduce additional risk for illness exacerbation, 
and medications prescribed for the treatment of 
psychiatric illness may be associated with obstet-
rical or neonatal risk at the earliest embryonic 
stages. The concept of preventative ethics, an aim 
to anticipate and prevent ethical dilemmas in the 
practice of healthcare, guides the psychiatrist to 
discuss family planning early in treatment and as 
a routine component of care during periods of ill-
ness stability (Miller 2009).

Psychiatrists should inquire about a patient’s 
obstetrical history, plans for pregnancy, and con-
traceptive preferences and practices. Patients 
should be informed about potential risks of the 
underlying illness during the perinatal period, as 
well as the potential risks of prescribed medica-
tion to have teratogenic effects or increase obstet-
rical risk.

 Impact of Psychiatric Illness on Fertility
While many patients may be concerned about 
how their psychiatric illness impacts their ability 
to conceive, current evidence suggests that the 
fertility rates of women with severe mental ill-
ness are equal to or approach that of the general 
population (Vigod et al. 2012). The exception to 
this general finding, however, is within the diag-
nostic domain of eating disorders. Anorexia and 
bulimia nervosa account for up to 60% of cases 
of anovulatory infertility (The ESHRE Capri 
Workshop Group 2006).

 Pharmacologic Treatment Planning
Preconception treatment planning is best 
approached via a “risk-risk” analysis, in which 
the risks of potential pharmacologic treatments 
during pregnancy or lactation are weighed in 
conjunction with the risks of the underlying ill-
ness. This approach considers the potential for 
omission bias, defined as a discussion of the risks 
of commission (prescribing a medication) with-
out a similar level of detail about the risks of 
omission (not prescribing a medication). In stud-
ies of medical decision-making, omission bias is 
common and likely to be based on an underlying 
belief on the part of a physician that introducing 
a risk is a stronger concern than failing to reduce 
a risk (Miller 2009).
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Table 2 Medical and psychiatric considerations for contraceptives

Typical 
use 
failure 
ratea Administration

Medical 
considerations

Potential 
psychiatric drug 
interactions

Psychiatric 
considerations

Tier I
IUDsb

  Copper
  Progestin

0.1–
0.8%

Replace 
every 
3–10 years

– Few adherence issues 
and reversible, 
preferable for SMI
Hormone action is 
local (with progestin- 
IUDs); copper IUD is 
non-hormonal and 
may be preferable for 
women who have 
experience adverse 
somatic or psychiatric 
effects with hormonal 
contraception.  
Irregular bleeding 
patterns possible
Inconspicuous, 
preferable for IPV

Progestin subdermal 
implantb

0.1% Replace 
every 3 years

– Not 
recommended 
with TCAs, 
MAOIs, St. 
John’s wort, 
mood stabilizers, 
antiepileptics

Few adherence issues 
and reversible, 
preferable for SMI
Irregular bleeding 
patterns possible
Inconspicuous, 
preferable for IPV

Permanent methods
  Female sterilization
  Vasectomy

0.15–
0.5%

N/A – 
procedural

Present ethical 
concerns in women 
with SMI and 
cognitive impairment, 
especially in light of 
psychiatry’s 
disturbing history in 
the eugenics 
movement (Roelcke 
2019)

Tier II
Medroxyprogesterone 
acetate injection

4% Injection 
every 3 
months

Monitor for weight 
gain, truncal fat 
deposit, and 
peripheral glucose 
intolerance

Irregular bleeding 
patterns possible
Less invasive than 
IUDs, may be 
preferred in cases of 
cognitive impairment 
where ethical 
considerations arise
Inconspicuous, 
preferable for IPV but 
requires frequent 
health service visits

(continued)
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Table 2 (continued)

Typical 
use 
failure 
ratea Administration

Medical 
considerations

Potential 
psychiatric drug 
interactions

Psychiatric 
considerations

Progestin-only oral 
contraceptives

7% Daily at the 
same time

Efficacy reduced 
with delayed or 
missed doses

Not 
recommended 
with TCAs, 
MAOIs, St. 
John's wort, 
mood stabilizers, 
antiepileptics

Daily dosing at the 
same time requires 
higher level of 
cognitive functioning

Combined oral 
contraceptives

7% Daily Efficacy reduced 
with missed doses
Not recommended 
for women 
<1 month 
postpartum OR 
women with 
cardiovascular risk 
factors, age 
>35 years, smokers, 
and with other 
estrogen 
contraindications 
due to risk of VTE, 
MI, and stroke

Not 
recommended 
with TCAs, 
MAOIs, St. 
John's wort; not 
optimal with 
mood stabilizers, 
antiepileptics, 
may need to 
monitor drug 
levels and adjust 
dosages as 
necessary if other 
methods are not 
feasible
Can cause 
increased drug 
levels of 
clozapine

Extended-cycle 
preparations may be 
preferable for women 
with somatic and 
mood symptoms that 
are sensitive to 
hormonal fluctuation
Menstrual 
suppression for 
hygiene management 
may be requested by 
women with 
disabilities or their 
caretakers
COCs may have 
therapeutic benefit for 
hyperprolactinemia
Daily dosing requires 
higher level of 
cognitive functioning

Transdermal 
hormonal patch

7% Weekly 
replacement

Vaginal ring 7% Monthly 
replacement

Tier III
Male condom 13% Single use Dual use of 

condoms plus more 
effective methods 
should be routinely 
encouraged to avoid 
STI

– Significant adherence 
issues, high effort, 
high user failure rates, 
and need for partner 
compliance make 
these options not 
optimal as first-line 
contraceptives 
Condoms should be 
encouraged as dual 
use to protect against 
STIs
Acceptable when all 
other effective options 
are not feasible

Female condom 21% Single use –

Sponge, spermicide, 
diaphragm or cervical 
cap

14–
27%

Variable – –

aEstimates are provided of probabilities of failure during typical use (which includes both incorrect and inconsistent 
use) (Trussell 2011)
bIUDs and the progestin subdermal implant are long-acting reversible contraceptives (LARC)
Curtis et al. (2016)
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Risks of untreated psychiatric illness vary 
broadly by illness and severity, but generally 
include impaired functioning, risk of suicide and 
hospitalization, poor prenatal care, increased 
substance use, preterm birth, postpartum depres-
sion or psychosis, and problems with attachment 
(Fitelson et al. 2021). Understanding associated 
risk for illness recurrence or exacerbation during 
pregnancy and in the postpartum period for spe-
cific psychiatric conditions is critical. In the set-
ting of long-standing mental illness and 
treatments, clinicians should carefully review all 
aspects of the patient’s history to confirm current 
diagnoses and indicated treatments, particularly 
in the setting of traumatic experiences or sub-
stance use. Important considerations when evalu-
ating risk of untreated psychiatric illness include 
the severity of a patient’s previous illness epi-
sodes, degree of recurrence in her illness history, 
level of psychosocial and familial support, degree 
of insight into symptoms, and access to medical 
and psychiatric care (Fitelson et al. 2021).

In considering the risks of the medication, cli-
nicians must consider several questions. The first 
is, “What is likely to work for this patient?” 
Introducing a medication that has a high level of 
reproductive safety is not helpful if it doesn’t 
allow the patient to achieve or maintain illness 
stability. Once medications with likely efficacy 
are identified, one must consider the overall level 
of data (“how much is known”), as well as “what 
is known” about its associated risk of teratoge-
nicity, spontaneous abortion, obstetrical compli-
cations, neonatal complications, and adverse 
developmental outcomes. Consideration of safety 
in lactation should be considered from the start to 
avoid the need to switch medications during a 
high-risk period. Purposefully selected medica-
tions should be utilized at the lowest effective 
dose and, when possible, polypharmacy should 
be avoided. These principles are summarized in 
Table 4. Ultimately, the goal is to develop a treat-
ment plan that best balances risk with efficacy. 
By including the patient, her family, and her 
treatment team in discussions about treatment 
planning, providers can minimize miscommuni-

Table 3 Psychotropic and contraceptive drug 
interactions

Effect of HCs on psychotropics
• Clozapine concentrations increase when combined 
with HCs because of reduced activity of hepatic CYP 
P450 1A2, 2C19, and 34A enzymes. Clozapine doses 
must parallel the contraceptive regimen and be 
reduced in the active hormone phase, during which 
clozapine plasma concentration may increase 2–3× 
compared to the non-hormonal phase (Bookholt and 
Bogers 2014). Intrauterine devices, subdermal 
implant, and depot-medroxyprogesterone acetate are 
preferred, as these do not undergo the first-pass 
hepatic metabolism of HCs.

• Lamotrigine concentrations decrease when 
combined with HCs as ethinyl estradiol is a potent 
inducer of the uridine diphosphate 
glucuronosyltransferase (UGT) system. Clinicians 
should consider an increase in the maintenance dose 
of lamotrigine prior to initiation of a combined oral 
contraceptive (OCP), with further increases if 
clinically indicated. A baseline serum level of 
lamotrigine obtained prior to OCP therapy can provide 
a useful baseline for comparison later (Christensen 
et al. 2007; Reddy 2010).
• Valproic acid concentrations decrease when 
combined with HCs in a similar mechanism to 
lamotrigine. Additionally, ethinyl estradiol increases 
clearance of valproic acid (Herzog et al. 2009). 
Without dose adjustment, this may lead to decreased 
mood stability. Valproic acid is generally not 
recommended for women of childbearing age unless 
combined with a high-efficacy long-acting reversible 
contraceptive (LARC) due to risk of teratogenicity and 
neurodevelopmental effects (Meador et al. 2009; 
Weston et al. 2016).
Effect of psychotropics on HCs
• Carbamazepine reduces HC efficacy by increasing 
the production of sex-hormone-binding globulin, 
which tightly binds and reduces the concentration of 
free progestin (Dutton and Foldvary-Schaefer 2008). 
Intrauterine devices and depot-medroxyprogesterone 
acetate are preferred.
• Carbamazepine, oxcarbazepine, and St. John’s 
wort reduce HC efficacy by inducing the CYP3A4 
system, which increases the clearance of contraceptive 
steroids (including progestin) (Berry-Bibee et al. 
2016; Davis et al. 2011; Hlengwa et al. 2020). 
Intrauterine devices and depot-medroxyprogesterone 
acetate are preferred.
• Lamotrigine reduces the blood concentration of 
progestin by approximately 20% in women taking HC; 
however it has not been shown to reduce HC efficacy 
(Sidhu et al. 2006). Intrauterine devices and depot- 
medroxyprogesterone acetate may be preferred.

Women’s Mental Health: Core Concepts for Community Psychiatry



264

Table 4 General tenets perinatal psychiatry

Inquire about reproductive goals and contraceptive 
preferences as a component of routine care
Engage in preconception counseling with the goal of a 
treatment plan that best balances risk with efficacy
Confirm accuracy of historical diagnoses and 
indications for treatment
Engage patient in a risk-risk discussion which includes 
the risk of untreated/undertreated psychiatric illness 
vs. the risk of indicated medication
Consider risks associated with specific diagnoses
Consider severity of illness
Maximize non-pharmacologic treatments
Prioritize sleep
Consider the level of data when interpreting risk of 
medication
Utilize the lowest effective dose
Avoid polypharmacy when possible

cation and maximize the patient’s treatment out-
comes (Chisolm and Payne 2016).

It is important to note that a risk-risk analysis 
will almost always reveal elevated risk on both 
sides of the equation as treatment of illness dur-
ing pregnancy is necessarily a situation with ele-
vated risk. At times, this may lead to the false 
sense on either the part of the patient or the clini-
cian that the well-being of the mother is at odds 
with the well-being of a developing fetus. In 
these circumstances, a helpful ethical construct to 
consider is that of relational ethics—the perspec-
tive that a mother’s well-being and her baby’s 
well-being are intertwined. Having a healthy and 
functioning mother is beneficial both for the 
developing fetus and future children; likewise a 
positive birth outcome, and a sense of security 
about the overall health and development of a 
child, is beneficial for mothers (Miller 2009).

 Perinatal Psychiatry

As optimizing the treatment plan for women with 
psychiatric illness during the perinatal period is 
best accomplished in the preconception period, 
the general tenets of perinatal psychiatry are dis-
cussed in the preceding section. However, practi-
cally speaking, psychiatrists are likely to find 
themselves in the situation where a patient is 

seeking advice about the optimal treatment plan 
once already pregnant. In these instances, there 
are additional factors to consider. A patient cur-
rently taking an effective medication may inquire 
about switching to a medication that is “safer” in 
pregnancy. However, switching medication dur-
ing pregnancy may potentially increase repro-
ductive risk by increasing the number of 
exposures during a pregnancy as well as increas-
ing the risk for recurrence of illness (Chisolm and 
Payne 2016). In this context, consideration 
should be given to continuing an effective medi-
cation that the patient has already taken during 
this pregnancy. The timing of reproductive risk 
should also be considered in the context of the 
patient’s pregnancy. Switching a medication 
based on teratogenic risk would not be an effec-
tive strategy once organogenesis is complete.

Breastfeeding is associated with multiple 
well-established benefits for both mother and 
infant; thus many women prefer to breastfeed. 
Psychiatrists should discuss infant feeding pref-
erences with patients early in the process of pre-
conception planning or treatment during 
pregnancy. Considerations in this discussion 
should include the benefits of breastfeeding as 
well as the potential risks due to her underlying 
illness or indicated medications. Strategies to 
effectively prioritize sleep in the setting of breast-
feeding are critical and may include entailing 
support persons to bring the infant to breastfeed 
during the night while attending to other aspects 
of infant nighttime care (changing diapers, set-
tling back to sleep, etc.) (Nagle-Yang et  al. 
2021a). Women with very limited supports or 
severe symptoms may not be able to safely 
breastfeed. Likewise, in some instances, the risks 
of indicated medications or underlying illness 
outweigh the benefits of breastfeeding. Providing 
support to women in navigating this complex 
decision may be a powerful intervention at a 
stressful time. Finally, regardless of how a woman 
chooses to feed her infant, psychiatrists should 
exercise caution in prescribing sedating medica-
tions to a patient caring for a young infant. When 
such medications are required, psychiatrists 
should recommend additional supports during 
nighttime feedings and provide guidance on safe 
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sleep practices, as sedating medications are 
known to further increase the risk for sudden 
infant death syndrome associated with parent- 
infant bed sharing (Task Force on Sudden Infant 
Death Syndrome 2016).

The field of perinatal psychiatry has grown 
tremendously over the past few decades and has 
translated to increased knowledge of the phe-
nomenology of psychiatric illness as well as 
associated risks. While a full accounting of this 
field is beyond the scope of this chapter, a sum-
mary of diagnoses and treatments most relevant 
to community psychiatrists is provided below.

 Schizophrenia

Prognosis in Perinatal Period
Current data suggests that pregnancy is not pro-
tective for women with schizophrenia. 
Preconception illness severity and choices sur-
rounding medication management are correlated 
with risk of relapse. The postpartum period is a 
high-risk period with increased risk for hospital-
ization throughout the first 6 postpartum months 
(Taylor et al. 2018).

Risks of Not Treating
Women with schizophrenia are at increased risk 
for obstetric complications including antepartum 
hemorrhage, low birth weight, placental abrup-
tion, intrauterine growth restriction, and preterm 
delivery (Tosato et  al. 2017). These risks are 
likely multifactorial in etiology, and associations 
are confounded by higher rates of medical comor-
bidities and substance use and lower rates of pre-
natal care among women with this illness 
(Møller-Olsen et  al. 2018). Of note, one study 
found that controlling for various maternal fac-
tors reduced differences in adverse pregnancy 
outcomes between women with and without 
schizophrenia; however those with an acute epi-
sode of psychosis during pregnancy remained at 
elevated risk even after these adjustments 
(Nilsson et al. 2002).

Medication Treatments
• Oral antipsychotics: Increasing data on 

second- generation antipsychotics (SGAs) is 

largely reassuring and does not support a sig-
nificant association with congenital malfor-
mations, although one study did find a slight 
increase in cardiac malformations with risper-
idone specifically (Nagle-Yang et al. 2021b). 
Patients taking SGAs during pregnancy should 
be monitored for gestational diabetes, exces-
sive maternal weight gain, and abnormalities 
in fetal growth (Park et al. 2018). While que-
tiapine is often preferred due to low placental 
passage rate and low breast milk transmission, 
caution should be exercised in breastfeeding 
due to potential sedating qualities (Nagle- 
Yang et  al. 2021b). Newer medications (i.e., 
lurasidone) should be avoided in pregnancy 
when possible due to overall lack of data. 
Among first-generation antipsychotics, halo-
peridol has the highest level of data, and avail-
able data suggest this medication is not a 
major teratogen (Einarson and Boskovic 
2009). Use of first-generation antipsychotics 
during late pregnancy has been associated 
with transient extrapyramidal symptoms in 
exposed neonates (Kulkarni et al. 2014).

• Clozapine: Clozapine merits special consider-
ation given its role in treatment of schizophre-
nia in treatment-resistant cases or instances 
where alternate medication side effects of 
intolerable (Warnez and Alessi-Severini 
2014). A recent review article by Mehta and 
Van Lieshout (2017) discussed the limitations 
of evaluating the safety of clozapine during 
pregnancy, including difficulty establishing a 
control group, lack of ability to control for 
comorbidities, and the role of polypharmacy. 
Thus, careful consideration of risks and bene-
fits of treatment must be considered in the 
treatment of pregnancy patients. Based on 
review of approximately 200 case reports, 
Larsen et  al. (2015) report there is no clear 
pattern of congenital malformations identified 
(Larsen et al. 2015). Clozapine is often con-
sidered a contraindication to breastfeeding 
due to high concentration in breast milk and 
risk for agranulocytosis in infants (Mehta and 
Van Lieshout 2017).

• Long-acting injectable antipsychotics: While 
the benefits of long-acting injectable (LAI) 
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antipsychotics are well established, there is a 
paucity of literature on the reproductive safety 
profile during pregnancy (Orsolini et al. 2021). 
Available data is limited to case reports on 
individual long-acting agents, which have not 
reported associated malformations (Ballester- 
Gracia et  al. 2019). Some, but not all, case 
reports have reported adverse obstetrical or 
neonatal outcomes (Clinebell et  al. 2017). 
These case reports are difficult to interpret due 
concurrent polypharmacy or missing informa-
tion regarding potential confounding factors. 
While the weak level of data for LAI antipsy-
chotics suggests that a switch to oral formula-
tions in anticipation of pregnancy may be 
indicated, psychiatrists must consider the indi-
vidual patient’s treatment history, disease 
course, and previous medication trials. In the 
setting of a patient with a history of nonadher-
ence to oral medication and a severe disease 
course, continuing an LAI antipsychotic as a 
component of a comprehensive treatment plan 
may be the strategy that best balances the risk 
of the underlying illness vs. the risk of the 
indicated medication. As LAIs bypass first- 
pass hepatic metabolism, it is theorized that 
they are less effected by pharmacokinetic 
changes of pregnancy and may offer more 
stable blood levels as pregnancy progresses 
(Nagle-Yang et al. 2021b).

 Depression

Prognosis in Perinatal Period
Perinatal depression is the most common compli-
cation of childbirth and affects 15–20% new 
mothers (Osborne and Birndorf 2021). For 
women with a history of major depressive disor-
der, pregnancy is not protective against recur-
rence, and the postpartum period can be 
particularly high risk (Osborne and Birndorf 
2021). Discontinuing previously effective main-
tenance medication increases the likelihood of 
illness relapse (Cohen et al. 2006).

Of note, the DSM 5 provides a “peripartum 
onset” specifier that can be applied to depressive, 
manic, or hypomanic episodes with onset during 
pregnancy or within 4 weeks postpartum (Sharma 

and Mazmanian 2014). However, this time asso-
ciation remains controversial with evidence sug-
gesting that mothers remain vulnerable to 
postpartum mental illness several months after 
delivery (Munk-Olsen et al. 2006a; Munk-Olsen 
et al. 2006b).

Risks of Not Treating
Left untreated, perinatal depression can have a 
pervasive impact on the health of the mother and 
her child. Depression during pregnancy is associ-
ated with adverse obstetrical outcomes such as 
preterm birth, low birth weight, operative deliv-
ery, and preeclampsia (Henshaw 2009). 
Depression during pregnancy also predicts post-
partum depression, with well-established impact 
on parenting practices, infant and child develop-
ment, and the mother-child relationship (McLearn 
et al. 2006).

Medication
SSRIs as a class have a high level of data to 
inform reproductive safety. Current data do not 
support associations with congenital malforma-
tions, although there is some mixed information 
specifically around paroxetine and cardiovascu-
lar malformations (Yonkers et  al. 2014). SSRIs 
do show associations with a small increased risk 
for preterm delivery (as does untreated depres-
sion) and persistent pulmonary hypertension of 
the newborn (PPHN) (Grigoriadis et  al. 2014). 
When used in the second half of pregnancy, they 
are associated with an increased risk for neonatal 
adaptation syndrome (Byatt et  al. 2013). While 
sertraline is often considered first-line in the peri-
natal period due to the level of data available and 
its low breast milk transmission, all SSRIs are 
considered compatible with breastfeeding 
(Stewart and Vigod 2019).

 Bipolar Disorder

Prognosis in Perinatal Period
Current research suggests pregnancy is not pro-
tective for women with bipolar disorder, and the 
postpartum period is particularly high risk (Di 
Florio et al. 2018). Women with bipolar disorder 
are 7x as likely to experience a first-time psychi-

S. Nagle-Yang et al.



267

atric admission and twice as likely to experience 
a psychiatric re-admission, for affective  psychosis 
in the first postpartum month relative to postpar-
tum healthy controls (Terp and Mortensen 1998). 
Data indicates that there is two times the risk of 
relapse in women who discontinue mood stabi-
lizing medication during pregnancy compared to 
women who continued treatment (Viguera et al. 
2007). Postpartum psychosis is a rare but serious 
condition that typically presents as a psychiatric 
emergency. While postpartum psychosis may 
occur outside of the setting of bipolar disorder, a 
personal or family history of bipolar disorder is 
one of the strongest risk factors for postpartum 
psychosis (Wesseloo et al. 2016).

Risks of Not Treating
Women with bipolar disorder are at increased 
risk for a variety of obstetrical and neonatal 
adverse outcomes including preeclampsia, pla-
cental abnormalities, intrauterine growth restric-
tion, low birth weight, preterm birth, and small 
for gestational age infant and neonatal hypogly-
cemia (Nagle-Yang et al. 2021a). As in the setting 
of maternal schizophrenia, studies examining 
outcomes among women with bipolar are often 
confounded by higher rates of substance use and 
obesity and decreased rates of prenatal care 
among women with bipolar disorder relative to 
the general population.

Mood Stabilizers in Pregnancy
• Lithium: Associations between lithium and 

cardiac malformations, most notably Epstein’s 
malformation, have been reported since the 
1970s. However, beginning in the 1990s epi-
demiologic studies suggested that the initial 
reports of risk were likely overestimations 
(Cohen et  al. 1994). In recent years, several 
large-scale studies have dramatically increased 
knowledge on this topic and suggest that while 
lithium may have an association with cardiac 
or overall malformations, this risk is occurring 
at rates much lower than previously suggested 
and may be dose-dependent (with stronger 
associations at doses at or greater than 900 mg/
day) (Fornaro et  al. 2020). As lithium is a 
highly effective treatment option for bipolar 

disorder, with increasing data to support its 
use for preventing postpartum mood episodes 
and postpartum psychosis in women with 
bipolar disorder, it is currently considered a 
viable option during the perinatal period for 
women when indicated.

• Physiologic changes in pregnancy which 
affect the pharmacokinetics of lithium include 
increased total body water content and 
increased glomerular filtration rate (GFR) 
(Pariente et  al. 2016). Given the renal clear-
ance of lithium (Oruch et al. 2014), changes in 
GFR can decrease lithium blood levels, mak-
ing frequent serum monitoring important in 
assessing for adequate dosing and/or toxicity 
(Deligiannidis et al. 2014). Expert recommen-
dations for lithium monitoring during the peri-
natal period are summarized in Fig. 1.

• Lamotrigine: Lamotrigine has a high level of 
largely reassuring data to inform reproductive 
risk (Nagle-Yang et  al. 2021a). Thus, it is 
often considered a first-line approach to treat-
ment of bipolar disorder in the perinatal 
period, particularly for women who have 
experienced a preponderance of depressive 
episodes. While earlier research by Holmes 
et al. (2008) of infants exposed to lamotrigine 
in the first trimester identified a small elevated 
risk of oral cleft palate or lip, a more recent 
large study incorporating data from over 
10 million births did not identify an increased 
risk of cleft palate or overall malformation in 
infants with in utero exposure to lamotrigine 
(Dolk et  al. 2016), and several international 
registries have reported no increase in risk for 
malformations with lamotrigine (Tomson 
et al. 2018).

• Increasing estrogen levels during pregnancy 
accelerate the metabolism of lamotrigine 
which correlates to decreased serum concen-
tration of the medication (Clark et al. 2013). 
As there is not a clear consensus on the thera-
peutic level of lamotrigine for treatment of 
bipolar disorder, it is recommended to obtain a 
preconception therapeutic level in patients sta-
bilized on lamotrigine. During pregnancy, 
some experts recommend monitoring monthly 
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Preconep�on

•Preconcep�on counseling
•Baseline laboratory 

monitoring: 
Lithium level
Basic Metabolic Panel
Thyroid S�mula�ng
Hormone

Pregnancy

•Monitor lithium level and
kidney func�on monthly 
throughout pregnancy,
and weekly star�ng at 36 
weeks gesta�on

•Increased monitoring in
the se�ng of 
hyperemesis or impaired
renal func�on (i.e. 
preeclampsia)

•High resolu�on and fetal 
echocardiogram 
ultrasound at 16-20 
weeks gesta�on

•Collabora�on with
obstetric provider and
poten�ally hospital labor 
and delivery team to
ensure clear 
communica�on

Labor and Delivery

•Provide adequate
hydra�on

•Measure infant lithium 
level and thyroid func�on
via umbilical cord sample

Postpartum

•Check maternal lithium 
level and kidney func�on
at approximately 24 
hours postpartum

•Consider re-ini�a�on of 
pre-pregnancy lithium 
dose if dose has been
increased during
pregnancy

Fig. 1 Recommendations for lithium monitoring during the perinatal period (Nagle-Yang et al. 2021a; Wesseloo et al. 
2017)

lamotrigine serum levels and, if clinically 
indicated, increasing the dose to maintain the 
patient’s baseline therapeutic level (Clark 
et  al. 2013). If the dose is increased during 
pregnancy, decreasing the dose by 25% after 
delivery is recommended to avoid toxicity, 
with subsequent decreases every 3–4  days 
until the patient is at preconception therapeu-
tic dose (Clark and Wisner 2018).

• Valproate: Valproate is considered a human 
teratogen with a 10% overall risk of major 
malformations and clear association with 
adverse developmental outcomes in children 
exposed in utero including reduced IQ, autism 
spectrum disorders, impaired verbal acquisi-
tion, and behavioral disturbances (Wieck and 
Jones 2018). Psychiatrists should avoid use of 
valproate in women of reproductive age. If 
valproate is necessary for treatment of bipolar 
disorder that has been refractory to other treat-
ment options, counseling on these risks and 
providing guidance on highly-effective con-
traception is recommended (Khan et al. 2016).

 Parenting While Living with SMI
Recent data suggest that women living with SMI 
are as likely as women in the general population 
to become pregnant, and most will experience 
motherhood (Vigod et al. 2012). Motherhood is a 
normative experience of adulthood and one that, 
for most, is a central component of identity and 
purpose. For women living with severe mental 
illness, the role of motherhood may provide an 

increased sense of self-competence, meaning, 
and hopefulness or has the potential to reinforce 
feelings of stigma and shame (Hine et al. 2018). 
Despite the central role of parenthood in one’s 
identity and connection to community, to date the 
experience of parenthood as a component of the 
mental health recovery model hasn’t been well 
elucidated (Hine et al. 2018).

While many women living with SMI can suc-
cessfully parent, mental illness is likely to have 
far-reaching impacts across domains of function-
ing, and as a group women with SMI demonstrate 
significant parenting challenges. Women with 
schizophrenia are more likely than healthy con-
trols to display a passive or withdrawn parenting 
style, show interactional deficits with their 
infants, and lack knowledge of child develop-
ment (Nagle-Yang et  al. 2021b). Depressed 
mothers, relative to non-depressed mothers, are 
less likely to routinely talk with their child or 
adopt other age-appropriate safety and develop-
mental practices such as using electric outlet cov-
ers, establishing daily routines, or limiting screen 
time (McLearn et  al. 2006). Women who are 
experiencing sequelae of trauma may struggle 
with boundary distortions, difficulty with emo-
tional regulation during parenting interactions, 
and diminished parenting supports (Noll et  al. 
2009). While there is a paucity of data regarding 
the parenting practices of mothers with bipolar 
disorder, children of parents with bipolar disor-
der are well-understood be at increased risk for 
mood disorders themselves (Axelson et al. 2015). 
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This risk is likely multifactorial and includes 
both genetic and environmental factors. Of note, 
families which include a parent with BD have 
been found to have lower levels of family cohe-
sion and expressiveness and higher levels of con-
flict (Belardinelli et al. 2008).

When considering the care of mothers living 
with SMI, it is important to note that the rate of 
custody loss is high. Among women with mental 
illness, women with schizophrenia are at highest 
risk (Howard et al. 2003). Approximately half of 
women with this diagnosis will experience a 
period of custody loss, and fear of custody loss is 
a common experience in this population (Seeman 
2012). Nonetheless, most women with SMI will 
raise or help to raise at least one child (Nicholson 
et al. 1998).

Support for parenting is a critical component 
of a comprehensive treatment plan for pregnant 
individuals and parents living with SMI. On the 
individual level, clinicians should acknowledge 
the centrality of the parenting role, even in situa-
tions in which a patient is not currently the pri-
mary parent. Positive, strength-based language 
balanced with acknowledgment of parenting 
challenges can move care toward a more person- 
and family-centered model (Hine et  al. 2018). 
Parents living with SMI should be informed 
about psychiatric advanced directives as a poten-
tial mechanism to plan for childcare in the event 
of an acute illness episode (Atkinson et al. 2004). 
A focus on building family and community sup-
ports is vital to increasing protective factors 
(Abel et al. 2005). Of note, in a study of struc-
tured interviews completed with women living 
with SMI, participants identified several ideas to 
improve services for mentally ill mothers, includ-
ing greater availability of parenting support 
workers, support groups for mentally ill mothers, 
childcare facilities within mental health treat-
ment centers, dedicated space within psychiatric 
hospitals for visits with children, and the avail-
ability of respite centers for periods of intense 
treatment needs (Diaz-Caneja and Johnson 
2004).

There is also emerging evidence to support 
parenting interventions directly offered within 
psychiatric or general health settings. Let’s Talk 

About Children is an intervention designed to be 
implemented in adult mental health settings and 
has shown improvement in child, parent, and 
family well-being, as well as a reduction in refer-
rals to child protective services (Allchin et  al. 
2020). While not studied specifically with par-
ents with SMI, other evidence-based programs 
have integrated mother-infant treatment into 
home visiting programs and group-based parent-
ing programs (Muzik et al. 2015; Renshaw and 
Wrigley 2015).

 Perimenopause

 What Is Perimenopause 
and Menopause?
The menopause transition, or perimenopause, 
typically begins in a woman’s mid-40s and is 
defined as persistent variability in menstrual 
cycle length (Santoro et al. 2021). Female repro-
ductive hormones fluctuate greatly, and meno-
pausal symptoms are most intense during this 
period (Harlow et al. 2012). After 12 consecutive 
months of amenorrhea, a woman has officially 
entered menopause, the ovaries no longer pro-
duce estrogen, and there are no longer significant 
variations in hormone levels (Harlow et al. 2012). 
The average age of menopause is 51  years 
(ACOG 2018). Common menopausal symptoms 
include vasomotor symptoms, sexual complaints, 
insomnia, vaginal dryness, urinary changes, 
mood changes, and cognitive complaints (Santoro 
et al. 2015).

 Depression During Perimenopause
Perimenopause is a period of increased risk for 
the development or recurrence of major depres-
sive episodes. While women with a prior history 
of major depressive disorder are at highest risk 
for perimenopausal depression, women without 
any history of depression are two to four times as 
likely to develop depressive symptoms during 
perimenopause as compared to premenopausal 
periods (Gibbs and Kulkarni 2014). Depressive 
symptoms differ slightly during this period with 
more prominent irritability, anhedonia, and 
increased mood lability (Gibbs and Kulkarni 
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2014). Other more frequently reported symptoms 
include insomnia, impaired concentration, and 
memory complaints (Bromberger et al. 2007). As 
symptoms of depression can overlap with symp-
toms of menopause, the diagnosis of depression 
in this period can prove challenging.

As vasomotor symptoms are often a source of 
distress during this period, advising patients to 
speak with an ob-gyn about hormone therapy 
may also be appropriate. Of note, limited evi-
dence suggests that estrogen therapy has antide-
pressant properties when utilized in 
perimenopausal, depressed women (Soares 
2017). While not recommended as primary treat-
ment of severe or recurrent depression, some 
experts recommend that women with mild 
depression and bothersome vasomotor symptoms 
may benefit from a brief trial of estrogen prior to 
determining need for antidepressant treatment 
(Soares 2017).

The first-line treatment for perimenopausal 
depression is pharmacotherapy with an antide-
pressant medication (Maki et  al. 2018). While 
desvenlafaxine is the only antidepressant to be 
studied in large-scale RCTs in peri- or post- 
menopausal women with depression, available 
evidence supports the use of SSRIs, SNRIs, and 
vortioxetine for treatment of depression in the 
menopause transition (Maki et  al. 2018, 2019). 
While not well-studied in perimenopausal 
women, bupropion and vortioxetine are some-
times preferred due to a reduced potential for 
weight gain and sexual side effects and positive 
effects on cognition (Freeman et  al. 2017). 
Selection of medication can also be guided by the 
presence of comorbid VMS. In one study, parox-
etine followed by venlafaxine and then by fluox-
etine have been shown to have the greatest 
reduction in VMS between 45% and 63% (Joffe 
et al. 2003), and more recent data supports vor-
tioxetine for reduction in VMS on a similar scale 
(Freeman et al. 2017). Gabapentin and clonidine 
have also been shown to help reduce vasomotor 
symptoms by 54% and 20–37%, respectively 
(Joffe et  al. 2003), so they may be useful for 
women with comorbid anxiety symptoms. Of 
note, the efficacy of antidepressants in the treat-
ment of VMS occurs at the lower end of the dose 

range for what is typical for treatment of depres-
sion, so titrating to a dose that adequately treats 
depression is likely to be effective for VMS as 
well (Santoro et al. 2015).

 Perimenopause and Women Living 
with Severe Mental Illness (SMI)
While it is well-established that women with a 
history of recurrent depression are at high risk for 
recurrence during perimenopause, recent evi-
dence also suggests women with bipolar disorder 
are at increased risk for perimenopausal depres-
sion (Marsh et al. 2015). The estrogen hypothesis 
of schizophrenia has been discussed since the 
1990s and posits that estrogen is protective 
against psychosis and that psychosis itself can 
influence hormones and disrupt the function of 
the hypothalamic-pituitary-gonadal (HPG) axis 
(Riecher-Rössler and Häfner 1993). From a clini-
cal perspective, significant changes in the phe-
nomenology of the illness among women in 
mid-life coincide with the menopause transition 
and lend support for the estrogen hypothesis. 
Women experience a second peak of onset for 
schizophrenia in midlife, with twice as many 
women developing the disease after the age of 40 
relative to men (Riecher-Rössler et  al. 2018). 
Women with an established diagnosis of schizo-
phrenia are also at risk for a worsening of psy-
chotic symptoms, longer hospital admission, and 
a need for higher doses of antipsychotics later in 
life (Brzezinski et al. 2017).

 Gender-Linked Violence

 Intimate Partner Violence

An estimated 30% of women worldwide over the 
age of 15 have experienced physical and/or sex-
ual intimate partner violence (IPV) in their life-
time (Devries et al. 2013). Prevalence of IPV is 
estimated to be as high as 50% in pregnant 
women and women living with SMI (Hellmuth 
et al. 2013). It is the leading cause of homicide 
globally. For women, IPV carries several detri-
mental short- and long-term health sequelae, 
including depression, anxiety, PTSD, suicidal 
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behaviors, substance use disorder, detrimental 
pregnancy outcomes (i.e., low birth weight, 
 miscarriage), economic hardship, and housing 
instability (Bacchus et al. 2018).

IPV includes physical violence, sexual vio-
lence, stalking behaviors, and psychological 
aggression by current or former partners. The 
cycle of IPV has been described as a pattern that 
begins with exerting control over the partner’s 
activities which builds to an episode of violence 
(Beck 2016). A period of contrition and recon-
ciliation follows the violence and defuses the ten-
sion, which produces hope in the person 
experiencing the violence and deters them from 
leaving. Violence may escalate over time and can 
involve coercive and threatening measures to 
keep the individual in the relationship or prohibit 
them from leaving. Other barriers to leaving the 
violent relationship include financial depen-
dence, houselessness, childcare concerns, shame 
and guilt, real or perceived danger to self and 
children, isolation and lack of support, and past 
unsuccessful attempts at leaving.

The US Preventative Services Task Force 
(USPSTF) recommends that women of reproduc-
tive age be screened for IPV (Beck 2016). 
Reporting requirements vary by state, and clini-
cians should familiarize themselves with the laws 
in the areas in which they work. Evidence sug-
gests that open, general survey questions, such 
as, “Have you been hit, kicked, punched, or oth-
erwise hurt by someone within the past year? If 
so, by whom?” can appropriately identify up to 
70% of women experiencing IPV (Beck 2016). 
The HITS screening tool (see Fig.  2) is well- 
established and demonstrates high sensitivity 

(30–100% with lower end of range for men) and 
specificity (86–99%) (Rabin et  al. 2009). It is 
important to empathically provide an assessment 
without judgment, document carefully, and rein-
force that the individual does not deserve the 
behavior and is not responsible for the violence 
(Beck 2016). Interventions for IPV include refer-
ral to appropriate resources (i.e., hotlines, shelter, 
financial, legal services) and establishing a plan 
for safety inclusive of barriers for leaving and 
regular follow-up. Clinicians are best equipped to 
understand risk and tailor treatment planning by 
learning nuanced aspects of the range of behav-
iors. Risks for lethality include use or presence of 
weapons, strangulation attempts, and attempts to 
leave the relationship. It is advised that psychia-
trists avoid prescribing sedating medications 
(i.e., benzodiazepines, sedative-hypnotics) that 
would impair an individual’s ability to act quickly 
to protect themselves (Beck 2016).

 Sexual Assault

Sexual assault is an umbrella term which encom-
passes multiple types of unwanted sexual contact 
such as rape, attempted rape, sexual touching, 
and forced oral sex (RAINN n.d.). Approximately 
7.2% of women across the globe have experi-
enced unwanted sexual contact (perpetrated by a 
non-partner) in their lifetime (Abrahams et  al. 
2014). A report by the World Health Organization 
found that 26% of women have experienced sex-
ual violence by an intimate partner in their life-
time (WHO 2021b). Although sexual assault can 
be perpetrated by anyone, the majority of sexual 
assault is perpetrated by an individual known to 
the victim (Riggs et al. 2000).

Experiencing a sexual assault can have sub-
stantial impact on one’s health. Survivors may 
develop posttraumatic stress disorder (PTSD), 
substance abuse, depression, and anxiety in the 
aftermath of sexual victimization (Ullman et al. 
2013). Additionally, surviving a sexual assault is 
associated with an increased risk of developing a 
variety of psychopathologies including suicidal-
ity and disordered eating (Dworkin 2020).

How often does your partner:

1. Physically hurt you?

2. Insult you or talk down to you?

3. Threaten you with harm?

4. Scream or curse at you?

Fig. 2 HITS screening tool. Scores are on a 5-point 
Likert scale: (1) never, (2) rarely, (3) sometimes, (4) fairly 
often, (5) frequently. Scores of >10.5 are positive. (Rabin 
et al. 2009)
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Routine screening for sexual assault is recom-
mended by the American College of Obstetricians 
and Gynecologists (Committee on Health Care 
for Underserved Women 2019). Barriers to dis-
closing sexual assault to clinicians include fear of 
being judged or blamed, perceived negative atti-
tude of the provider, and lack of privacy. 
Conversely, factors that encourage disclosure of 
sexual assault include medical necessity of the 
disclosure, the positive attitude of the provider, 
perceived knowledge of the provider, and whether 
the provider directly queries about unwanted sex-
ual experiences (Ahrens et al. 2009). Screening 
for sexual assault is crucial for clinicians to iden-
tify survivors and proceed with appropriate phys-
ical and mental health intervention or referral.

 Sex Trafficking

The United Nations (UN) describes human traf-
ficking as the recruitment and potential move-
ment of vulnerable people using violence, 
deception, and/or threats for the purpose of 
exploitation (United Nations Office on Drugs and 
Crime 2000). The UN has reported that most 
human trafficking victims are women. Among 
more than 12,000 adult female victims of human 
trafficking, 77% were trafficked for sexual 
exploitation (United Nations Office on Drugs and 
Crime 2021).

Among sex trafficking victims, mental health 
concerns are prevalent. Approximately 37% of 
survivors have PTSD, 52% have depression, and 
78% have clinically significant anxiety (Oram 
et  al. 2012). Sex trafficking victims may also 

exhibit aggression, social withdrawal, decreased 
self-esteem, and substance misuse (Simkhada 
et  al. 2018). Perpetrators can utilize drugs to 
maintain control over their victims, and most sur-
vivors utilize substances while being trafficked 
(Lederer and Wetzel 2014).

Victims of sex trafficking may present to 
healthcare facilities with a myriad of physical 
health issues that may have been a direct result of 
victimization (i.e., headaches, fatigue, abdominal 
or back pain) (Zimmerman et  al. 2003). 
Additionally, sexual abuse experienced within 
the context of human trafficking has many impli-
cations for women’s reproductive and gyneco-
logic health. Survivors may face concerns such as 
sexually transmitted infections, unsafe abortions, 
and infertility (Zimmerman et  al. 2003, 2008). 
Multiple studies of sex trafficked women have 
found a high prevalence of HIV and other STIs 
(Wirth et al. 2013). When sex trafficking victims 
visit healthcare facilities for treatment of physi-
cal health concerns, the opportunity for clinicians 
to provide social resources and mental health ser-
vices appears. Figure  3 outlines red flags that 
may indicate a victim of sex trafficking within a 
healthcare encounter. Recommended strategies 
for examining sex trafficking victims include 
separating the victim from the individual who has 
accompanied them, communicating with the vic-
tim directly, and using questions designed to ask 
about the victim’s safety without using words 
that could upset the victim (i.e., “Do the people 
you live with treat you with kindness?”) (Chesnay 
2013). Not all victims will be receptive to help 
escaping from the sex trafficking environment 
due to fear for their own safety, for the safety of 

1) The individual accompanying the patient may appear reluctant to leave the patient 
alone with healthcare professionals.
2) The patient has an inconsistent medical history and/or medical history that does 
not match presenting complaints.
3) Patients may be irritable or anxious, demonstrate flat affect, or have difficulty
making eye contact.
4) Patients may not know their home address or not be in possession of their own 
identification cards.

Fig. 3 Red flags that 
indicate a potential 
victim of sex trafficking 
(Shandro et al. 2016)
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others, or distorted loyalty to perpetrators (Myths, 
Facts, and Statistics | Polaris 2018).

 Conclusion

Women’s mental health is a robust area of psy-
chiatry that has emerged in recent decades. 
Given significant sex differences apparent in the 
phenomenology of psychiatric disorders and the 
impact of reproductive hormone transitions on 
psychiatric care, women’s mental health is an 
area of importance to community psychiatry. 
Women living with SMI are likely to have unique 
needs around sexual health and contraceptive 
counseling, and most will become pregnant and 
engage in motherhood. Community psychia-
trists, experts in person- and family-centered 
care, are well-positioned to take a primary role 
in the healthcare of women through these major 
reproductive events. Essential skills include pro-
viding psychoeducation on contraceptive options 
in the context of psychiatric care, engaging in 
preconception counseling as a component of 
routine care, and assisting the patient in a col-
laborative discussion weighing the risks of 
underlying disease against the risks of indicated 
treatment during pregnancy and lactation. 
Further, as trusted members of a patient’s health-
care team, community psychiatrists are ideally 
situated to consider the impact of gender-linked 
trauma in the biopsychosocial formulation of ill-
ness. Routine and purposeful screening for trau-
matic events within psychiatric care can create a 
safe space for women to disclose IPV or sexual 
assault and allow clinicians to provide a more 
wholistic treatment plan that considers critical 
safety supports as well as psychosocial treat-
ments. Finally, as victims of sex trafficking face 
many barriers to disclosing their abuse, commu-
nity psychiatrists should be aware of red flags 
that indicate an individual is being trafficked, be 
comfortable with methods to sensitively screen 
potential victims, and provide care in a trauma-
informed manner.
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Developing, Evaluating 
and Implementing Evidence-Based 
Interventions in Real World 
Practice.

Kelly A. Aschbrenner and William C. Torrey

 Introduction

Evidence-based interventions (EBIs) are prac-
tices or programs that have peer-reviewed, docu-
mented empirical evidence of effectiveness on a 
clinical outcome. Clinicians rely on the scientific 
evidence supporting EBIs to ensure they are 
delivering effective treatments for patients and 
their families. We assume that in order for a prac-
tice to be considered evidence-based, there must 
be an evidence base behind it. However, we often 
do not know and do not ask how the evidence was 
generated for a given intervention, which could 
cause problems transferring evidence when the 
research supporting an intervention was con-
ducted in a specific setting with a specific popula-
tion that differs from whom and where we intend 
to use the intervention. Interventions are often 
adapted from their original form when imple-
mented in a new setting or with a new patient 
group to improve fit. However, changing the core 
components of an intervention could reduce its 

effectiveness. Drifting  from fidelity to original 
intervention models is a source of tension in the 
field. This chapter will review how the evidence 
is generated for EBIs, discuss challenges that can 
arise when tested models do not fit into real- 
world practice settings, and present principles for 
guiding adaptations to intervention forms while 
maintaining the core functions that make them 
effective. Finally, it will provide a discussion of 
the overall merits and shortcomings of current 
approaches to generating EBIs and how we can 
encourage innovations in practice and discourage 
the use of interventions with limited support for 
their effectiveness.

 Stages of Intervention 
Development

Intervention research establishes the evidence 
base for psychotherapeutic and behavioral treat-
ments for mental and behavioral disorders. 
Interventions are developed and tested in phases, 
each phase with its own distinctive role and func-
tion in intervention development. There are vari-
ous conceptualizations of phases or stages of 
intervention development (Czajkowski et  al. 
2015; Gitlin 2013; Onken 2019), with most 
stressing the importance of translating research 
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into clinical practice quickly and efficiently with 
the engagement of patient and communities. The 
Stage Model for Behavioral Intervention 
Development advanced by the National Institutes 
of Health lays out six stages of intervention 
development: (Stage 0) basic research; (Stage 1) 
intervention generation and refinement; (Stage 2) 
“pure” efficacy testing; (Stage 3) “real-world” 
efficacy testing; (Stage 4) effectiveness research; 
and (Stage 5) implementation and dissemination 
(Onken 2019).

The NIH Stage Model emphasizes that 
research does not need to be done in any partic-
ular order as long as investigators justify the 
logic of their proposed sequence. For example, 
clinical and services researchers may choose to 
bypass Stage 2 “pure” efficacy testing of prom-
ising interventions conducted in highly con-
trolled research settings to conduct Stage 3 
“real-world” efficacy testing of interventions in 
community settings, or they may choose hybrid 
efficacy- effectiveness study designs that contain 
key elements drawn from both efficacy and 
effectiveness research (Carroll and Rounsaville 
2003; Roy- Byrne et al. 2003). An advantage of 
an approach that blends critical components of 
efficacy research (e.g., random assignment of 
patients to treatment, objective use of outcomes 
measures, monitoring of treatments delivered, 
and specialized training of providers in deliver-
ing treatments) with elements of effectiveness 
trials that promote generalizability of study 
findings (e.g., care as usual comparison condi-
tion, few restrictions on patient participation, 
study interventionists drawn from the staff or 
performance sites) is that it maintains the scien-
tific rigor that allows inferences to be made 
about causal relationships while increasing the 
extent to which study findings can be general-
ized to different providers, patients, and set-
tings. Below we review the major types of 
research conducted during intervention devel-
opment and discuss their role in and strengths 
and limitations for generating EBIs.

 Pilot Trials

Pilot studies occur at an early phase of interven-
tion development to examine the feasibility of 
interventions and the methods used to test them 
before conducting a full-scale definitive random-
ized clinical trial (RCT) (Bowen et  al. 2009; 
El-Kotob and Giangregorio 2018; Kistin and 
Silverstein 2015). Pilot studies are designed to 
answer the overarching question “Can it work?” 
prior to examining “Does it work?”. Pilot studies 
are designed to evaluate feasibility of recruit-
ment, randomization, retention, and assessment 
procedures, as well as acceptability or the extent 
to which participants are satisfied with an inter-
vention (Leon et al. 2011). Before conducting a 
larger-scale trial that requires a significant invest-
ment of time and resources, clinical researchers 
need to evaluate fundamental feasibility ques-
tions, including the following: Can we recruit 
adequate numbers of patients? Can we deliver 
the intervention as intended? Will participants 
complete the assessments? Will participants be 
satisfied with the intervention?

Pilot studies help researchers identify changes 
that need to be made to study procedures or inter-
ventions. They can also inform decisions about 
whether to proceed to more definitive studies. 
Although pilot studies are a critical step in the 
process of intervention development and testing, 
using pilot studies to test hypotheses about the 
effects of an intervention can lead to inaccurate 
estimations of true effectiveness, primarily 
because of small sample sizes resulting in lack of 
statistical power to detect an effect (Kraemer 
et  al. 2006; Leon et  al. 2011). Thus, using evi-
dence generated from pilot studies to inform 
clinical practices is often inappropriate. The 
“Does it work?” question is best left to full-scale, 
definitive RCTs. Such trials can  generate evi-
dence of effectiveness of an intervention in real- 
world clinical practice settings along with patient 
values and preferences used to guide evidence- 
based practice.
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 Efficacy Trials

When pilot studies show that a larger, definitive 
trial is feasible, an RCT is conducted to examine 
the cause-effect relationship between an inter-
vention and outcome (Torpy et  al. 2010). The 
RCT is considered the gold standard for evaluat-
ing therapeutic treatment effects (Bauchner et al. 
2019). The key methodological components of 
an RCT are (1) use of a control or compari-
son  condition to which the experimental inter-
vention is compared and (2) random assignment 
of participants to conditions. Multiple factors 
determine the generalizability or applicability of 
RCTs to routine clinical settings, including char-
acteristics of the sample, the providers who 
delivered the treatment, and the setting in which 
the trial was conducted (Rothwell 2005). 
Efficacy trials are RCTs used to determine 
whether an intervention produces the expected 
result under ideal or highly controlled circum-
stances. Efficacy studies are designed to maxi-
mize internal validity (i.e., the ability to draw the 
conclusion that the intervention really did cause 
the change in outcome). However, the highly 
controlled conditions under which efficacy stud-
ies are conducted may involve substantial devia-
tions from routine clinical practice, including a 
highly selective patient sample, control of pro-
vider actions, and implementation in a highly 
resourced academic  or healthcare setting that 
limit generalizability (Shean 2012; Singal et al. 
2014).

 Effectiveness Trials

Effectiveness trials focus on maximizing external 
validity (i.e., the degree to which findings can be 
generalized to the people and settings the inter-
vention is trying to help) (Marchand et al. 2011). 
Effectiveness trials are conducted in routine clin-
ical settings and address practical questions about 
the risks, benefits, and costs of an intervention 
(Möller 2011). Because effectiveness studies take 
place in practice settings, they can produce 

results that are directly relevant to providers, 
patients, families, payers, healthcare administra-
tors, and other relevant stakeholders. Given the 
focus of effectiveness research on practice- 
relevant questions, collaborations between aca-
demic researchers and clinical or community 
practice partners can strengthen the relevance of 
the research (Drake et al. 2009; Kilbourne et al. 
2012).

McGurk and colleagues (2015) evaluated the 
effectiveness of cognitive enhancement treatment 
for people with mental illness who do not respond 
to supported employment. The supported 
employment model evaluated in the study fol-
lowed the evidence-based Individual Placement 
and Support (IPS) model (Bond et al. 2012). Dr. 
McGuirk and colleagues enhanced IPS with a 
validated cognitive enhancement program and 
tested whether the intervention could improve 
work outcomes in people with serious mental ill-
ness who had not benefited from high-fidelity 
supported employment.

The study was conducted in real-world com-
munity mental health centers with broad inclu-
sion criteria for participation. Participants 
continued to receive their usual mental health 
services throughout the study while being ran-
domly assigned to either enhanced supported 
employment involving specialized cognitive 
training of employment specialists or enhanced 
supported employment plus the Thinking Skills 
for Work program, a standardized cognitive 
enhancement program. Thinking Skills for Work 
includes practice of computer cognitive exer-
cises, strategy coaching, and teaching of coping 
and compensatory strategies delivered by 
employment specialists. Participants in the 
Thinking Skills for Work group improved more 
than those in the enhanced supported 
employment- only group on measures of cogni-
tive functioning and had consistently better com-
petitive employment outcomes during the 
follow-up period. Findings from this study sug-
gest that cognitive enhancement interventions 
can reduce cognitive impairments that are obsta-
cles to work, thereby increasing the number of 
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people who can benefit from supported employ-
ment and competitive work. This study contrib-
utes relevant and generalizable information about 
the effectiveness of enhancements to a widely 
disseminated EBI in routine mental health 
settings.

 Implementation Trials

Once the evidence supporting an intervention is 
generated through efficacy or effectiveness 
research, or a combination of both, it can take 
years to integrate research findings into real- world 
clinical practice (Morris et  al. 2011). Many evi-
dence-based practices never get disseminated in 
routine practice (Green 2014). The field of imple-
mentation science was developed to address the 
research to practice gap by studying methods to 
promote the uptake of research findings into clini-
cal, organizational, or policy contexts (Eccles and 
Mittman 2006). Implementation research focuses 
developing and testing implementation strategies, 
defined as the methods and techniques used to pro-
mote the adoption, implementation, and sustain-
ment of EBIs into routine practice in clinical or 
community settings (Powell et  al. 2019; Proctor 
et  al. 2013). Implementation strategies vary in 
complexity from single- component strategies, 
such as audit and feedback and technical assis-
tance, to multifaceted, multi- level implementation 
strategies that combine strategies (Powell et  al. 
2015). Implementation studies  evaluate the suc-
cess of implementing a new EBI by examining 
implementation outcomes, which are distinct from 
clinical and service outcomes (Proctor et al. 2009). 
A widely used taxonomy of implementation out-
comes focuses on acceptability, adoption, appro-
priateness, feasibility, fidelity, implementation 
cost, penetration, and sustainability of an EBI in 
routine practice settings (Proctor et  al. 2011). In 
particular, implementation fidelity is viewed as 
critical to the successful translation of EBIs into 
practice (Carroll et  al. 2007). Implementation 
strategies provide training and support for imple-
menting an EBI with high fidelity to the protocol 
of the new innovation (Proctor et al. 2013).

 Intervention Fidelity

Fidelity is defined as the degree to which an EBI 
adheres to specific model standards described by 
EBI developers in practice manuals or protocols 
(Bond et  al. 2000). Mental health intervention 
researchers have long been concerned with pro-
viders’ adherence to treatment in clinical trials 
(Moncher and Prinz 1991; Teague et  al. 2012; 
Waltz et al. 1993). Fidelity to an EBI is typically 
evaluated by (1) adherence to the program proto-
col, (2) dose or amount of program delivered, and 
(3) quality of delivery and measured through 
self-report, review of clinical records, direct 
observation, and detailed ratings of taped interac-
tions, though this technique is rarely feasible in 
real-world implementation (Bond and Drake 
2020). Accordingly, there have been calls to use 
pragmatic measures of fidelity that are important 
to practice stakeholders and low burden with 
broad applicability (Breitenstein et  al. 2010; 
Glasgow and Riley 2013).

 Fidelity-Adaptation Tension

Despite imperatives to maintain strict adherence 
to treatment fidelity standards, EBIs are often 
adapted from their original designs when imple-
mented in a new context as there may be mis-
matches between the original EBI and the 
characteristics of patients, implementing agency, 
and community (Aarons Gregory et  al. 2012; 
Escoffery et  al. 2018; Wiltsey Stirman et  al. 
2017). By forcing adherence to manualized inter-
vention protocols that were originally developed 
and tested in other practice settings, research 
teams risk promoting an EBI that has poor fit in 
the local setting, cultural context, or population; 
low likelihood of sustainability; and high likeli-
hood of alienating community partners and 
patients who are dissatisfied with an EBI. Striving 
for  adherence to the “form” of an intervention 
(e.g., using the exact same education materials or 
delivery procedures at every site) may be coun-
terproductive when tailoring to context might be 
more effective (e.g., allowing materials to be 
adapted to local cultural styles, literacy levels, or 
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local delivery system characteristics) 
(Aschbrenner et al. 2020; Baumann et al. 2017). 
On the other hand, the effectiveness of an EBI 
may be threatened when implementers  make 
inappropriate adaptations to EBIs that result in a 
loss of downstream participant benefits.

 Balancing Adaptation and Fidelity

Balancing adaptation and fidelity is critical in 
EBI implementation. The development of theo-
retical guidance for how adaptations should be 
managed and documented is an emerging area of 
study within implementation science (Aarons 
et  al. 2017; Kirk et  al. 2019; Wiltsey Stirman 
et  al. 2019). The Dynamic Sustainability 
Framework (DSF) embraces the theory that adap-
tations that do not deviate from the original core 
effective elements of an intervention are critical 
to long-term sustainment of EBPs (Chambers 
et al. 2013). Intervention core “functions” are the 
underlying purpose of an intervention and how 
the intervention works to produce a desired out-
come (Perez Jolles et al. 2019) and thus should 
not be adapted as they make the intervention 
effective.

Developing and evaluating implementation 
models to guide organizations and clinicians in 
facilitating EBI delivery with appropriate adher-
ence and competence while allowing for adapta-
tions that do not interfere with EBI core functions 
is a priority for implementation research in men-
tal health services. The fidelity to “function” 
approach focuses on assessing fidelity to under-
lying core intervention functions and allowing 
for adaptations to the forms (or strategies) to best 
meet the needs of patients in a given practice set-
ting. Kirk et al. (2019) developed a step-by-step 
guide, including methods, tools, and recommen-
dations for identifying core functions and forms 
which may be needed when an organization or 
clinician plan to implement a manualized EBI 
where core functions are not specified. Steps in 
this process include reviewing the original EBI 
protocol or consulting with EBI developers to 
identify core functions and forms; consulting 
with stakeholders (e.g., EBI developers and tar-

get audience of adapted EBI) to identify differ-
ences between old and new implementation 
context; making adaptations to form as neces-
sary, but ensuring that adapted forms still fulfill 
core functions; and testing and evaluating out-
comes of adapted EBI.

Similarly, Aaron and colleagues (2012) devel-
oped the Dynamic Adaptation Process (DAP), 
designed to guide EBI adaptation and system and 
organizational adaptations. The DAP is a collab-
orative, multi-stakeholder approach that involves 
identifying core functions and adaptable charac-
teristics of an EBI and then supporting imple-
mentation with specific training on allowable 
adaptations to the model. The DAP involves iter-
ative testing of planned adaptations using a con-
tinuous feedback loop to inform continued 
adaptation as needed. Core features of the DAP 
are collaboration of an implementation resource 
team (IRT) comprised of multiple stakeholders 
(e.g., academic researchers, intervention devel-
opers, administrators, clinicians), training and 
coaching in context-driven adaptation support, 
providing client feedback and the data based on 
client surveys to evaluate and inform adaptations, 
and making adaptation an explicit part of the 
implementation process.

In the absence of a formal implementation 
strategy, implementers can still make informed 
decisions when modifying an EBI from its orig-
inal form by proactively and carefully thinking 
through the reasons and goals for the change 
and expected outcomes. This includes outlining 
the reasons for the adaptation (e.g., existing pol-
icies, service structure within the agency, pro-
vider training and skills, patient literacy and 
education) and proactively planning the process 
of modifying the EBI, including what is being 
modified (e.g., content itself, the way the pro-
gram is delivered) and what is the nature of the 
modification (e.g., adding elements, removing/
skipping elements, integrating another treat-
ment) (Wiltsey Stirman et  al. 2019). Careful 
consideration of the process, nature, and out-
comes of change made to an EBI during the 
implementation process can help to promote 
adaptations that preserve the core effective ele-
ments of an intervention.

 Developing, Evaluating and Implementing Evidence-Based Interventions in Real World Practice
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 Summary

EBIs are practices or programs that have docu-
mented empirical evidence of effectiveness on a 
clinical outcome. The process of generating evi-
dence supporting an intervention involves phases 
or stages of intervention development, with most 
stressing the importance of translating research 
into real-world clinical practice quickly and effi-
ciently with the engagement of patients and com-
munities. Efficacy trials can generate evidence 
with a high degree of internal validity to deter-
mine cause and effect relationships by eliminat-
ing other confounding variables with 
highly  controlled study design and procedures. 
However, a limitation of most efficacy studies is 
the ability to generalize study findings to other 
providers, patients, and settings. Effectiveness 
studies are conducted in real-world settings with 
more flexible design and study procedures; how-
ever, the strength of the intervention effect may 
be compromised by confounding variables 
related to characteristics of the providers, 
patients, and/or setting. A common approach is to 
use core features of both efficacy and effective-
ness trials to conduct scientifically rigorous 
research in real-world practice settings.

When research findings are translated to prac-
tice, EBIs are often adapted from their original 
form as they are implemented in a new setting or 
with a new patient group. However, changing the 
core components or functions of an intervention 
could reduce its effectiveness. Identifying the 
core functions and adaptable forms or activities 
of an EBI can guide implementers to modify an 
EBI without compromising its effectiveness. 
Understanding how, with whom, and where the 
research supporting an EBI was generated and 
identifying core functions and allowable adapta-
tions of an EBI model can help organizations and 
clinicians make informed decisions about inter-
vention implementation to ensure they are deliv-
ering effective treatments that are acceptable and 
beneficial for patients and their families.
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Cognitive Behavioral Therapy

Martha Page Burkholder

Cognitive behavioral therapy (CBT) is a well- 
studied and widely implemented psychological 
intervention for most of the diagnoses encoun-
tered in community mental health (CMH) set-
tings (Beck 2019). It is an evidence-based 
practice recommended by a majority of regula-
tory and advisory bodies in the United States and 
around the world including the American 
Psychiatric Association, the American 
Association for Community Psychiatry, the 
American Psychological Association, the United 
Kingdom’s National Institute for Health and Care 
Excellence Guidelines, the National Institute of 
Mental Health (NIMH), and the National Alliance 
on Mental Illness and one which is offered in 
most community mental health centers.

CBT draws upon principles from behaviorism 
and rational emotive behavior therapy and indeed 
from ancient texts on stoicism, mindfulness, and 
positive thinking (David et al. 2004). For exam-
ple, the Yoga Sutra 2.33 states, “When negative 
thoughts present themselves cultivate and think 
the opposite thoughts with feeling.” CBT is also 
recovery based, emphasizes improving func-
tional capacity over diagnostic rigidity, requires 
active participation by both recipient and pro-
vider, is compatible with psychopharmacology 
and complementary interventions (mindfulness, 

exercise), and gives primary focus to individual-
ized treatment planning and the encouragement 
of positive goals and hopefulness. It has also 
been amended and expanded to include 
mindfulness- based CBT (Segal et  al. 2012), 
acceptance and commitment therapy (Hayes 
et al. 2016), dialectical behavior therapy (Linehan 
2021), and applications to a multitude of psycho-
logical issues and diagnoses. There are now mod-
ifications of CBT treatment available online, 
through telehealth (Cuijpers et al. 2019) and with 
guided and self-guided formats that have been 
shown to be significantly more effective than 
treatment as usual or waiting lists (Lopez-Lopez 
et al. 2019).

In recent years, CBT has incorporated princi-
ples of mental health recovery orientation with a 
renewed emphasis on positive goals, hope, and 
health. Dr. Aaron T. Beck, the founder of CBT, 
describes “recovery oriented cognitive therapy 
(CT-R) as shifting from the initial emphasis of 
CBT on negative affect and dysfunctional 
thoughts to a focus on positive feelings, resil-
ience, promoting empowerment and boosting 
self-esteem” (Beck et al. 2020). The addition of 
social skills training to CBT has also shown great 
promise (Granholm et  al. 2016). This chapter 
gives an overview of the philosophy and building 
blocks of CBT followed by sections devoted to 
the primary diagnoses encountered in community 
settings. It will cover the treatment of mood dis-
orders, anxiety disorders including panic 
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 disorder, psychotic disorders, sleep disorders, 
and suicide.

While psychologists and other independent 
licensed professionals are often the providers of 
CBT, the role of psychiatry is a crucial one. 
Prescribers are often the rate-limiting step in 
CMH settings due to cost and relative scarcity, 
but a CBT-informed formulation and treatment 
plan can augment the effectiveness of care and 
requires both collaboration with all team mem-
bers and a mind and skill set ready to recommend 
and utilize CBT techniques.

 Background and Core Concepts

Dr. Beck and his team at the University of 
Pennsylvania conceived CBT in the 1960s and 
1970s (Beck et  al. 1987; Beck et  al. 1996). He 
noted that his patients with depressed moods 
consistently expressed negative and self-critical 
thoughts and beliefs, which he termed “dysfunc-
tional” thoughts. Beck observed that these 
thoughts and beliefs influenced the emotional 
and behavioral responses to an occurrence or 
event more than the actual event itself and that 
those beliefs were amenable to examination and 
restructuring in collaboration with the patient. 
Examples of such irrational beliefs or distorted 
thinking can include “all or nothing thinking,” 
“overgeneralizations,” or thoughts and language 
full of “never, always, and should,” as in “I should 
be able to do this perfectly every time” or “I never 
do anything right.”

The therapeutic relationship is at the core of 
CBT for depression, emphasizing the Rogerian 
counseling skills of warmth, accuracy, empathy, 
and genuineness along with basic trust and rap-
port. It is individualized for each patient, 
grounded in collaboration on goals and the spe-
cific focus of each treatment. Cultural and indi-
vidual characteristics of the patient are crucial in 
the formulation and treatment plan.

The stance of the therapist in CBT is engaged 
and interactive. Self-disclosure can be a power-
ful tool when used appropriately and moderated 

for each situation. It contributes to the collab-
orative nature of the sessions. For example, if 
the patient reports difficulty with procrastina-
tion and getting moving, the therapist can 
describe their own similar experience and how 
beginning with a 10-min walk in the mornings 
has really helped with energy, focus, and man-
aging anxiety.

 Basic CBT Tools

The ABC model is a good way to explain the 
basics of CBT to the patient while setting the 
stage for collaborative actions and interventions 
to manage depressed or anxious thoughts. The 
premise is that our beliefs and thoughts about 
events in our life powerfully influence our emo-
tional and behavioral reactions. “A” is the activat-
ing event or perception (what happens), “B” is 
the belief or thoughts/cognitions about the event, 
and “C” is the consequence or feeling that results. 
By identifying and examining the beliefs and 
thoughts (Are they true? Are they useful? Are 
there any alternative explanations?), it is possible 
to change or modify the “B,” thereby altering the 
“C” or emotional response. 

For example, let’s suppose you (the patient) 
are waiting at a restaurant table for your new 
“dream date” to arrive and they are over 15 min 
late. You check your watch, look hopefully and 
repeatedly at the door, and ask the server to stop 
asking if you are ready to order. These thoughts 
might arise: “I’ll bet they’re not coming. I’ve 
probably been stood up. I knew it was too good to 
be true. This kind of thing always happens to me. 
I might as well just give up on dating. I’ll proba-
bly be alone for the rest of my life.” Or, alterna-
tively, as a patient with social phobia recently 
said to me, you may think, “Thank goodness, 
now I don’t have to deal with a conversation with 
a new person!”

The therapist can ask, “How would that make 
you feel?” “Upset, sad, angry, disheartened, 
defeated” might be an answer (or “relieved” if 
you are the person with social phobia). The thera-

Activating event Belief/thought Consequence/feeling
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pist would clarify the details of the event and 
pose any possible modifying or alternative 
 explanations. Could the bus or subway be 
delayed? Did you forget to turn up the sound for 
your cell phone and might you have missed a 
message? Perhaps you got the date or time 
wrong? Would these alternative beliefs change 
your emotional reaction?

Another way to conceptualize this principle is 
the 3 C’s: Catch It, Check It, and Change It 
(Granholm et  al. 2016). The 3 C’s suggest that 
patients can “catch” the thought or belief, “check” 
its validity (evidence for and against), and 
“change” it by looking at possible alternative 
explanations which can affect the emotional or 
functional outcome.

Importantly, CBT also looks at the behavioral 
or activating options for change, including set-
ting goals and homework, behavioral experi-
ments, mindful ways to manage anxiety and 
meaningful activities, and exercise to augment 
positive moods. The formulation which is devel-
oped collaboratively with the patient will include 
predisposing factors (e.g., childhood experi-
ences), precipitating factors (life events and 
stresses), and perpetuating factors (social cir-
cumstances, unrealistic expectations) (Kingdon 
and Turkington 2002).

The basic structure of CBT therapy sessions is 
similar across diagnoses. Each session begins 
with a check-in and the measurement of symp-
toms including mood (Beck et al. 1996) and anxi-
ety levels. The agenda is set in collaboration with 
the patient (Beck 2011), homework is reviewed, 
and goals are chosen for the session. Problems 
are clarified, problem-solving skills are rehearsed 
and discussed, and a goal and homework for the 
next session are set; all of this is done collabora-
tively. Role-playing and visualization of possible 
scenarios are used to practice possible responses. 
The mood and anxiety levels are re-checked to 
see if there has been a change, and the reasons for 
any changes are discussed. The number of visits 
is usually time limited, often 10–20 visits depend-
ing on the acuity and severity of symptoms. The 
interval between visits can be tapered toward the 
end of treatment with “brush-up” sessions sched-
uled if needed.

The remainder of the chapter is devoted to 
how CBT treatment has been adapted to the most 
prevalent diagnoses seen in community mental 
health.

 Depression and Mood Disorders

 Depression

Depression is a leading cause of disability world-
wide and a major contributor to the overall global 
burden of disease (GBD 2020). There are also 
well-studied and effective treatments. Mild to 
moderate depression can be effectively treated 
with talk therapies (such as CBT or interpersonal 
psychotherapy) or with medications (Cipriani 
et al. 2018). Severe forms of depression respond 
best to a combination of medications and psycho-
therapy, although a recent study (Furokawa et al. 
2017) found CBT alone to be effective in treating 
severe depression. The goal for future study will 
be a personalized treatment for adult depression, 
perhaps using multivariate equations to predict 
differential response (Kessler et al. 2017).

In his seminal publication, Cognitive Therapy 
of Depression, described a “negative triad” 
wherein a person’s belief system involved auto-
matic and negative thoughts about the self, the 
world (or environment), and the future. He found 
that people with depression think of themselves 
as faulty and defective and see the future as hope-
less. He also described “cognitive distortions” or 
negative self-assessments. These can include:

*Selective abstraction or jumping to conclusions 
(decisions based on a limited part of a situa-
tion or limited evidence), for example, “The 
boss stayed late at work yesterday and his 
evaluations are due today. I’ll bet he’s going to 
fire me.”

*Downplaying the positive and exaggerating the 
negative parts of an event.

*Overgeneralization (basing conclusions on a 
single fact or part of an event).

*Personalizing (assuming blame for things that 
aren’t in a person’s control).
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*“Should” and “Always or Never” statements (“I 
should have known that would happen,” “I’ll 
never be able to finish anything!”).

While explaining the ABC model as an initial 
part of therapy, the therapist can introduce the 
thought-processing distortions listed above and 
help the patient begin to “work backward” from a 
sad or uncomfortable emotion to the underlying 
thoughts and assumptions that led to their reac-
tion. Noticing a shift in expression or affect, the 
therapist can investigate the underlying assump-
tion or thought that went through the patient’s 
mind as that was occurring (almost like seeing a 
ticker-tape notice run across their forehead!).

For example, during a group discussion about 
the ongoing stress of trying to move out of a 
women’s shelter and find independent housing, a 
patient became initially frustrated and then sad, 
saying “And I don’t have any friends either.” The 
other group members quickly responded, asking, 
“Wait, what about me? What about us?” Slowly 
the first woman looked around the room and 
began to smile, “Yes, I know I have friends here. 
But when I realize I have to keep waiting for 
housing it feels like it will never end, and then I 
do get sad. It can make me forget you are my sup-
port and friends.”

Another way to catch the “all or nothing” 
thinking is through the 3 C’s (Catch It, Check It, 
Change It). The patient states, “I know my hus-
band is going to leave me because I get sad.” The 
therapist might use Socratic questioning here, 
asking to learn more about the origin of the 
thought and any evidence to support or refute it. 
“When you have that thought, how does it make 
you feel? Have you had that feeling in the past? 
What happened then? I remember you told me 
you both got through a time like this a few years 
ago when he lost his job. What helped then, how 
did you make it?”

Woven into the CBT approach is prioritizing 
positive goal setting and offering hopeful options 
(Beck 2011). Sharing your belief that the patient 
will get better is also therapeutic. An example of 
this is saying, “I remember you’ve mentioned 
things you can do that take your mind off the sad 
mood: walking in the mornings with your dogs, 

the calls to your kids and grandkids. The fact that 
you are calmer once you get home rather than at 
work is a good sign that the depression isn’t there 
all the time. Let’s talk about some rewarding 
things you could do this week. Would you be 
willing to set one or two as homework?”

It is also important to activate the behavioral 
part of CBT. This can be anything that gets the 
patient involved in exercise or projects. I usually 
suggest a 10-min walk in the morning, as most 
people will acknowledge that they think they can 
manage that. It not only gets them physically 
active; it helps reset the circadian rhythm and 
sleep pattern in helpful ways. Dancing to their 
favorite music while getting ready in the morning 
or to decompress after a difficult day is another 
option.

Tying up the sessions with a review of ques-
tions and setting a homework assignment geared 
toward overall goals is also an important part of 
each meeting. Rating scales of “before” and 
“after” mood can also be helpful.

 Bipolar Disorder

Bipolar disorder affects about 45 million people 
worldwide. Effective treatments are available for 
both the acute phase and to prevent relapse. CBT 
can be adapted to the treatment of mood swings 
but needs to be grounded in psychoeducation and 
medication management as well (Chiang et  al. 
2017). CBT-R can lower the relapse rate and 
improve depressive symptoms, mania severity, 
and psychosocial functioning (Chatterton et  al. 
2017).

One way to conceptualize the way thoughts 
can influence behavior in bipolar disorder comes 
from a 2014 psychology and psychotherapy 
study (Jones et  al. 2014). Extremely negative 
thoughts can bring on “descent behaviors” (like 
withdrawing from friends) associated with 
depression, while overly positive thoughts can 
lead to “ascent behaviors” (such as risk-taking) 
associated with mania. CBT can be a way to level 
out these extremes. Techniques include psycho-
education, too, to teach the signs, symptoms, and 
causes of the disorder. Diaries and journals are 
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very helpful for monitoring moods and to evalu-
ate what stressors, sleep issues, etc. can predict or 
foreshadow relapses.

As with CBT for depression, the therapy will 
work on identifying dysfunctional thoughts 
(Catch), evaluate their validity and usefulness 
(Check), and find problem-solving techniques to 
manage them (Change) in healthy ways. This 
could include finding healthy lifestyle choices to 
stabilize mood such as sleep and hygiene, limit-
ing stress, and maximizing social supports.

 Anxiety Disorders

Anxiety disorders are the most common mental 
health disorder in the United States, affecting 
18.1% of adults (Carpenter et  al. 2018; Locke 
et  al. 2015). The category includes generalized 
anxiety disorder, panic disorder, agoraphobia, 
social anxiety disorder, and posttraumatic stress 
disorder (PTSD). CBT principles have been used 
in the treatment of all of these with adaptations 
specific to each. Please see chapter “Traumatic 
Stress in the Community: Identification and 
Intervention” for more specifics about PTSD.

The ABC model and identifying dysfunctional 
thoughts and beliefs are especially relevant for 
anxiety concerns (Zhang et al. 2019). The use of 
benzodiazepines to manage anxiety can lead to 
problematic outcomes for patients, owing to 
potential tolerance and dependence. CBT offers 
an alternative intervention that teaches tools the 
patient can use in many settings. Most patients 
can identify with feelings of worry or stress. 
Treatment begins by identifying presenting 
symptoms and then normalizing the physiologi-
cal responses to stress. Discussing the “fight, 
flight, or freeze” paradigm and educating the 
patient on normal responses to threats allow the 
introduction of CBT as an intervention. For 
example, the rapid heart rate and breathing asso-
ciated with stress are protective mechanisms 
intended to shield us from harm. The surge of 
adrenaline and its subsequent physiological 
response are intended to manage the perceived 
threat. But in our modern settings of work, fam-
ily, etc., there is usually no “superhero” way to 

fight or flee, and repeated experiences of anxiety 
and panic become not only distressing but also 
harmful to long-term mental and physical health.

CBT postulates that there is a thought or belief 
that usually triggers or perpetuates the anxiety 
response. “Tomorrow is my test and I’m going to 
fail.” “Everyone at the meeting will be looking at 
me and know how nervous I am.” “My heart is 
racing and that means I’m having a heart attack.” 
“I’m breathing fast and feel light-headed so I’m 
going to pass out or have a stroke.”

Discovering the automatic thoughts that 
accompany the anxiety response, investigating 
their validity, testing more functional responses, 
and learning to use mindfulness techniques to 
manage the discomfort have been demonstrated 
to both guide the patient to an understanding of 
the causes of anxiety and provide relief from the 
episodes.

Often “safety behaviors” arise in response to 
ongoing anxiety. By avoiding the “threat,” there 
is an initial relief of symptoms. “If I stay home 
and don’t go out, I’ll be safe from the stress that 
overwhelms me.” Eventually, however, the “safe” 
situation becomes the problem, and the safety 
behavior reinforces dysfunctional thoughts and 
fears. CBT works to explain how confronting the 
fear through exposure is the path to recovery. 
Combined with mindfulness and relaxation tech-
niques, graduated exposure or experiments to 
understand and then overcome unsubstantiated 
fears are key to behavioral change.

 Panic Disorder

Panic attacks are a specific form of anxiety, usu-
ally lasting 10–15 min, also involving what can 
be frightening physiological experiences of rapid 
heart rate, shortness of breath, light-headedness, 
and/or tingling of the extremities. People initially 
often go to emergency departments, convinced 
they are close to dying. The person often distrusts 
the conclusion that this is a panic attack because 
the episodes can be so frightening. There is also a 
stigma to mental health, which will need to be 
addressed as part of the initial workup and treat-
ment plan.
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After establishing rapport and a therapeutic 
relationship and educating the patient about panic 
disorder and the fight or flight response begins 
the treatment. An initial option is to demonstrate 
how conclusions about the physical changes can 
lead to perpetuating panic attacks. In the office, 
after teaching mindfulness and relaxation tech-
niques, a test can be offered to demonstrate these 
ideas. The patient will be asked to try rapid 
breathing while in the office with the expected 
results of setting off physiological responses that 
simulate a panic response. Hyperventilating on 
its own can induce many of the sensations of 
panic such as light-headedness, tingling of fin-
gers and extremities, feeling of shortness of 
breath, and rapid heart rate.

Examining the thought “My heart is beating 
quickly so I’m having a heart attack” needs to be 
done carefully; generating other reasons for a fast 
heart rate and looking at previous episodes that 
led to negative workups can be of use. Learning 
breathing techniques to slow the heart rate and 
rate of respirations is also very helpful. People 
may be able to think, “If I were having a heart 
attack, I don’t think I could slow my breathing 
like this. I am in a safe place.”

Using collaboration and Socratic questioning, 
the therapist works to trace the possible thoughts 
or triggers that may set off a panic attack. Often, 
these are initially fleeting observations or thoughts, 
and the patient often report that the panic attacks 
come “out of the blue.” Usually, there is a trigger, 
and once identified, it can be examined and its 
validity questioned or changed. For example, the 
thought “my teenage son left the house on an 
errand, and now I am hearing sirens coming from 
a few blocks away” could lead to worries that 
something had happened to the young man. There 
are, though, possible alternative beliefs: “This is a 
busy neighborhood and city, there are often sirens 
in the distance. He is a good driver and actually 
very cautious even if he is a teenager. He’s only 
been away for 15 min and the pet store is at least a 
10-min drive from here, so it’s probable he only 
just now got to the store. I could text him to see.” 
The goal is to discover the origin of the panic reac-
tion and learn to manage the beliefs and sensations 
that accompany anxiety and panic. Incorporating 

information about exercise as an option when anx-
ious (the quick 10-min walk) as well as mindful-
ness and breathing techniques offers immediate 
and practical interventions.

Outcome measures of CBT for anxiety are 
excellent, and there are self-help books and 
online resources for patients to use as well (Burns 
2007; NIMH 2016).

 Psychosis

Cognitive Therapy for Psychosis is an exciting 
addition to the treatment options for patients with 
serious mental illness. It combines well with the 
recovery model and offers a way to collaborate 
on goals and managing symptoms. For full 
details, please see chapter “Cognitive Behavior 
Therapy for Psychosis”.

 Insomnia

Reports of trouble with sleep are extremely com-
mon. Up to 50 percent of American adults will 
experience insomnia (difficulty falling asleep or 
staying asleep) at some point in their lives. The 
causes are multiple and include medical and psy-
chiatric issues. Delineating and clarifying the 
specifics of the problem is key, as it is important 
to evaluate the presence of medical concerns like 
sleep apnea and restless leg syndrome in addition 
to promoting good sleep habits (Morin and Benca 
2012; Bhaskar et al. 2016).

Asking for help with sleep is non- stigmatizing, 
and offering treatment for insomnia can be the 
window that allows patients to receive help they 
might otherwise avoid. The understanding and 
treatment of insomnia continue to evolve, and 
CBT for Insomnia (CBT-I) has strong evidence 
of efficacy (Wu et al. 2015). Once medical causes 
are ruled out or resolved, managing sleep distur-
bances can lead to the improvement, or even res-
olution, of a variety of psychiatric diagnoses.

CBT-I is a time-limited intervention for six to 
eight sessions. As with all CBT formulations, the 
first step is to collaborate with the patient and get 
a good history of the problem. While medications 
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to help initiate sleep are commonly prescribed, 
sleep experts agree that ultimately good sleep 
hygiene helps to remediate the underlying prob-
lem and set up the tools for ongoing good sleep 
habits. CBTI can offer a means for tapering off 
hypnotic medications (Takaesu et  al. 2019) and 
leads to more lasting healthy sleep habits. Booster 
sessions may later be required as the effective-
ness of CBTI may decay with time.

Begin by educating patients on sleep hygiene 
tips from the American Sleep Association (Sateia 
2014; Qaseem et al. 2016):

 1. Set a regular sleep routine: Go to bed at the 
same time and (especially) wake up at the 
same time. Personalize it with what is relax-
ing: meditation, a shower or bath, music, or 
herbal teas.

 2. Avoid daytime naps.
 3. Learn to associate the bed with sleep. If 

you’re in bed for more than 10 min without 
sleep, get out of bed, and sit in another quiet 
place. Do something calming (listen to 
music, herbal tea, read) until you are sleepy, 
and then get back in bed.

 4. No “screens” (computers, phones) for at 
least an hour before bed.

 5. Be careful about caffeine. It can fragment 
sleep. Try to use it before noon.

 6. Avoid substances that interfere with sleep: 
tobacco, alcohol, and OTC medications.

 7. Clean fresh air (crack open a window; use an 
air purifier).

 8. Exercise (it promotes sleep) but aim for 
before 2 pm each day.

 9. Quiet and comfortable bedroom and mattress.
 10. Hide the clock.

Basics of CBT-I (Individual or Group)

 1. A good health and sleep history, which should 
include the use of stimulants (caffeine, others) 
and hypnotics, alcohol and other substances, 
medical medications, over-the-counter meds, 
and current stressors.

 2. Evaluate for trauma-based diagnoses and 
nightmares.

 3. Housing specifics (i.e., work shifts, presence 
of a new baby in the home, possession of a 
bed, etc.). For example, a patient who is 
homeless or living in a shelter can certainly 
have more difficulty managing their sleep 
environment.

 4. Sleep diary, including long-term concerns 
(how long has sleep been an issue), patterns 
and current specifics such as what time they 
like to go to bed and wake up, routines and 
work history (shift workers like nurses and 
EMTs can have a particularly difficult time 
setting sleep routines). It should preferably 
cover a month.

 5. Beliefs about sleep (fact and myths). For 
example, an Army vet who could only fall 
asleep on a mat behind the couch, even 
though the rest of the family were in and out 
of the living room much of the night. He 
believed he had to be vigilant all night or 
something might happen to his family. His 
sleep was frequently disrupted, and his 
mood deteriorated. After elucidating the 
beliefs about why he slept there (having to 
be vigilant, protecting the family), the ther-
apist was able to work through options that 
were more conducive to sleep. This was the 
first time he had dealt with ongoing issues 
related to his PTSD, which he was later able 
to address.

 6. Automatic thoughts related to sleep issues 
(“This always happens, I am a terrible sleeper. 
Now I won’t get enough sleep and I’ll fail my 
job interview tomorrow”). Teach the ABC 
model and add “D,” or “dispute negative 
thoughts about sleep.”

CBT-I can be done in individual or group 
settings, and recent studies suggest that 
improvement of sleep can not only be the way 
into helping patients access therapy but it may 
also on its own provide relief from symptoms 
of mood and anxiety (Koffell et  al. 2018; 
Chernyak 2019).
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 Suicide

Suicide rates in the United States have risen, 
which is of growing concern (Martinez-Ales and 
Keyes 2019). It is the tenth leading cause of death 
for adults and the second leading cause of death 
among young people 10–34. Between 2000 and 
2018, the rate has increased by 35%. The risk for 
suicide increases with hopelessness, diminished 
problem-solving ability, and the addition of other 
diagnoses and issues (social isolation, decreased 
access to means, addictions, recent losses, pain, 
or medical problems). CBT targeted to suicidal 
ideation and behavior has a strong research base 
(Bryan et al. 2018; D’Anci et al. 2019). Targeting 
suicidality independent of the underlying diagno-
sis is key and can be initiated in many settings, 
including the emergency department. Safety 
planning (Stanley et al. 2018) led to a 30% reduc-
tion in attempts and is a critical part of all 
interventions.

The CBT approach to suicidality emphasizes 
that cognitions “rise to the surface” as automatic 
thoughts of hopelessness and despair. Problem- 
solving ability, which decreases with depression, 
shows cognitive constriction and limited atten-
tional flexibility. Cognitions of suicidal patients 
often express core beliefs as automatic thoughts 
such as:
About self: I’m worthless, unlovable, and a 

failure. I’ll be abandoned and all 
alone; I’m incompetent and 
weak.

About others: No one cares about me; they’d 
be better off without me.

The future: Everything is hopeless, I’ll 
never be happy; I’ll always be in 
pain.

Distress: It’s unbearable, I cannot stand 
this pain, and it will only get 
worse.

Suicide: There’s nothing I can do to end 
this pain and no other way out.

These thoughts show reasoning biases and 
maintenance factors that include problem- solving 
deficits, trouble coping with strong emotion, per-
ceived unbearableness of negative emotion, 
attentional bias, impulsivity, memory bias, perva-

sive avoidance, and maladaptive cognitions. The 
key is to manage hopelessness and may be mea-
sured by the Beck Hopelessness Scale with stron-
ger findings than that of the BDI in suicidal 
patients.

 The Treatment Outline

Session 1: Building Hope and Safety Plan
It is crucial to clarify and understand the current 
events and beliefs that led to suicidal thoughts. 
Once they are understood, it is easier to plan 
other actions and responses. Emphasize that peo-
ple can learn new ways to solve problems and 
cope with negative emotions. Urges will fluctu-
ate, so there can be planning for what to do with 
the ups and downs. Build hope, using recovery- 
oriented questions that ask about best or positive 
times of life. Ask about values and guide the 
patient to visualize aspirations. Identify reasons 
for living. Emphasize, “You will get better.” 
Describe the treatment plan and collaborate on an 
action plan. Set specific and actionable goals. 
Record or write the conclusions for the patient to 
review daily. “What would you like to remember 
and what do you think you can do this week?”

Complete a safety plan (https://suicidepreven-
tionlifeline.org/). In the safety plan, be specific 
and detailed. The goal is not to feel good imme-
diately but to get through. Elicit likelihood of get-
ting through and identify obstacles. Role-play 
possible scenarios, find ways to manage different 
stressors, and visualize successful outcomes.

Session 2
“Recall when you overcame difficulties, what 
resources did you use?” Ask about previous times 
when the patient overcame a difficult problem. 
Identify core beliefs about self, especially posi-
tive ones. Look at events and beliefs that create 
vulnerability, teach problem-solving skills, and 
practice visualization of change and role-plays. 
Identify maladaptive beliefs and evaluate the 
cognitive associations that come with hopeless-
ness. Create a “hope box” (physical or virtual) 
for saving positive reminders. Discuss some of 
the things that could go in there (photos, 
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 keepsakes), and remember to look inside when 
negative feelings and thoughts come up.

Session 3 and On
Reinforce positive coping skills and past success-
ful responses. Review the safety plan; look for 
“reasons for living” (spiritual, family). Set spe-
cific goals and test the outcomes: exercise, the 
hope box, outreach to supports, and pets. Work 
on CBT techniques to Catch, Check, and Change 
dysfunctional thoughts and beliefs. Continue to 
measure hopelessness and reality test responses 
to negative or dysfunctional thoughts. Continue 
behavioral activation and relaxation techniques.

Booster and Check-In Sessions
Building from the safety plan, help the patient 
anticipate future fluctuations in moods and stress-
ors, and role-play or write out specific interven-
tions and crisis management options.

 Conclusion

Cognitive behavioral therapy is a well-researched 
and evidence-based practice that offers practical 
mental health treatment options for the patients 
who seek services in community settings. It 
offers “tools” that can complement psychophar-
macology and psychosocial interventions, and 
patients can continue to use those tools through-
out their lives. The principles of CBT can be 
incorporated into recovery-focused care and pro-
vide practical interventions available to all mem-
bers of the treatment team.

Go to the people. Live with the people. Learn from 
them. Love them. Start with what they know. Build 
on what they have. When the task is finished, the 
people will say, ‘we did it ourselves’. – Lao Tsu
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Psychiatric Rehabilitation

Arundati Nagendra, Kim T. Mueser, 
and Corinne Cather

 Introduction

We define psychiatric rehabilitation as nonphar-
macological treatments aimed to improve the 
course of psychosocial functioning in individuals 
diagnosed with serious mental illnesses (SMI) 
and, accordingly, conceptualize psychiatric reha-
bilitation and psychosocial treatments as inter-
changeable. This definition differs from some 
conceptualizations of the two as complementary 
but different parts of a recovery-oriented mental 
health system, in which psychiatric rehabilitation 
focuses on addressing psychosocial or functional 
needs (e.g., social and occupational functioning, 
independent living skills) and psychosocial treat-
ment focuses on reducing symptoms and psycho-
logical distress (Farkas and Anthony 2010). The 
traditional distinction between psychiatric reha-
bilitation and psychosocial treatments is based on 
medical disorders or injuries, such as diabetes or 

spinal cord injury, in which symptoms and func-
tioning can be easily separated. This distinction 
is less useful, however, when it comes to psychi-
atric disorders, for which both psychiatric symp-
toms and impaired psychosocial functioning are 
core defining features according to standard psy-
chiatric diagnostic criteria. Moreover, distin-
guishing between efforts to target symptoms and 
functional impairments is problematic because 
their goals are often intertwined, with interven-
tions frequently addressing both simultaneously. 
For example, individuals with SMI are often 
motivated to engage in treatments designed to 
improve illness management by their desire to 
achieve personally important goals such as 
improved social relationships, work, or indepen-
dent living (Mueser et al. 2006). In this chapter, 
we provide an overview of the history of 
 psychiatric rehabilitation, describe specific 
evidence- based psychosocial treatments for SMI, 
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and summarize psychiatric rehabilitation inter-
ventions not covered elsewhere in this book.

Psychiatric rehabilitation has historical roots 
in the moral treatment and mental hygiene move-
ments of the early 1900s (Corrigan et al. 2008). 
However, the field grew substantially following 
deinstitutionalization, which resulted in two- 
thirds of US psychiatric inpatients being dis-
charged into the community between the 1950s 
and 1990s (Geller 2000). Due to the advent of 
psychotropic medications, proponents of deinsti-
tutionalization envisioned that individuals with 
serious mental illnesses could manage their most 
severe symptoms outside of hospitals and conse-
quently receive treatment in the community, 
where they would experience significantly 
improved quality of life (Geller 2000). However, 
it quickly became apparent that individuals with 
SMI discharged to the community often did not 
continue to take psychotropic medications as pre-
scribed and were at high risk of substance mis-
use, incarceration, and unemployment (Lamb 
and Bachrach 2001). Many individuals with SMI 
ended up homeless, making their plight starkly 
visible to the public eye (Corrigan et  al. 2008; 
Lamb and Bachrach 2001).

During the deinstitutionalization process, a 
number of efforts were made to address the needs 
of individuals with SMI. These included the 1963 
Community Mental Health Act, which empha-
sized the importance of treating individuals with 
SMI in the “least restrictive environment” and led 
to funding for community mental health centers 
(Geller 2000). In parallel, the consumer move-
ment highlighted the right of individuals with 
SMI to fully engage in mainstream society and 
demonstrated their capacity to lead self- 
determined, productive lives (Pulice and Miccio 
2006). It was against this backdrop that research-
ers, providers, and consumers began to work in 
more earnest to develop programs to support and 
improve the psychosocial functioning of individ-
uals with SMI, including psychosocial club-
houses, transitional living spaces, peer-led 
programs, and social and occupational skills 

training (Corrigan et al. 2008; McKay et al. 2018; 
Pulice and Miccio 2006).

These steps toward systematic and compre-
hensive treatment for individuals with SMI living 
in the community represent early iterations of 
psychiatric rehabilitation. In 1986, Anthony and 
Liberman proposed a formal conceptual frame-
work for the field which posited that, like indi-
viduals with physical disabilities, those with 
psychiatric disabilities need a combination of 
skills and environmental supports to support their 
recovery. This conceptualization continues over 
three decades later such that within psychiatric 
rehabilitation, some treatments are primarily 
skills-based (e.g., social skills training), some 
primarily provide environmental support (e.g., 
family psychoeducation), and others integrate 
both approaches (e.g., supported employment).

Psychiatric rehabilitation services are flexible 
and can be implemented in a variety of settings 
and modalities, including community mental 
health centers, inpatient settings, and psychoso-
cial rehabilitation centers, and through outreach 
services such as assertive community treatment 
teams. Psychiatric rehabilitation interventions 
can be categorized in terms of the primary 
domains they target: psychosocial functioning, 
core psychopathology, and comorbid conditions. 
Table 1 uses this framework to categorize psychi-
atric rehabilitation interventions while also 
understanding that many interventions have dual 
or multiple targets (e.g., illness management and 
recovery addresses both relapse prevention and 
functioning).

In this chapter, we focus on psychiatric reha-
bilitation services not discussed elsewhere in this 
book: social skills training, cognitive remedia-
tion, social cognitive training, and physical health 
management. For each intervention, we provide 
the rationale for the service, outline the interven-
tion and how it is delivered, describe research on 
treatment outcomes for the treatment, and pro-
vide additional resources for providers interested 
in pursuing more information about how to 
implement these specific interventions.

A. Nagendra et al.
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Table 1 List of psychiatric rehabilitation interventions and their primary treatment targets

Psychosocial functioning Core psychopathology Comorbid conditions
Employment/education:
Supported 
employment/education (covered 
in chapter “Supported 
Employment”)
Transitional employment
(covered in chapter “Fountain 
House and the Clubhouse 
Movement”)
Housing:
Supported housing (covered in 
chapter “Housing First and the 
Role of Psychiatry in Supported 
Housing”)
Coordination of services:
   Peer support (covered in 

chapter “Peer Service 
Providers as Colleagues”)

   Health homes (covered in 
chapter “Service Coordination 
and Health Homes”)

Interpersonal functioning: Social 
skills training

Symptoms: CBT for psychosis 
(covered in chapter “Cognitive 
Behavior Therapy for Psychosis”)
Impaired cognitive functioning:
   Cognitive remediation
   Social cognitive training
Relapse prevention: Family therapy 
(covered in chapter “Family 
Systems Care in Public Sector 
Settings”)
Illness and wellness 
self-management:
Illness management and recovery; 
Wellness Action Recovery Program 
(covered in chapter “Health 
Self- Management: The Emerging 
Importance of Trauma and 
Resilience”)

Substance use: Co-occurring substance 
use (covered in chapters “Treatment 
Techniques for Co- occurring Substance 
Use and Mental Disorders” and 
“Evidence- Based Practices for Co- 
occurring Addiction and Mental Illness”)
Physical health management:
Smoking cessation programs
Nutrition and fitness interventions
Physical illness self-management
Trauma and post-traumatic stress 
disorder: Trauma-focused treatments 
(covered in chapter “Traumatic Stress in 
the Community: Identification and 
Intervention”)

 Social Skills Training

 Rationale for Social Skills Training

Individuals with SMI experience a breadth of 
challenges with social functioning. Despite 
reporting a desire for meaningful social rela-
tionships as well as feelings of loneliness, ser-
vice users often struggle to develop and 
maintain relationships with friends and family 
members (Lim et al. 2018). Moreover, individ-
uals with SMI experience difficulties with self-
care, community living skills (e.g., household 
living skills, finances, use of transportation), 
and leisure activities (Granholm et  al. 2020). 
These impairments reduce quality of life, self-
esteem, optimism, and self-efficacy 
(Kopelowicz et al. 2006) and increase the like-
lihood of relapse and rehospitalization (Buck 
et  al. 2019). Whereas pharmacological treat-
ments do not directly affect social functioning 
in SMI (Veerman et  al. 2017), psychosocial 
interventions such as social skills training can 
improve functioning and, thus, should be rou-
tinely offered.

 Description of the Social Skills 
Training Approach

Social skills training (SST) is the treatment for 
social functioning in SMI with the most empirical 
support. Social skills are defined as the instrumen-
tal and affiliative behaviors necessary to navigate 
an array of interpersonal situations including 
everyday conversation, assertiveness, conflict man-
agement, expressing empathy, communal living, 
friendship, dating, health maintenance, and work 
(Bellack et al. 2004; Kopelowicz et al. 2006). The 
SST model theorizes that successful social interac-
tions require the integration of five different com-
ponents of social skills (Mueser et  al. 2013): 
paralinguistic features (vocal characteristics of 
speech like tone and loudness), nonverbal skills 
(e.g., facial expressions, gestures), verbal content, 
interactive balance (e.g., making relevant state-
ments, talking for relatively equal amounts of 
time), and social cognition (the ability to process 
social  information). In recent years, there has been 
an increased awareness of the distinct role of train-
ing social cognitive skills specifically, which we 
will cover in a separate section within this chapter.

Psychiatric Rehabilitation
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SST employs a behavioral approach to teach-
ing participants social skills, based on the princi-
ples of social learning theory (learning social 
behaviors by watching others) and operant condi-
tioning (learning how to socialize by experienc-
ing positive consequences from socially skilled 
behaviors) (Bellack et al. 2004). The intervention 
can be delivered on an individual basis but is 
most frequently provided in a group context to 
capitalize on opportunities for roleplays and dis-
cussions of shared experiences and goals. It is 
recommended that social skills groups include 
between four and eight people, with sessions last-
ing between 45 and 90 min and conducted one or 
two times per week (Mueser et al. 2013).

Group social skills training is structured as 
follows: (1) Participants begin by discussing the 
rationale for the selected skill; (2) the therapist 
identifies and models the steps for the skill; (3) 
one group member practices the skill in a role-
play, after which the therapist provides both posi-
tive and constructive feedback to shape the 
targeted skill; (4) the same group member then 
practices the skill in the same situation at least 
one more time and receives additional feedback 
from the therapist and group; and (5) other group 
members then practice roleplays and receive 
feedback in a similar fashion. Toward the end of 
each group, individually tailored home assign-
ments to practice the skill outside of the session 
are collaboratively set with each participant 
(Bellack et al. 2004). To facilitate generalization 
of social skills to real-world settings, participants 
are encouraged to practice with natural support-
ers, such as friends, peers, relatives, or residential 
staff, or take community trips to places like res-
taurants or grocery stores (Mueser et al. 2013).

Mental health practitioners can learn how to 
deliver SST from manuals or trainings, which 
provide specific skills, steps, and examples (e.g., 
Bellack et al. 2004). SST is a straightforward and 
flexible intervention that allows for teaching 
strategies to be adapted to individuals with a vari-
ety of needs in terms of symptoms and cognitive 
levels and can be delivered across a range of 
treatment settings (Kopelowicz et  al. 2006). 
While social skills training is sometimes pro-
vided as a stand-alone intervention, it is often 

integrated into other psychiatric rehabilitation 
programs, such as illness management and recov-
ery (Mueser et al. 2002), cognitive enhancement 
therapy (Eack et al. 2009), integrated psychologi-
cal therapy (Roder et  al. 2006), and cognitive 
behavioral therapy (Granholm et al. 2014).

 Treatment Outcome Research 
for Social Skills Training

SST has substantial empirical support, especially 
in terms of improving social functioning and neg-
ative symptoms in schizophrenia spectrum disor-
ders. A meta-analysis of post-treatment outcomes 
in 22 randomized controlled trials with 1521 par-
ticipants revealed a large effect size for content 
learned in treatment and a medium effect size for 
performance-based measures of social and inde-
pendent living skills (Kurtz and Mueser 2008). 
Notably, despite critiques that gains in social 
skills following SST do not generalize to 
improvements in real-world functioning, this 
meta-analysis also found a medium effect size for 
social functioning outcomes such as work perfor-
mance and increased participation in social activ-
ities (Kurtz and Mueser 2008). A more recent 
meta-analysis of 27 randomized controlled trials 
with a total of 1437 participants showed SST is 
associated with a small to medium effect size on 
social functioning outcomes (Turner et al. 2018).

SST also improves negative symptoms, with 
a small to medium effect size (Kurtz and Mueser 
2008; Turner et al. 2018). This finding is unsur-
prising, given that negative symptoms like 
social withdrawal, anhedonia, and low motiva-
tion overlap with social functioning (Kurtz and 
Mueser 2008). As such, SST may facilitate 
improvements in negative symptoms by teach-
ing participants skills to engage in positive 
social interactions, providing structured social 
contact with peers, challenging defeatist 
thoughts like “This won’t be fun, so why go?” 
(Granholm and Harvey 2018), and consequently 
increasing self-efficacy, social interest, and 
motivation to socialize, which may in turn 
improve negative symptoms (Granholm and 
Harvey 2018; Wright et al. 2020). Additionally, 

A. Nagendra et al.



305

SST participants are directly taught how to con-
vey more affect in their tone of voice and facial 
expressions, which may reduce the affective 
blunting that is characteristic of individuals 
with negative symptoms of schizophrenia. The 
beneficial effects of SST on negative symptoms 
are promising, given that pharmacological treat-
ments and other psychosocial treatments, such 
as cognitive behavioral therapy, show limited 
effects on negative symptoms (Fusar-Poli et al. 
2015; Velthorst et al. 2015).

Unfortunately, available randomized con-
trolled trials do not furnish adequate follow-up 
data to reliably evaluate the durability of these 
gains in social functioning over time (Kurtz and 
Mueser 2008; Turner et  al. 2018). Available 
research does, however, suggest that group SST 
is a cost-effective (Kopelowicz et  al. 2006) 
evidence- based practice that improves social 
skills, negative symptoms, and real-world func-
tioning for individuals with SMI.

 Cognitive Remediation

 Rationale for Cognitive Remediation

Cognitive difficulties, in domains such as pro-
cessing speed, attention, and memory, are often 
present in SMI, including schizophrenia, first- 
episode psychosis, bipolar disorder, and major 
depression (Bora et al. 2014; Bora and Pantelis 
2015; Robinson and Ferrier 2006; Rock et  al. 
2014; Schaefer et  al. 2013). These challenges 
interfere with day-to-day functioning, such as in 
work, interpersonal relationships, and daily liv-
ing skills (Halverson et al. 2019). Moreover, cog-
nitive impairments affect the ability of service 
users to benefit from psychiatric rehabilitation 
approaches like supported employment and 
social skills training due to the slower rate of 
learning new skills (Kurtz 2011). Consequently, 
improvements in cognition may help peoples’ 
real-world functioning as well as facilitate their 
ability to benefit from other psychiatric rehabili-
tation services. At present, psychosocial but not 
psychopharmacologic approaches have been 
shown to improve cognition in individuals with 

serious mental illness (Goff et al. 2011; Marder 
2006; Van Duin et al. 2019; Wykes et al. 2011).

 Description of Cognitive Remediation

Cognitive remediation is a behavioral interven-
tion designed to improve cognitive functioning in 
individuals with SMI, with the longer-term goal 
of translating into improved social, occupational, 
and daily living functioning. It is based on scien-
tific principles of learning and consists of three 
primary approaches, which may be used sepa-
rately or in combination (McGurk et al. 2013):

• Restorative task practice involves intensive 
and repeated completion of exercises that tar-
get different cognitive domains (e.g., atten-
tion, memory). These exercises are typically 
delivered via computer programs. Some com-
puterized restorative task programs adapt to 
participants’ performance, such that the diffi-
culty of the task is adjusted to participants’ 
performance and maintained at a specified 
level (e.g., 80% correct), while other programs 
gradually increase the difficulty of exercises 
over time. Research does not indicate one 
approach is superior to another, although 
increasing the difficulty of cognitive exercises 
over time may facilitate participants’ sus-
tained engagement in the task (Bowie et  al. 
2020).

• Strategy coaching involves teaching partici-
pants specific methods to improve their per-
formance on cognitive exercises. Such 
interventions may include visualization strate-
gies, repetition of key information, and read-
ing the information aloud.

• Cognitive self-management strategies are 
behaviors intended to optimize cognitive per-
formance in everyday life and to compensate 
for the effects of cognitive challenges (Allott 
et  al. 2020). For example, a participant with 
memory difficulties could learn to establish 
“memory spots” in their home by placing 
important items in a specific location. These 
approaches were originally designed to 
bypass, rather than repair, cognitive impair-
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ments. However, such strategies may also 
improve cognitive functioning in individuals 
with SMI (Allott et al. 2020).

The majority of CR programs employ restor-
ative task practice, which is often substantially 
improved by strategic coaching with a trained 
staff member (Wykes et  al. 2011). A cognitive 
coach teaches strategies for improving restorative 
task practice and also ensures that the cognitive 
exercises are linked to meaningful goals that the 
participant is pursuing (Bowie et  al. 2020). 
Cognitive remediation interventions vary in 
terms of length and frequency, with experts rec-
ommending at least 20 h of treatment over at least 
10 weeks (McGurk et al. 2013).

Cognitive remediation has the strongest 
impact on psychosocial functioning when inte-
grated with other psychiatric rehabilitation prac-
tices such as supported employment or social 
skills training (McGurk et al. 2007, 2013, 2015; 
Van Duin et al. 2019; Wykes et al. 2011). In this 
context, cognitive remediation may augment the 
effects of psychiatric rehabilitation programs by 
facilitating peoples’ ability to practice and apply 
cognitive skills relevant to their functional goals 
(McGurk et al. 2015; Van Duin et al. 2019; Wykes 
et al. 2011). For example, in the Thinking Skills 
for Work program, computerized restorative task 
exercises are combined with job searches that are 
informed by participant’s cognitive strengths and 
weaknesses. Also, when a participant starts work, 
cognitive remediation methods are used to target 
specific cognitive skills that improve their work 
functioning. As such, Thinking Skills for Work is 
designed to optimize the translation of cognitive 
skills to work settings and to mitigate against 
negative effects of cognitive challenges on job 
performance (McGurk et al. 2015).

 Treatment Outcome Research 
on Cognitive Remediation

Research demonstrates not only that cognitive 
remediation improves cognitive scores at both 
post-treatment and follow-up but also that it has 
the strongest impact on functional outcomes 

when used in combination with other psychiatric 
rehabilitation services rather than delivered as a 
stand-alone intervention. In a meta-analysis of 40 
studies with 2104 participants, Wykes et  al. 
(2011) found that the post-treatment effect size 
for a variety of functional outcomes was small 
for stand-alone cognitive remediation, medium 
when cognitive remediation was combined with 
psychiatric rehabilitation, and large when strate-
gic coaching, restorative task practice, and psy-
chiatric rehabilitation were used together. 
Recently, a meta-analysis of 23 studies with 1819 
participants found that cognitive remediation 
enhanced psychiatric rehabilitation outcomes 
(Van Duin et  al. 2019). Specifically, although 
there were no significant effects for relationships 
and community functioning outcomes, cognitive 
remediation significantly enhanced vocational 
outcomes with a small to medium effect size, as 
well as social skills with a small effect size (Van 
Duin et al. 2019). In summary, cognitive remedi-
ation is a well-supported intervention for improv-
ing cognition in SMI. However, for these gains to 
translate to improvements in real-world function-
ing, cognitive remediation should be integrated 
with other evidence-based psychiatric rehabilita-
tion programs and delivered in the context of the 
pursuit of client-identified functional goals.

 Social Cognitive Training

 Rationale for Social Cognitive 
Training

Social cognition refers to the ability to interpret 
and process social information and includes 
skills such as recognizing facial expressions, 
detecting subtle hints during conversation, and 
generating plausible explanations for other’s 
behavior (Green et  al. 2019; Horan and Green 
2019). Individuals with SMI demonstrate impair-
ments in social cognition, which have been 
shown to emerge prior to the onset of illness dur-
ing the prodromal period (Horan and Green 
2019) and are associated with difficulties with 
independent living, employment, and interper-
sonal relationships (Halverson et  al. 2019). In 
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point of fact, social cognition has a stronger rela-
tionship to community functioning than neuro-
cognition (Halverson et  al. 2019). At present, 
existing psychopharmacological interventions 
do not effectively improve social cognitive 
impairments (Kucharska-Pietura and Mortimer 
2013), suggesting a need for alternative 
approaches.

 Description of Social Cognitive 
Training

In social cognitive training (SCT), participants 
learn social cognitive skills that fall into four 
domains (Pinkham et al. 2018). Emotion percep-
tion refers to identifying emotions in facial 
expressions, tone of voice, and nonverbal cues. 
For example, participants may be asked to ver-
balize how they can tell a face looks sad, angry, 
or happy. SCT also conceptualizes paranoia as an 
emotion, paving the way for participants to dis-
cuss how suspiciousness may lead them to misin-
terpret social interactions. Social perception 
involves an understanding of social knowledge, 
cues, goals, and relationships such as the balance 
of give or take in a social interaction. For exam-
ple, SCT participants may be asked to generate 
guesses about how a person may behave in a 
given situation (e.g., sharing food or money) 
based on their past behavior. Theory of mind, also 
referred to as mentalizing, is the ability to under-
stand the mental states of other people, such as 
possible thoughts, feelings, and motives or goals 
they may have, and may involve detecting subtle 
hints, white lies, or irony in a social interaction. 
Attributional style refers to how people explain 
the causes of positive and negative social situa-
tions. Individuals with SMI, especially those 
experiencing paranoia, tend to show a hostile 
attributional bias, such that ambiguous unpleas-
ant situations are attributed to negative or hostile 
causes (e.g., assuming that an acquaintance who 
neglects to say hello in passing dislikes them; 
Buck et al. 2016). SCT teaches participants skills 
to consider alternative explanations to such situa-
tions (e.g., the acquaintance may have been 
distracted).

Generally speaking, there are two types of 
social cognitive training programs: broad-based 
interventions that train participants on skills across 
a variety of social cognitive domains and targeted 
interventions that focus only on one particular 
social cognitive domain, such as emotion recogni-
tion. Theoretically, broad-based interventions 
should be more effective at improving social func-
tioning, given that social cognitive skills need to be 
combined with one another for a successful social 
interaction (Couture et  al. 2006; Nijman et  al. 
2020). Specifically, individuals need to be able to 
identify emotions, contextualize them based on the 
person and setting (social perception), infer the 
mental state of the other person (theory of mind/
attributional style), and respond accordingly 
(Couture et al. 2006; Nijman et al. 2020).

SCT is typically delivered in a group format 
using materials that depict social stimuli, such as 
still pictures of facial expressions and/or video 
clips of social interactions. Participants learn 
skills using a breadth of strategies including psy-
choeducation, guided problem-solving, and cog-
nitive behavioral approaches such as Socratic 
questioning. Participants are also instructed to 
complete home assignments to practice using 
skills in real-life situations (Horan and Green 
2019; Kurtz et  al. 2016; Kurtz and Richardson 
2012). These interventions vary in terms of length 
and frequency, commonly once or twice a week 
for approximately 6 months (Penn et al. 2007).

 Treatment Outcomes Research 
on Social Cognitive Training

A 2012 meta-analysis of 19 studies with 692 par-
ticipants examined the post-treatment effects of 
SCT on social cognition, symptoms, and commu-
nity functioning (Kurtz and Richardson 2012). In 
2018, this meta-analysis was updated and 
expanded to consider the effects of broad-based 
versus targeted SCT interventions, evaluate the 
extent to which cognitive remediation may 
enhance the effects of SCT, and assess the long- 
term effects of SCT (Nijman et  al. 2020). The 
updated sample included 46 randomized con-
trolled trials with 1979 participants.
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Both meta-analyses found that SCT had 
medium to large effects on emotion recogni-
tion and small to medium effects on theory of 
mind at post-treatment. The findings on social 
perception were mixed: Kurtz and Richardson 
(2012) showed that SCT did not improve 
social perception, while Nijman et  al. (2020) 
found both targeted and broad-based SCT 
resulted in large improvements in social per-
ception. Both meta- analyses reported that SCT 
interventions did not have significant effects 
on changing attributional style (Nijman et al. 
2020) and that cognitive remediation did not 
significantly enhance the effects of SCT on 
outcomes.

The evidence on whether SCT skills general-
ize to real-world functioning is unclear. Kurtz 
and Richardson (2012) found a medium to large 
effect of SCT on observer-rated community and 
institutional functioning, and Nijman et  al. 
(2020) reported that broad-based SCT improved 
social functioning with medium to large effect 
size. However, many of the included studies 
employed broad-based SCT interventions in 
combination with other non-SCT therapies (e.g., 
integrated psychological therapy), which may 
have been responsible for the positive effects 
reported in this meta- analysis. Notably, while 
targeted SCT led to improvements in the tar-
geted skill, these gains did not reliably general-
ize to improvements in social functioning 
(Nijman et  al. 2020), highlighting the value of 
broad-based interventions. In Nijman et  al. 
(2020), gains in social functioning from broad-
based SCT were maintained during study fol-
low-up with small effect sizes (Nijman et  al. 
2020).

Taken together, research suggests broad-
based SCT is more effective than targeted SCT 
and gains from broad-based SCT are main-
tained over time. SCT reliably improves emo-
tion recognition and theory of mind, with more 
mixed evidence for effects on social perception 
and no meaningful effects on attributional 
style.

 Physical Health Management

 Rationale for Physical Health 
Interventions

The life expectancy of individuals with schizo-
phrenia and other serious mental illnesses is 
about 14 years lower than people without mental 
illness (Hjorthøj et  al. 2017). This premature 
mortality results primarily from elevated rates of 
physical health problems, rather than unnatural 
causes such as accidents or suicide (Walker et al. 
2015). In particular, individuals with SMI are at 
heightened risk for a variety of medical illnesses, 
most notably cardiovascular disease, but also 
including hepatitis A and B, HIV/AIDS, arthritis, 
irritable bowel syndrome, fibromyalgia, diabetes 
mellitus, obesity, hyperlipidemia, and hyperten-
sion (Firth et al. 2019; Walker et al. 2015).

Smoking cessation and improving fitness and 
nutrition are two important modifiable medical 
risk factors for people. Individuals with SMI 
have an estimated smoking prevalence rate of 
59%, and smoking-related illnesses are the lead-
ing cause of morbidity and mortality for this 
group (Dickerson et  al. 2013). Individuals with 
SMI also often have low rates of physical activity 
and eat an unhealthy diet, contributing to high 
rates of obesity and poor cardiovascular health 
(Firth et al. 2019), and weight gain and metabolic 
syndrome are common side effects of antipsy-
chotic medication (Maayan and Correll 2010).

Health problems for individuals with SMI are 
often underrecognized and undertreated, as ser-
vice users frequently experience obstacles to 
accessing quality healthcare, such as difficulty 
accessing medical services (e.g., due to low moti-
vation or lack of appropriate referrals), chal-
lenges communicating effectively with healthcare 
providers, and being perceived by providers as 
less credible reporters of physical symptoms due 
to their mental illness. Thus, there is a need to 
teach people skills to improve communication 
and self-advocacy regarding their physical health, 
as well as ensure that they are connected to 
appropriate medical care.
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 Description of Physical Health 
Interventions

The psychosocial interventions for physical 
health with the most research support target 
smoking cessation, physical activity and nutri-
tion, and self-management of physical illness.

Current recommendations suggest that pro-
viders advise all daily smokers to quit and offer 
to prescribe effective smoking cessation pharma-
cotherapy and refer to behavioral smoking cessa-
tion counselling (Evins et  al. 2019a, b). 
Behavioral treatments for smoking cessation 
have been adapted to meet the needs of service 
users in a number of ways. These adaptations 
include discussing reasons that clients smoke and 
concerns about quitting in the context of their 
mental illness, coordinating care with psychiatric 
providers so that doses of antipsychotic medica-
tions can be adjusted in response to metabolic 
changes associated with quitting, exposure to 
peer models with SMI who have successfully 
quit smoking, and mitigating the effects of cogni-
tive challenges by delivering information in small 
portions, using repetition, and modeling and 
practicing skills (Daumit et al. 2020; Evins et al. 
2014). Of note, relapse prevention strategies, 
which consist of behavioral smoking cessation 
counselling in combination with maintenance 
smoking cessation medications, may need to be 
delivered over a significantly longer period fol-
lowing the successful attainment of abstinence 
for smokers with SMI (12–18 months) than for 
smokers without SMI (8–12 weeks; Evins et al. 
2014). The role of pharmacotherapy for smoking 
cessation in SMI is especially important, as 
behavioral treatments are not as effective on their 
own (Evins et al. 2019a, b; Tsoi et al. 2013).

Psychosocial interventions for fitness and 
nutrition range from cognitive behavioral pro-
grams to exercise groups (McGinty et al. 2016). 
Across programs, there are several important 
common strategies. Practitioners can increase 
motivation for exercise by framing goals in terms 
of improving fitness rather than losing weight 
(Caemmerer et  al. 2012; McGinty et  al. 2016) 
and by choosing activities that participants find 
enjoyable (Firth et al. 2019). Additionally, dietary 

interventions for people with mental illness are 
more effective if they are delivered by specialist 
providers like nutritionists (Firth et al. 2015) and 
consider the needs of individuals with SMI such 
as buying and cooking food on a low budget. In 
SHAPE (Bartels et al. 2015) is an example of a 
fitness and nutrition intervention for overweight 
and obese individuals with SMI. This 12-month 
program includes a fitness club membership and 
a health promotion coach. Using shared goal set-
ting, the interventionist helps participants develop 
individualized plans focused on fitness goals, 
reinforcement for activity, and education about 
healthy eating. At the end of 12 months, partici-
pants can transition to exercise activities without 
input from a coach.

A variety of different programs exist targeting 
physical illness self-management. Two well- 
known interventions are Integrated Illness 
Management and Recovery (I-IMR; Mueser et al. 
2012) and the Health and Recovery Peer Program 
(HARP; Druss et al. 2010). These programs share 
several common elements. First, they provide 
psychoeducation focused on common medical 
disorders and how to take care of oneself (e.g., 
ensuring proper use and adherence to medica-
tions), the interaction between psychiatric and 
medical disorders (e.g., how stress can impact 
physical health), coping strategies (e.g., for 
chronic pain), and effective interactions with 
healthcare providers (e.g., scheduling and pre-
paring for medical appointments, advocating to 
get one’s needs met, and obtaining important 
medical information during appointments). 
Second, given that behavioral changes (e.g., 
regarding diet and exercise) are closely linked to 
health conditions, these programs also include 
interventions promoting healthy behaviors such 
as fitness and nutrition. Third, these programs 
employ staff whose primary role is to ensure 
coordination of care, such as by making referrals 
and appointments and accompanying clients to 
health visits. Fourth, these treatments tend to be 
cross-diagnostic rather than focusing on one 
health condition due to the high comorbidity of 
medical conditions in SMI, although information 
about specific medical diagnoses is provided in 
I-IMR. Lastly, these are both group-based inter-
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ventions. The primary differences between the 
two programs is that HARP is always delivered 
by service users while I-IMR is usually delivered 
by mental health practitioners and that I-IMR is 
provided in weekly sessions for 8 months while 
HARP is delivered in weekly sessions for 
6 weeks.

 Treatment Outcome Research 
for Physical Health Interventions

Pharmacological treatments are safe and effec-
tive treatments for individuals with SMI who 
smoke. This was recently demonstrated in a ran-
domized controlled trial of 8144 participants, 
3268 of whom had SMI, who smoked daily and 
expressed an interest in quitting within the next 
30  days (Anthenelli et  al. 2016). Participants 
were randomly to receive 12  weeks of vareni-
cline, bupropion, nicotine patches, or placebo 
together with brief (10 min) of weekly individual 
behavioral smoking cessation counselling. Quit 
rates were highest among those assigned to vare-
nicline (Anthenelli et al. 2016). Individuals with 
schizophrenia in this study who received placebo 
plus behavioral treatment had quit rates of only 
4% (Evins et al. 2020) as compared to 13–23% 
with smoking cessation pharmacotherapy plus 
behavioral treatment (Evins et al. 2020), parallel-
ing prior research showing that medication is 
especially important to facilitate smoking cessa-
tion in this population (Tsoi et al. 2013).

Regarding weight loss interventions for over-
weight and obese adults with SMI, a meta- 
analysis of 17 exercise and nutrition intervention 
studies (including IN SHAPE) with a total of 
1968 participants found small effect sizes for 
weight loss and cardiovascular risk reduction as 
compared to a variety of control conditions 
including usual care, waitlist groups, and infor-
mational classes (Naslund et al. 2017). Moreover, 
these gains were maintained with a small effect 
size at follow-up lengths for at least 1  year. 
Another meta-analysis of 20 studies of nutritional 
interventions found small to moderate post- 
treatment effects on weight loss, BMI, cardiovas-
cular risk reduction, and blood glucose levels, 

although there were not enough data to determine 
if these gains were maintained at follow-up 
(Teasdale et  al. 2017). Research also suggests 
that illness self-management interventions can 
improve health outcomes such as blood pressure 
and cardiovascular risk factors (McGinty et  al. 
2016). However, there are few studies of illness 
self-management interventions, and they vary in 
terms of sample, length of intervention, and other 
study characteristics. Consequently, there is a 
need for large-scale, longitudinal randomized 
controlled trials to draw substantive conclusions 
about the impact of illness self-management 
interventions (Kelly et al. 2014).

In summary, some evidence indicates that 
exercise and nutrition interventions are associ-
ated with small effect sizes for weight loss in 
SMI, although it is unclear if these gains are 
maintained at follow-up. Additionally, there is 
not enough data at present to draw solid conclu-
sions about the efficacy of illness self- 
management interventions for health outcomes. 
However, there is substantial evidence for safe 
and effective approaches for smoking cessation 
for smokers with SMI who are interested in quit-
ting in the next 30 days, and work is beginning to 
focus on approaches for those who express less 
or even no motivation to quit (Gilbody et  al. 
2019).

 Summary

This chapter outlines evidence-based psychiatric 
rehabilitation practices that have been shown to 
significantly improve functioning for individuals 
with SMI when they are implemented effectively. 
While not covered in this chapter, there are sev-
eral promising treatments with developing 
research evidence that may facilitate recovery for 
service users. These include metacognitive train-
ing as a way to increase participants’ awareness 
of their own thinking patterns (such as the ten-
dency to jump to conclusions; Moritz and Lysaker 
2018), the integration of positive and mindful-
ness approaches into recovery frameworks 
(Gaiswinkler et  al. 2020; Moran and Nemec 
2013), and programs to prevent the development 
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of medical comorbidities in first-episode psycho-
sis (Curtis et al. 2016). While the field of psychi-
atric rehabilitation is still evolving, the services 
described in this chapter and throughout the book 
have the potential to provide substantial support 
individuals with SMI as they pursue their 
recovery- oriented goals.
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Family Systems Care in Public 
Sector Settings

Sarah A. Nguyen and Alison M. Heru

 Introduction

Patients in public sector settings present with 
complex mental health and social needs, such as 
homelessness, substance abuse, immigration, 
poverty, and minority status. For these patients, a 
family-centered approach incorporating family 
psychoeducation provides a framework for 
understanding and including the individuals 
involved in their system of care. A family- 
centered approach may appear daunting because 
of the difficulty in bringing in family members or 
the clinician’s lack of experience in dealing with 
family members, but family inclusion can begin 
by simply inviting the family into the conversa-
tion. This chapter uses case material to outline 
the current status of family-centered care and 
point to future directions. We weave in the knowl-
edge base needed for family inclusion and 
evidence- based family interventions, focusing on 
family psychoeducation because of its evidence 
base, cultural adaptations, and efficiency.

Family-centered care encompasses multiple 
systems: the social support systems providing 
emotional, spiritual, and community life; the 

public system providing financial support (e.g., 
Medicaid, Medicare); and the healthcare system 
(Bamm and Rosenbaum 2008). In fact, patients 
and their families are supported by multiple indi-
viduals in these systems. A family-centered 
approach begins with collaborating with these 
individuals. All agencies can benefit from a com-
prehensive treatment plan which also includes 
information about advocacy organizations, such 
as the National Alliance on Mental Illness 
(NAMI), Mental Health America (MHA), and 
Depression and Bipolar Support Alliance 
(DBSA), as well as self-help organizations for 
alcoholism and substance abuse, such as 
Alcoholics Anonymous (AA), Narcotics 
Anonymous (NA), and Al-Anon (Alcoholics 
Anonymous support group for loved ones of 
alcoholics). Most important is our need to partner 
directly with families. We owe it to families to 
include them at all levels of care, especially 
decision- making and treatment planning and in 
ongoing treatment.

Many patients in the public sector setting have 
limited contact with their families. Despite this, 
family-centered approaches can still be utilized 
to provide stability and support. Staff members in 
different systems can become a patient’s 
“family.”

The case examples adopt the McMaster 
Approach to Family Assessment (Epstein et  al. 
1983). This model uses six dimensions of family 
functioning to guide assessment and treatment 
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and has a comprehensive, time-efficient way to 
evaluate strengths and weaknesses in family 
functioning.

 1. Problem-Solving: ability to resolve problems 
at a level that maintains effective family 
functioning.

 2. Communication: exchange of information 
among family members.

 3. Roles: established patterns of behavior for 
handling family functions, including provi-
sion of resources, support, and personal 
development.

 4. Affective Responsiveness: extent to which 
individual family members experience appro-
priate affect and emotions.

 5. Affective Involvement: extent to which family 
members are interested in and place value on 
each other’s activities and concerns. A healthy 
family has an intermediate level of involve-
ment, neither too little nor too much.

 6. Behavioral Control: how a family expresses 
and maintains standards for the behavior of its 
members. Examples include patterns of con-
trol (flexible, rigid, chaotic, etc.).

 Case Example #1

Ms. Smith is a 23-year-old single female who 
presents to establish care. Her past medical his-
tory includes chronic Lyme disease, fibromyal-
gia, irritable bowel disease, chronic pain 
previously on high-dose opioids, and a psychiat-
ric history of hospitalizations for suicide 
attempts, depression with chronic suicidal ide-
ation, anxiety, anorexia nervosa, and opioid and 
benzodiazepine dependence in full sustained 
remission. Her mother completed suicide by 
overdose 2  years ago, and her father has been 
absent from her life since her mother’s death 
due to his inability to cope with his feelings of 
loss. Ms. Smith is an only child. She has 
remained sober from substances for 2  years 
after completing 9  months of residential treat-
ment and ongoing connection with Alcoholics 
Anonymous (AA). Since attaining sobriety, her 
chronic suicidal ideation persisted, but she has 

had no suicide attempts. Her treatment team 
consists of her primary care doctor (eating dis-
orders specialist), psychiatrist, DBT therapist, 
eating disorders program therapist, dietician, 
and support network including AA and her AA 
sponsor. Each clinician focuses on a single 
problem: her PCP, dietician, and eating disor-
ders therapist focusing on her eating disorder; 
her DBT therapist and psychiatrist focusing on 
her chronic suicidal ideation and feelings of 
abandonment; and her AA sponsor on maintain-
ing sobriety.

 Family Assessment with Ms. Smith 
and Her Psychiatrist, Primary Care 
Doctor (PCP), DBT Therapist, Eating 
Disorders Program Therapist, 
Dietician, and AA Sponsor

Her psychiatrist scheduled a 1-hour meeting to 
develop a treatment plan. The first step is to clar-
ify each person’s understanding of the presenting 
problems.

 Problem-Solving

Because of the instability in her family and hous-
ing, her treatment team and support network 
become her “family” and provide stability.

 Communication

After the meeting, each clinician has a compre-
hensive understanding of how each of her symp-
toms is perpetuated and worsened by other 
symptoms. The plan is for all communication to 
go through her primary care physician.

 Roles

The treatment team meeting allows each clini-
cian to understand their role in Ms. Smith’s care 
and agree that her symptoms need to be addressed 
as a whole.
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 Affective Responsiveness

Ms. Smith is angry that her mother died and her 
father left her. She used to spend time with her 
mother and misses her a great deal. These feel-
ings trigger her urges to act impulsively. Her AA 
sponsor is scared when Ms. Smith is impulsive. 
Her psychiatrist and PCP feel overwhelmed 
because she is in constant crisis.

 Affective Involvement

Each member of her treatment team is invested in 
her well-being and the need for consistent 
boundaries.

 Behavior Control

Adequate when Ms. Smith is in control of her 
feelings.

 Case Formulation

Ms. Smith’s emotional balance (family stability) 
was disrupted by the loss of her parents and move 
to another state (family transitions). Early col-
laboration of care provided increased stability 
and understanding of all of Ms. Smith’s needs 
from multiple perspectives. Everyone agreed that 
monthly check-in calls together as a cohesive 
treatment team allowed for the identification of 
triggers and earlier interventions to maintain 
remission and prevention of relapse. As she expe-
riences feelings of abandonment and loss, the sta-
bility and consistency of her team helped her 
avoid acting on her suicidal ideation. The cohe-
siveness of her treatment team formed a “family” 
system that helped her navigate crises.

 Learning Points

When patients do not have family, treatment team 
members and social and community support net-
works can become a “family.” However, like any 

family system, ensuring consistent boundaries 
and limit-setting within the family, and, in this 
case, the treatment team, is crucial.

 Family Inclusion

Involving families in assessment and treatment 
reduces risk for the patient and the provider. 
Good rapport with family members and good 
documentation provide a protective function 
against adverse provider outcomes such as law-
suits (Recupero 2007). By simply inviting and 
including family as part of the assessment, ques-
tions about family functioning (including adapta-
tion to illness, the family narrative, caregiving 
concerns, family interactions) facilitate a solid 
working diagnosis (Heru 2015). Families provide 
information that increases the likelihood of an 
accurate diagnosis or early detection of harmful 
behaviors. Involving the family in decision- 
making about treatment and disposition is key to 
patient compliance and leads to more successful 
outcomes (Baird and Doherty 1990; Lang et al. 
2002; McDaniel et al. 1990). Understanding fam-
ily characteristics provides an understanding of 
how the psychosocial context influences the pre-
senting symptoms. Listening to the family, taking 
their fears and concerns seriously, and teaching 
them how to help keep their loved one safe are 
steps in providing family-oriented patient care. A 
primary biomedical intervention may be suffi-
cient to treat some presenting acute illnesses; 
most psychiatric problems require an understand-
ing of the relational context for successful 
treatment.

This example demonstrates how inviting the 
family into the conversation allows for a broader 
understanding of the patient.

 Case Example #2

Mrs. Nguyen is a 64-year-old, married, 
Vietnamese-speaking woman with obstructive 
sleep apnea, bilateral cataracts, recurrent urinary 
tract infections, and vaginal prolapse. She pres-
ents to the outpatient psychiatry clinic with 
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severe anxiety and depression. She was previ-
ously a successful business owner, but in the past 
2  years, she has progressively declined and 
become bed-ridden, isolative, and unable to 
work. She lives with her husband, and her family 
constellation includes a son and two adult daugh-
ters who live nearby and are involved in her care. 
She has had two prior extended inpatient hospi-
talizations of 2–3 months each, due to difficulty 
with discharge planning. When depressed, she is 
unable to care for herself independently and 
becomes extremely aggressive, prompting family 
to bring her to the emergency room for admis-
sion. This has been a repeated cycle every 
6 months over the past 2 years. She has had many 
medication trials of antidepressants, benzodiaze-
pines, antipsychotics, and mood stabilizers and 
biological trials of transcranial magnetic stimula-
tion, electroconvulsive therapy, and ketamine 
infusions.

Inviting the family into the conversation Since 
she is accompanied by one of her daughters, the 
psychiatrist invites her to join the second half of 
the evaluation. The daughter is grateful to be 
included. The patient’s husband joins by phone 
using a video conference interpreter service. The 
family provides information about an extensive 
trauma history: witnessing extensive violence 
and the patient herself is a victim of sexual abuse. 
Her daughter notes her strengths of being a good 
mother, raising three successful children, and 
maintaining a business for many years. It is 
revealed that in the last 2 years, her two daughters 
moved out of the home, married, and had 
children.

Shared decision-making between the profes-
sional, patient, and family Follow-up visits 
focus on collaborating with the family and vali-
dating the patient’s trauma history. Consistent 
calls to both the husband and daughter, as well as 
connecting the patient with a Vietnamese- 
speaking therapist, allow the patient to become 
more engaged. The family members become 
aware of the patient’s triggers and begin to under-

stand how to manage her physical outbursts. 
They learn how to de-escalate the patient at 
home, rather than bringing her to the hospital. 
The patient’s medication list is reduced, with 
emphasis on issues of adherence. Trauma- 
focused psychotherapy addresses years of 
repressed memories and feelings that were trig-
gered by her two adult daughters leaving the 
home.

Case formulation The psychiatrist’s discussion 
with Mrs. Nguyen’s family helped place her 
symptoms in a larger relational context. The fam-
ily’s emotional balance (family stability) had 
been disrupted by the numerous changes such as 
her inability to work, her daughters leaving the 
home (family transitions), as well as a longstand-
ing trauma history that was never previously dis-
cussed or addressed. The psychiatrist 
acknowledged the family’s strengths and caring 
for one another and invited the family to explore 
how the family’s functioning and involvement 
might play a part in Mrs. Nguyen’s symptom pre-
sentation, her level of engagement, and ultimately 
her symptom alleviation (family as a system).

Learning points Including the family as mem-
bers of the treatment team allowed both the psy-
chiatrist and the family to identify the family’s 
strengths as well as barriers to treatment: Mrs. 
Nguyen’s unaddressed trauma and language and 
cultural barriers. Use of language interpreters 
helped Mrs. Nguyen feel more comfortable com-
municating with her entire treatment team and 
allowed for ongoing psychoeducation and col-
laboration throughout her hospitalization.

With family inclusion, the family is simply 
invited into the clinical setting (Heru 2015). 
Families are physicians’ natural allies in caring 
for patients with chronic illness and can also 
uncover aspects of the patient that were not oth-
erwise considered. Families can help with adher-
ing to medication and watching for side effects, 
keeping appointments, promoting a healthy 
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 lifestyle, and providing positive emotional sup-
port. Patients need to know when they should be 
doing for themselves and when they can rely on 
family members. Families frequently need per-
mission and guidance to carry out these func-
tions. Clinicians should embrace the view that 
families are team members.

 Barriers to Collaborating 
with Family Members 
and Incorporating Families into 
Their Work with Patients

Clinicians encounter multiple and interacting 
systemic barriers to routinely including family 
members of the people they treat even when their 
clients grant consent for them to do so. Other bar-
riers include lack of confidence or expertise in 
collaborating with family members. In the past 
several decades, psychiatrists primarily focused 
on medication management in order to contain 
costs. Family and social systems work are often 
relegated to non-psychiatrists such as social 
workers or family advocacy groups, such as 
NAMI, which exist separately from behavioral 
health agencies (Mannion et al. 2012). Additional 
challenges include a lack of family-friendly poli-
cies and procedures and, in some instances, fam-
ily members who are negative, critical, or hostile 
(Heru and Drury 2005). Lastly, even if family 
members want to be involved, coordinating a 
meeting time can be challenging.

For most clinicians, learning family-centered 
care skills requires additional training. Similarly, 
training in family skills in psychiatric residency 
programs has been challenging due to these con-
flicting theoretical paradigms. Currently, there is 
a lack of faculty and supervisors who can teach 
family-focused care, or supervisors who can 
demonstrate family interventions on a clinical 
rotation, providing a positive experience in 
involving family members in treatment (Mannion 
et  al. 2012). Some ways to address these chal-
lenges in training include arranging community- 
based clinical services and consultation 
opportunities for trainees, engaging family sup-
port organizations for increased collaboration, 

including family members as faculty in trainee 
education, and increasing awareness and advo-
cacy for family-centered care in training 
programs.

 Family Assessment

Family assessment begins with the first visit and 
is a continuous process. Like the medical assess-
ment, clinicians can assess the “anatomy,” devel-
opment, and functioning of a family over time. 
The family anatomy is understood by identifying 
the members of the nuclear family and who is 
part of the larger family system. Attending to 
family development means understanding the 
developmental stages of all family members. 
Family functioning is assessed by taking a his-
tory of the family, observing their interactions, 
and understanding the relational context of pre-
senting symptoms. Table 1 outlines examples of 

Table 1 Questions to help with family assessment

Family as a system
  Who are the members of your family?
  When it comes to daily support, who do you 

consider supportive?
Family stability
  With all of the changes, how do you maintain a 

good family balance so everyone feels cared for?
  If the illness progresses too quickly, what do you 

think might happen to your family?
Family transition
  How have things changed now that your mother-in- 

law has moved in with you?
  How are you, as a family, adjusting to your daughter 

starting high school?
Family world view (culture)
  Do your parents generally feel that you are able to 

help each other out in crises?
  How has it been when you’ve had to “fill in” for one 

another before?
  How do family members let one another know when 

they need help?
Relational context of the symptom
  How does a family member’s symptoms influence 

everyone else in the family?
  Have you noticed if there are things that you, as 

parents, do that make your son take more or less 
responsibility for his medications?
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questions to ask both patients and available fam-
ily to assess functioning.

 Case Example #3

Mr. Cadie is a single, formerly incarcerated, 
homeless 50-year-old man living in a halfway 
house. He has diagnoses of bipolar disorder and 
alcohol dependence. Neighbors called police 
because he is outside yelling at midnight. He is 
admitted to a medical floor with uncontrolled 
diabetes, alcohol dependence, and metabolic syn-
drome. He is transferred to a psychiatric inpatient 
unit where he voices angry feelings toward his 
mother for betraying the memory of his father 
who died 4 years ago. A case manager and his 
75-year-old mother, Mrs. Zabir, are his only 
social contacts. His mother is well, works part 
time, and recently remarried. She sees her son 
periodically but expresses fear about his impul-
sivity and anger since he recently threw his phone 
at her. The outpatient psychiatrist arranges to 
meet with Mrs. Zabir and the case manager to 
develop a treatment plan.

 Family Assessment with Mr. Cadie 
and His Mother and Stepfather, Case 
Manager, and Psychiatrist

The meeting is scheduled for 1 hour and begins 
with the stated goal of developing a treatment 
plan for Mr. Cadie. Each family member is asked 
to identify problems. Mr. Cadie says that he does 
not want any contact with his mother. Mrs. Zabir 
says that she wants her son to have good medical 
care. Mr. Zabir says that he wants to be able to 
help Mr. Cadie in any way that he can. The case 
manager asks about medical problems and 
expresses concern about treatment compliance 
especially with his diabetic medication.

 Problem-Solving

When sober, Mr. Cadie has good and adequate 
problem-solving, takes his medication reliably, 

and stays in the halfway house where he feels 
comfortable.

 Communication

When sober, all agree that he communicates 
adequately.

 Roles

His mother manages all his finances and all are 
happy with that role. In terms of other roles such 
as social contact, friendships, and relationships, 
all agree that Mr. Cadie has become isolated and 
socially less competent and now frequently 
abuses alcohol.

 Affective Responsiveness

The patient is angry with his mother and sad 
about the loss of his father. Mr. Cadie used to 
spend time with his father and misses him a great 
deal. His mother is afraid of him; her new hus-
band is unsure of the situation.

 Affective Involvement

The patient is more isolated since his father died 
and his mother is more involved with her new 
husband.

 Behavior Control

Adequate when Mr. Cadie is sober.

 Case Formulation

All agreed with the assessment and the following 
problem list was generated.

Mr. Cadie has significant challenges getting 
his healthcare needs met.
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Alcohol abuse is a result of his social 
isolation.

Mr. Cadie needs new social contacts.
Mrs. Zabir has a new life and wants to have 

less involvement with her son. She is afraid of 
him when he has been drinking.

Mr. Zabir is unsure how much he wants to be 
involved with Mr. Cadie.

The psychiatrist facilitates a family discus-
sion about problem resolution and psychoeduca-
tion. The family decides that a good intervention 
is to have Mr. Zabir drive Mr. Cadie to AA meet-
ings three times a week. Mrs. Zabir will wait to 
hear from her son when he next wants to talk 
with her. She will not visit him at his home. If 
her son wants to talk to her, they will meet in a 
neutral place such as Joe’s Diner. (This place 
was chosen by Mr. Cadie as he had fond memo-
ries there as a child with his parents.) The case 
manager suggests that Mr. Cadie call his brother 
who is out of state to talk on the phone once a 
week. (The case manager has in mind a possible 
transfer of medical power of attorney to Mr. 
Cadie’s brother.) A follow-up meeting is 
arranged for 1 month.

 Learning Points

The family relationships have to change after Mr. 
Cadie threw a phone at his mother. A family 
approach allows the family members to renegoti-
ate their own relationships with the guidance of 
professionals. This family assessment and inter-
vention is proactive with the goal of preventing 
future deterioration of the patient, encouraging 
sobriety, and reducing isolation and allowing, if 
necessary, for a transition of power of attorney to 
another family member.

Homeless individuals and families are a 
diverse population. In addition to pragmatic 
issues created by poverty, homeless individuals 
exhibit a wide spectrum of serious psychiatric 
conditions including addiction, psychotic symp-
toms, anxiety, depression, personality disorders, 
and trauma symptoms. Relational symptoms 
such as domestic violence, separation and 

divorce, and alienation from family can be 
present.

 Cultural Considerations to Family 
Assessment

In community settings, clinicians encounter 
patients from established ethnocultural communi-
ties and immigrants and refugees. Language barri-
ers and cultural complexity may prevent adequate 
diagnosis and treatment for a significant number of 
patients, so it is essential to consider the cultural 
meaning of symptoms and explore the social con-
text of distress. Various models have been devel-
oped to meet this clinical challenge, such as 
ethnospecific mental health services, mental health 
translators and culture brokers, and the training of 
clinicians in generic approaches to cultural compe-
tence (Kirmayer et al. 2003). Additionally, immi-
grants may report higher rates of mental disorders 
and lower levels of use of mental health service 
(Giammusso et al. 2018). The use of professional 
interpreters improves clinical care and raises the 
quality of care for limited English proficiency 
patients, approaching or equaling the outcome in 
patients without language barriers (Karliner et al. 
2007). In the case example of Mrs. Nguyen, invit-
ing the family into the conversation both provided 
a larger cultural context contributing to her illness 
and bridged the language barrier that was impeding 
her comprehension of care and collaboration with 
her family. Although these resources may not be as 
available in public sector settings, it is important to 
rely on family to help patients feel more at ease, 
secure, comfortable, and willing to communicate 
and share with the treatment team.

Healthcare redesign can incorporate family. 
Don Berwick, the Former Administrator for the 
Centers for Medicare & Medicaid Services, 
described Alaska’s Southcentral Foundation 
Nuka System of Care as the “leading example of 
healthcare redesign in the nation, maybe the 
world” (https://scfnuka.com). The NUKA health-
care system incorporates family and cultural 
practices, creating a welcoming environment for 
patients and their families. The NUKA Native 
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Community emphasizes developing services that 
are built on relationships. One program, called 
the Family Wellness Warriors Initiative Program, 
addresses domestic violence, abuse, and neglect 
in the Alaska Native community.

Family-centered care does exist in mental 
health centers. A family-oriented recovery pro-
gram for children called “wraparound” provides 
mental health and community services individu-
alized to each child and family (Hinden and 
Wilder 2008). The wraparound process builds on 
family strengths with families and children set-
ting their own goals. Frequently, there is a paid 
family support specialist from a similar cultural 
background as the family, which helps engage 
the family. Informal community supports include 
extended family, friends, the faith-based commu-
nity, boys’ and girls’ clubs, teachers, and 
neighbors.

Despite these efforts, many people will not 
attend mental health clinics citing stigma and 
pathologizing labels. Such was the case with 
Bosnian and Kosovar refugees who ultimately 
benefited from a community-based family resil-
ience approach. Families readily participated 
because it was held in a storefront in their neigh-
borhood and tapped into cultural values. The 
9-week treatment affirmed strengths, resources, 
and kinship networks and recognized the fami-
lies’ determination to rise above tragedy and 
forge a new life. Facilitators from the community 
were trained to co-lead the groups, thus fostering 
collaboration and the development of local 
resources (Walsh 2007). A family resilience per-
spective focuses on strengths and coping skills 
rather than deficits and psychopathology.

Afro-Caribbeans are sometimes labelled 
“hard-to-reach” by mainstream mental health 
services and are under-represented in research. 
However, a study using a “culturally adapted 
family interventions in schizophrenia model” 
demonstrated that Afro-Caribbeans were highly 
motivated to engage with providers and research-
ers (Edge and Grey 2018). Using an evidence- 
based model of family intervention with four 
focus groups, the English Afro-Caribbean partic-
ipants recommended adding topics such as rac-

ism and discrimination and different models of 
mental health and illness to improve cultural 
appropriateness. Additionally, emphasis was 
placed on developing a new ethos of delivery, 
which participants called “shared learning.” This 
approach explicitly acknowledges the power 
imbalances where delivery of interventions 
involves White therapists and Black patients. The 
therapists’ cultural competence was considered 
fundamental for successful engagement.

While it is unfair to draw generalizations 
across cultures because this does not consider the 
within-group variation, some studies do suggest 
norms in specific cultural/ethnic settings. 
Historically, having high levels of expressed 
emotion (EE) within the family environment has 
generally been associated with poorer patient 
outcomes. However, high EE (high criticalness) 
in African-American families with a patient with 
schizophrenia was associated with better patient 
outcomes (Gurak and Weisman de Mamani 
2017). On qualitative analysis, patients perceived 
high-EE family comments as “direct and expres-
sive,” supportive, and an expression of concern, 
whereas low-EE family comments were per-
ceived as passive and uncertain.

 Family Psychoeducation

Psychoeducation explores the meaning of the ill-
ness for each family member and helps develop a 
repertoire of coping skills. Psychoeducation can 
be delivered to individuals or to families either in 
single family sessions or in multifamily groups 
(MFPG) and is considered an evidence-based 
practice (McFarlane 2016). The skills needed to 
run a psychoeducational program can be taught 
in about 6 hours. This is done with didactic teach-
ing about basic group principles and by becom-
ing an observer/participant in a psychoeducational 
program. Training includes being able to handle 
family emotional reactions, such as feelings of 
anger, sadness, or frustration. Helping a family 
with these feelings facilitates the adjustment of 
the family to the presence of illness. McFarlane’s 
online training workbook can be accessed here: 
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https://training.mccmh.net/Portals/0/training/
MFG,FamPsychoEd_Workbook.pdf.

Family psychoeducation as a treatment for 
schizophrenia was developed over 40  years 
ago, and over 100 studies show the reduction in 
patient relapse rates by 50–60%, compared to 
treatment as usual (McFarlane 2016). Explicitly 
disavowing the assumptions that family pathol-
ogy caused relapse and deterioration, family 
psychoeducation engages family members as 
partners in care, teaches them about the illness, 
and supports their struggles as a family. New 
iterations of MFPG are being applied to first 
episode and prodromal psychosis, internation-
ally and nationally (McFarlane 2016). A quali-
tative study of an ethnoculturally specific 
MFPG allowed Chinese and Tamil participants 
to share experiences and support each other in 
their own language during and after sessions 
(Chow et al. 2010). The study found decreased 
hostility and conflict and better understanding 
among family members and patients. 
Communication skills training improved the 
family members’ ability to handle disagree-
ments. Increased knowledge about mental ill-
ness impacted positively on participants’ 
beliefs about health maintenance, medication, 
and side effects. Family members learned to 
observe for signs and symptoms of relapse and 
seek help. Both patients and family members 
developed great trust toward staff, facilitating 
treatment.

In Mexican American families with a patient 
with schizophrenia (n  =  174), Kopelowicz and 
colleagues successfully adapted MFPG, with the 
goal of supporting medication adherence 
(Kopelowicz et  al. 2015). Before the interven-
tion, a systematic assessment of each family 
enabled the clinical researchers to capture the 
cultural elements considered important for the 
adaptation. Family warmth and moderate family 
emotional over-involvement emerged as good 
prognostic factors.

Most MFPG research has focused on schizo-
phrenia, but MFPG is also used for other psy-
chiatric and medical illnesses. A group-based 
program that includes MFPG showed feasibil-
ity for patients with non-epileptic seizures and 

their families (Libbon et al. 2019). A program 
for Native Americans with substance use 
includes multifamily psychoeducational groups 
in which adolescents and their families learn 
together and celebrate the healing process in a 
Weekly Circle (Novins et al. 2012). A Weekly 
Circle (multifamily group) promotes sobriety 
and builds a community of healing. The 
Department of Veterans Affairs healthcare sys-
tem’s leadership has endorsed family involve-
ment in veterans’ mental healthcare as an 
important component of treatment. Evidence 
suggests that family interventions for PTSD 
improve veteran and family outcomes (Sherman 
et al. 2012).

Despite the consistent evidence demonstrating 
the effectiveness of family psychoeducation, it 
has been the least implemented of all of the 
evidence- based practices. According to the 2009 
Community Mental Health Services Uniform 
Reporting System Output Tables, only 1.1% of 
providers nationally offer family psychoeduca-
tion, with only 19 states reporting any provision 
of this service (Mannion et al. 2012).

In contrast, NAMI’s Family-to-Family (FTF) 
program has been widely implemented as an edu-
cational tool for family, significant others, and 
friends of people with mental health conditions. 
NAMI’s FTF is a peer-led, self-help program. It 
includes a structured, 12-week curriculum, with 
participants attending weekly, for 2- or 3-hour 
sessions. The focus is on giving and receiving 
emotional support and to develop insight into 
their feelings about mental illness. This approach 
helps relatives who have unmet needs associated 
with their loved one’s mental health concerns and 
care. Because of its time-limited approach and its 
inclusiveness of all family members, the program 
has had wider accessibility and utilization com-
pared to family psychoeducation. A randomized 
controlled trial of FTF (n = 138) was conducted 
to assess the effectiveness of the program across 
a demographically diverse state in the 
USA. Compared to the 3-month wait-list control 
group, participants in FTF experienced improved 
coping, problem-solving, empowerment, and 
reduced anxiety and depression (Schiffman et al. 
2015).
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 Other Family Considerations

In the next section, several non-traditional family 
roles are discussed.

 Parenting as a Patient with Serious 
Mental Illness

Most parents who have mental illness do a great 
job of parenting their children; however, societal 
attitudes are stacked against mothers with mental 
illness. To support parents with mental illness, 
we can provide practical and emotional support, 
provide parenting classes, and discuss issues 
such as what to do if you become ill, who you 
trust to care for your child, and the implications 
of mental illness on questions of custody. The 
development of a care plan can be key in this 
regard. The care plan contains information for the 
care of a baby/child if the patient is unable to care 
for him/her due to illness or hospitalization. It 
can contain as much information as the parent 
wants, but usually contains the names of surro-
gate caregivers, medication information, vaccina-
tions, feeding, and regular activities (http://www.
copmi.net.au/parents/helping- my- child- and- 
family/care- plans).

The role of others in child-rearing must be 
considered, particularly for those women who 
are involved in multiple partner fertility unions. 
In these situations, the concept of “othermother-
ing” is distinct from step-mothering and involves 
sharing parenting responsibilities with the chil-
dren’s biological parents. This can involve co- 
parenting children who are their romantic 
partners’ children from previous or current rela-
tionships (Burton and Hardaway 2012). A study 
of 256 low-income mostly unmarried mothers 
(Latino, African American, and White) found 
that 78% of the mothers had been, or were 
involved, in multiple partner fertility relation-
ships (Burton and Hardaway 2012). This study 
was carried out over a period of 6 years in eco-
nomically disadvantaged neighborhoods in 
Boston, Chicago, and San Antonio to monitor 
the consequences of welfare reform for the 
well- being of families and children. 

“Othermothers” can be invited into the care of 
young adult patients who present in the clinic. 
The case that follows expands on the role of 
“othermothers.”

 Case Example #4

Ms. Talia is a 37-year-old, Hispanic woman with 
morbid obesity, obstructive sleep apnea, and 
asthma. She presents with anxiety and panic 
attacks. She has a past history of substance abuse 
and has been in prison for drug-related crimes. 
She is receiving disability. Her family constella-
tion consists of four teenage sons in her mother’s 
custody. Her sons live between her house and her 
mother’s house. A young girl baby, who is the 
child of her niece, is living with the patient. The 
niece, who is actively using substances, some-
times stays with the patient and sometimes disap-
pears for weeks. A boyfriend also sometimes 
stays with her. Ms. Talia wants custody of the 
baby girl and presents in the clinic asking for 
help with her psychiatric symptoms so that she 
can be well enough to go to court to get custody.

 Family Assessment with Ms. Talia 
and Her Mother

The psychiatrist met with the patient and the 
mother and completed the family assessment 
over several routine visits. Medication manage-
ment occurred in the treatment sessions.

 Problem-Solving

Ms. Talia relies on her mother to help with all 
problems. She states that she would like to be 
more independent but does not know how. The 
mother supports her goal.

 Communication

The mother and the daughter do everything 
together. Ms. Talia shares all her thoughts and 
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feelings with her mother. The mother does not 
share her thoughts with the patient and says that 
she “just wants to help.” The mother is not criti-
cal and says, “It is my duty as a mother to help.”

 Roles

The mother and the daughter spend most of their 
time caring for children, theirs and children of 
the extended family. The mother, although on a 
fixed income, provides as much financial support 
as possible for her daughter. Her daughter is also 
on a fixed income but gives away food and money 
to other family members and her boyfriend.

 Affective Responsiveness

The patient is anxious most of the time. She 
experiences pleasure with her baby girl in the 
house, dressing her and changing her outfits 
many times a day. The mother thinks she is 
obsessed with the baby and she treats the baby 
like a doll. The patient cries and feels over-
whelmed a lot and feels guilty because she 
depends on her mother for money and emotional 
support. The mother experiences a normal and 
full range of emotions.

 Affective Involvement

There is over-involvement between the patient 
and her mother, with guilt on the part of the 
patient for depending on her mother. The mother 
accompanies her to all appointments, grocery 
shopping, etc. The mother acknowledges her 
over-involvement but says, “It is my duty to 
help.”

 Behavioral Control

There are no house rules. It is unclear from 
appointment to appointment who is living in Ms. 
Talia’s house. She is thinking about setting rules 
about substance abuse and throwing her niece out 
of her house but is not able to because “there is 
nowhere for her to go.”

 Case Formulation

Ms. Talia has generalized anxiety disorder, panic 
disorder, personality disorder with dependent and 
histrionic traits, and a significant past history of 
substance abuse. Her family assessment reveals 
an over-involved relationship with her mother 
and a chaotic living situation. Family strengths 
are caring of others and their self-identification 
as strong good mothers. Ms. Talia and her mother 
agree with the formulation. The mother and the 
patient agree that Ms. Talia needs to set limits 
with the niece and her boyfriend and tell them 
they cannot stay there if they are “high” or “crash-
ing.” She agrees to tell family members that she 
can no longer give them money, when she herself 
does not have enough for groceries. She says that 
although she agrees and knows she needs to do 
this, she “feels bad for other people.” The mother, 
supported by the psychiatrist, takes the stance 
that while this is an admirable and valued family 
trait, she will not get better and thus will not be 
able to get custody of the baby girl unless she sets 
limits and controls her home environment. Ms. 
Talia asks for medications to help her. The psy-
chiatrist agrees that medications are part of the 
plan but that the patient needs to do her part and 
set up house rules. The mother and the patient 
agree.

At each meeting, the plan is reviewed. 
Eventually, Ms. Talia puts out the freeloaders and 
sets family rules for those who remain in her 
house. Ms. Talia reports that her level of anxiety 
and panic has not changed but she is feeling bet-
ter now that she has some control over her life. 
Monthly visits with the patient and her mother set 
goals such as the patient taking her citalopram 
20  mg and keeping her medical appointments. 
She sets general health goals such as healthier 
eating and more exercise.

 Learning Points

There are many potential interventions for Ms. 
Talia. The family assessment approach pin-
pointed family strengths that can be used in 
treatment: her relationship with her mother, 
strong mothering qualities, and her desire to care 
for the girl baby. The patient’s relationships have 
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 unsettling elements, e.g., dressing up the baby 
girl and over-involvement with her mother. 
Medication administration is incorporated into a 
larger contract with the patient and her mother. 
Without a family assessment, the strengths and 
weaknesses of the family system would not have 
been evident. The recommendations are framed 
in a family context with an emphasis on family 
strengths.

 Children as Caregivers to Parents 
with Serious Mental Illness

Children are “invisible” to mental health profes-
sionals who provide care to adults, yet they are 
present in the home and participate in the care of 
their parents. It is estimated that 13% to 51% of 
adults attending psychiatric outpatient clinics 
have children (Maybery and Reupert 2018). In 
the development of one program, young adults 
who have lived experience of parents with men-
tal illness and/or substance use problems were 
consulted to help with interventions (Reupert 
et  al. 2019). The resulting intervention called 
mi.spot is an online intervention for groups of 
up to 20 young adults (aged 18–25), who have a 
parent with a mental illness and/or substance 
use problem. Mi.spot offers six, 1-hour, profes-
sionally facilitated psychoeducational modules 
using a private, online diary (called mi.thoughts.
spot) for participants. There are opportunities 
for participants to chat informally with each 
other on threads initiated by a participant or 
facilitator. A lot of child care programs have 
been developed in the UK and Australia and 
could be implemented in the USA.  In a book 
called Building Children’s Resilience in the 
Face of Parental Mental Illness (Cooklin and 
Gorell Barnes 2020), Cooklin includes advice 
that young caregivers want to give to 
psychiatrists:

 1. Introduce yourself. Tell us who you are and 
what your job is.

 2. Give us as much information as you can.
 3. Tell us what is wrong with our parents.
 4. Tell us what is going to happen next.

 5. Talk to us and listen to us. Remember, it is 
not hard to speak to us; we are not aliens.

 6. Ask us what we know and what we think. We 
live with our parents; we know how they 
have been behaving.

 7. Tell us it is not our fault. We can feel really 
guilty if our mum or dad is ill. We need to 
know we are not to blame.

 8. Please don’t ignore us. Remember we are 
part of the family and we live there too.

 9. Keep on talking to us and keep us informed. 
We need to know what is happening.

 10. Tell us if there is anyone we can talk to. 
MAYBE IT COULD BE YOU.

 Lesbian, Gay, Bisexual, Transgender, 
Queer (LGBTQ) Families

Over the past few decades, lesbian, gay, bisexual, 
transgender, queer, questioning, and other sexual 
and gender minorities (LGBTQ) have become 
visible. LGBTQ youth may experience strained 
relationships with families due to the stigma 
related to their sexual orientation and/or gender 
identity (Newcomb et al. 2019). Family rejection 
is strongly associated with mental health prob-
lems, substance use, increased sexual risk, and 
higher prevalence of homeless youth (Bouris et al. 
2010; Institute for Gender Health and Sexual 
Minority 2017; Simons et al. 2013). Additionally, 
LGBTQ youth are disproportionally represented 
in the foster care population and often face dis-
crimination within the system (Fish et al. 2019).

For LGBTQ youth, having a strong, stable, 
supportive relationship with an adult, such as a 
parent, is one of the strongest predictors of long- 
term adjustment in the general adolescent popu-
lation (Roe 2017). A study looking at the role of 
protective factors in suicidality of LGBTQ youth 
(n  =  2255) found that family connectedness 
accounted for more variance than sexual orienta-
tion or the other protective factors. Despite the 
limited research and lack of randomized control 
trials on family-based interventions for LGBTQ 
youth, these findings suggest that improving rela-
tionships between LGBTQ youth and their par-
ents is vital  (Eisenberg and Resnick 2006). A 
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study examining strategies for building stronger 
relationships between LGBTQ youth and their 
foster caregivers found that acceptance, support, 
and ensuring safety were important elements to 
include in programming aiming to improve 
placement stability and well-being (Salazar et al. 
2018). The approach to LGBTQ families should 
start with rapport building to establish a sense of 
safety, support, and trust before exploring various 
factors that may contribute to feelings of rejec-
tion, isolation, and stigma. Assessment of fami-
lies should include understanding these influences 
to better address the mental health needs of 
LGBTQ individuals.

 Case Example # 5

Ms. Sharon presents with anxiety symptoms and 
requests benzodiazepines. She is new to the 
clinic and states that she has been treated in the 
past for PTSD and has had several hospitaliza-
tions. She lives with Ms. Anna whom she 
describes as her caregiver. You ask her to bring 
Ms. Anna to the next appointment. At the next 
few appointments, you find out that Ms. Anna 
has significant depressive symptoms and is Ms. 
Sharon’s significant other but is afraid to 
acknowledge this out of fear of judgement, 
stigma, and rejection. Ms. Anna was disowned 
by her religious and conservative family. Both 
women express suicidal thoughts and want to 
support each other better.

 Family Assessment with Ms. Sharon, 
Ms. Anna, the Psychiatrist, 
and the Social Worker

A 1-hour family assessment meeting is 
scheduled.

 Problem-Solving

They each identify problems but do not commu-
nicate them to each other, nor do they try to solve 
them together.

 Communication

There is poor communication due to fears of 
judgment and rejection and guilt of burdening 
each other.

 Roles

They each contribute to the household income for 
rent and food. They are in an intimate and caring 
relationship that they both find satisfying. 
However, both are alienated from their families 
and only have each other to rely on.

 Affective Responsiveness

They have warm caring feelings for each other 
but do not communicate these feelings. They 
each have intermittent suicidal ideation.

 Affective Involvement

They spend most of their time together and 
have few friends. They both feel lonely and 
isolated.

 Behavioral Control

They engage in secretive suicidal and self- 
injurious behaviors from time to time. They 
would like to change this.

 Case Formulation

Both Ms. Anna and Ms. Sharon agree they want 
to work on improving their relationship. The psy-
chiatrist is most concerned about their suicidal 
ideation and self-injurious behavior and works on 
developing a mutual safety plan. In the following 
appointments, the treatment team works on 
establishing rapport and fostering a supportive, 
accepting environment where they feel comfort-
able sharing with the clinicians and with each 
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other. They work on spending quality time 
together, accepting that their relationship is 
strong, and feeling more comfortable with their 
sexual identities. They work on improving their 
communication, problem-solving, and sharing 
more positive feelings.

 Learning Point

Although this couple cannot change the circum-
stances of their lives, they can reduce acting out 
behavior and improve the quality of their 
relationship.

 Conclusion

A narrow approach to the treatment of psychiat-
ric illness often does not yield optimal results. 
Although it may seem that one part of the family 
can exist in isolation from the rest of the family, 
the case examples demonstrate that family func-
tioning cannot be fully understood by under-
standing each individual alone. Although there 
may be an assumption that involving families 
may increase conflict, the clinician can discuss 
strengths of the individual and the family and 
identify areas of agreement.

Starting with a family meeting is key to under-
standing the patient in their family context. When 
the patient says that the family cannot come to an 
appointment, clinicians can gently insist on meet-
ing the family. “Thinking Family” is the first 
step. When families are difficult to understand or 
when the assessment process gets bogged down 
or when the psychiatrist feels unsure of what to 
do, then seeking supervision or a referral to an 
experienced family therapist is appropriate. Most 
families appreciate being involved and will work 
hard to help you help their family member (Heru 
2015). “Thinking Family” means listening to 
family members when they call with a question, 
even if the patient has not signed a release. 
Confidentiality means stating that you cannot 
discuss patient specifics but that you can listen 
and provide general information on how to han-
dle emergency situations.

Psychiatry in public sector settings can pro-
mote a clinic that is family-friendly, supporting 
connection and involvement, and include multi-
family psychoeducational groups (Heru 2015). 
Educational literature can be offered in several 
languages. Resources may include a list of books 
written for families such as Michelle Sherman’s 
I’m Not Alone: A Teen’s Guide to Living with a 
Parent Who Has a Mental Illness (Sherman and 
Sherman 2006). The World Fellowship for 
Schizophrenia and Allied Disorders website 
(http://www.world- schizophrenia.org/resources/
booklist.html) has a list of recommended books 
for patients and their families. Families can be 
given access to additional services such as trans-
portation, parenting classes, learning English as a 
second language, etc. Psychiatry must recognize 
the important contribution that family members 
bring, allowing clinicians to understand the pre-
senting symptoms and the orientation of the fam-
ily and provide any needed family interventions.
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Evidence-Based Practices 
for Co-occurring Addiction 
and Mental Illness

Christine Yuodelis-Flores, Matthew Iles-Shih, 
and Richard K. Ries

 Introduction

Development of an integrated co-occurring disor-
der program in the community mental health cen-
ter is essential for comprehensive care. Addiction 
is a chronic relapsing and remitting disorder that 
severely impacts the course, treatment, and prog-
nosis of mental and physical disorders and pres-
ents complex challenges for providers. Conversely, 
severe and chronic mental illness also impacts the 
course and treatment of the substance use disorder 
(SUD). Providers are in need of adequate training 
and supervision to work with this population, and 
careful treatment planning with coordinated inter-
ventions is essential for success. Clinicians unpre-
pared to treat addictive disorders may avoid 
treating the co-occurring disorder (COD) patient, 

referring the individual to another treatment pro-
gram, or alternatively make treatment demands 
that the individual cannot achieve. Better out-
comes are possible and rewarding for both the 
participants and the providers by organizing 
effective interventions through practical evidence-
based clinical approaches.

COD patients have been shown to do poorly in 
traditional addiction treatment without some 
emphasis on their comorbid SMI. Thus, there has 
been concerted effort nationally to transition 
toward an evidenced-based model of integrated 
treatment, in which providers knowledgeable 
about both conditions treat SMI and SUD con-
currently in the same program (Minkoff and 
Cline 2004). This chapter discusses the prognosis 
and complications of co-occurring disorders, 
provides an overview of integrated treatment, and 
delineates the role of evidence-based psychiatric 
and psychosocial treatment, treatment teams, 
group therapies, and ancillary services such as 
self-help groups, peer support, medical services, 
and vocational and housing support commonly 
used in co-occurring treatment programs.

 Scope of Co-occurring Disorders 
(COD) in the Community

Results from the Epidemiological Catchment 
Area (ECA) survey (Regier et al. 1990) showed 
greater than 60% lifetime prevalence rate for 
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SUD in those diagnosed with bipolar disorder. In 
those diagnosed with schizophrenia, nearly half 
have a lifetime diagnosis of an alcohol or drug 
use disorder. The ECA survey also found that one 
third of individuals with a mood disorder had a 
lifetime history of a comorbid SUD.  A more 
recent study, the National Epidemiologic Survey 
on Alcohol and Related Conditions (NESARC) 
(Grant et  al. 2004), reported that of those with 
drug use disorders (DUD) who sought treatment 
over the past 12 months, 60% had an accompany-
ing mood disorder and 43% had an anxiety disor-
der. Forty-one percent of those with alcohol use 
disorders (AUD) presenting for treatment had a 
mood disorder, and 33% had an anxiety disorder. 
Poly-substance use is more common than not in 
those with DUD.

There is a significant association of SUD with 
Axis II disorders. Among those in the NESARC 
study with current AUD, 29% had a personality 
disorder diagnosis, and among those with DUD, 
48% had that diagnosis. Antisocial personality 
disorder holds the distinction of being the most 
common comorbid psychiatric illness in patients 
with addictive disorders, followed by borderline 
personality disorder.

 Prognosis and Complications 
of Comorbid Disorders

Addiction alone predicts an increase in com-
pleted suicides for the non-psychiatrically ill. 
Murphy and Wetzel estimated the risk for suicide 
in people with AUD was between 60 and 120 
times that of the general population (Murphy and 
Wetzel 1990). For other drugs of abuse, associa-
tion with suicide is even more compelling. A 
meta-analysis of worldwide suicide studies 
(Harris and Barraclough 1997) reported that sui-
cide risk is 14 times that expected for those with 
opioid dependence. It is 17 times more likely for 
persons with mixed drug abuse, 20 times more 
likely for those with prescription drug abuse, and 
44 times more likely for those with combined 
prescription and illicit drug abuse. Although men 
have a higher rate of completed suicide, the asso-
ciation of suicide with SUD is markedly stronger 
for women (Wilcox et al. 2004).

Depression has a significant adverse effect on 
the course of substance dependence, predicting 
poor treatment response, increased risk of sui-
cide, and higher rates of relapse (Murphy and 
Wetzel 1990). One year of sobriety from alcohol 
is associated with a threefold reduction in risk of 
depression (Agosti and Levin 2006). However, 
the rate of current depressive disorders in people 
with AUD abstinent for greater than a year is still 
four times that of the general population (Hasin 
and Grant 2002). Subjects with co-occurring 
major depressive disorder (MDD) and AUD 
report more previous depressive episodes, sui-
cide attempts, and recent adverse life events as 
compared to subjects with MDD alone (Sher 
et al. 2008). Substance-induced depressive disor-
ders also increase the risk of suicidal behavior. 
Ries and colleagues studied acutely suicidal psy-
chiatric inpatients with substance-induced psy-
chiatric disorders and found that this subgroup 
had higher severity of suicidal ideation but 
improved more quickly than other patients and 
tended to have shorter lengths of stay (Ries et al. 
2009).

It can be very difficult to differentiate between 
substance-induced and independent depressive 
disorders, and the diagnosis may change if the 
patient is followed over time. Nunes et al. (2006) 
studied depressive disorders in patients with 
alcoholism admitted to an inpatient psychiatric 
unit and found that about half of patients were 
given a diagnosis of substance-induced depres-
sion. However, after following them for a 1-year 
period, one third of those with that diagnosis 
were reclassified as having a major depression 
independent of substance use.

More than a third of panic disorder patients 
have a lifetime history of SUD (Regier et  al. 
1990). Among people with AUD, preexisting 
anxiety disorders (in particular social phobia and 
panic disorder) predict a significant increase in 
relapse rates (Driessen et al. 2001). Patients with 
post-traumatic stress disorder (PTSD) have 
increased risk for DUD and AUD which is two to 
four times greater than non-PTSD patients 
(Kessler et  al. 1995). Rates of PTSD among 
female opiate- and cocaine-dependent patients 
were ten times that of the general population 
using ECA data (Cottler et al. 1992). Addiction 
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treatment outcomes in these women can be highly 
dependent on the availability of supportive and 
trauma-informed psychosocial and psychiatric 
care (Najavits et al. 1997).

Substance abuse worsens the course of illness 
and treatment outcome in bipolar disorder and is 
associated with increased violence against self 
and others. Those with bipolar and addictive dis-
orders are less adherent to treatment (Strakowski 
et  al. 1998), have more frequent and more pro-
longed affective episodes (Tohen et al. 2003), and 
have lower overall quality of life (Weiss et  al. 
2005) in comparison to non-substance-using 
patients with bipolar disorder. Around 30% of 
individuals with bipolar disorder will attempt sui-
cide, but the presence of SUD appears to double 
the risk for suicide attempts (Comtois et al. 2004).

Comorbid addiction and schizophrenia 
increase the likelihood of homelessness, legal 
problems, violence and victimization, treatment 
noncompliance, multiple medical problems, fre-
quent emergency visits, frequent hospitaliza-
tions, and suicidal behavior (Mueser et al. 1992; 
Ziedonis et al. 2004). It predicts poor prognosis, 
vulnerability to social dysfunction, suicide 
attempts, and more problems with housing and 
finances (Drake et al. 1990).

Stimulant-induced psychotic disorder is very 
common during intoxication and withdrawal. In 
chronic methamphetamine use, the presence and 
duration of psychotic symptoms increase with 
severity and length of use and are particularly 
associated with long-term intravenous use. 
Chronic intravenous methamphetamine- 
dependent patients can present with long-term 
psychotic symptoms that appear almost identical 
to paranoid schizophrenia. In the US population, 
the abuse of smokable methamphetamine also 
known as “crank,” “ice,” or “crystal” is more 
common than intravenous methamphetamine use. 
Chronic use of this drug is associated with longer 
duration of psychotic symptoms (up to several 
months) compared to psychotic symptoms 
observed in smokers of crack cocaine. Individuals 
with schizophrenia who use stimulants would be 
expected to experience marked intensification of 
psychotic symptoms that last longer than the psy-
chotic experiences of those who do not have an 
independent psychotic disorder.

 Screening and Assessment 
of Substance Use Disorders 
in Community Mental Health

All people presenting for mental health treatment 
should be screened for past and present SUD and 
related medical problems. Individuals should 
also be screened for acute safety risk related to 
intoxication, potential for overdose, withdrawal, 
and suicidality. Positive screening should be fol-
lowed up with a more detailed assessment. A 
variety of screening tests are in use for the detec-
tion of SUD. One clinically useful screening tool 
is the Global Appraisal of Individual Needs  – 
Short Screener (GAIN-SS) (Dennis et al. 2006), 
a very brief instrument designed to identify indi-
viduals who are likely to have a mental health 
and/or substance use disorder and who should be 
referred for further assessment or treatment. It is 
used to place individuals into one of the four 
quadrants of care to determine the level of inte-
grated treatment (see Text Box 1).

Text Box 1 Four-Quadrant Model for Level of 
Care*

QUADRANT I
MENTAL 
ILLNESS – LOW 
SEVERITY
SUD – LOW 
SEVERITY
Mild psychiatric 
illness with substance 
dependence
(Clients served by 
primary care clinics)

QUADRANT II
MENTAL ILLNESS – 
HIGH SEVERITY
SUD – LOW SEVERITY
Serious and persistent 
mental illness with 
substance abuse
(Clients served primarily 
by community mental 
health clinics)

QUADRANT III
MENTAL 
ILLNESS – LOW 
SEVERITY
SUD – HIGH 
SEVERITY
Psychiatrically 
complicated substance 
dependence
(Clients served 
primarily by addiction 
treatment programs)

QUADRANT IV
MENTAL ILLNESS – 
HIGH SEVERITY
SUD – HIGH SEVERITY
Serious and persistent 
mental illness and 
substance dependence
(Clients served by 
community mental health 
clinics with integrated 
co-occurring disorder 
programs)

*Source: Center for Substance Abuse Treatment 
(2005).
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Laboratory screening including a urine toxi-
cology screen, complete blood count and differ-
ential, metabolic panel, and hepatic function tests 
should also be done on anyone with a past or 
present SUD if it has not already been done by 
their primary care provider. For individuals with 
recent intravenous drug use, a hepatitis screen 
and HIV testing should also be done if there are 
no recent results. If an individual presenting with 
mental illness screens positive for a SUD, the 
next step will be assessment of the severity of the 
SUD and its temporal relationship to the mental 
illness, which is important for diagnosis and 
treatment planning (see Text Box 2).

Patients at significant risk for suicide may 
need management of their treatment in an inpa-
tient psychiatric facility where clinical safety can 
be intensively monitored. Indicators of such risk 
include active suicidal ideation, severe mood 
symptoms, and a history of past suicide attempts.

The American Society of Addiction Medicine 
(ASAM) has designed patient placement criteria 
(Gastfriend and Mee-Lee 2004) to guide clinicians 
in determining a patient’s level of need and matching 
them to an appropriate setting. The placement crite-
ria distinguish between five major levels of care, and 

patients move between levels as the severity of their 
addictive disorder changes. Similarly, the American 
Association of Community Psychiatry (AACP) con-
siders the impact of comorbid disorders, such as sub-
stance misuse and physical illnesses, on mental 
health in its validated LOCUS (Level of Care 
Utilization System for Psychiatric and Addiction 
Services). Further information regarding these tools 
is available in chapter “Creating Value: Resource 
and Quality Management”..

 Principles of Integrated Treatment

The goal of integrated treatment is to provide com-
prehensive, continuous care emphasizing recovery 
principles and focusing on individualized treat-
ment plans. The Comprehensive Continuous 
Integrated System of Care (CCISC) (Minkoff and 
Cline 2004) includes a multidisciplinary team 
approach with providers trained in both addiction 
and mental health. Integrated programs also 
include a variety of evidence-based psychosocial 
treatments, pharmacological treatment including 
both psychiatric and addiction medication, case 
management, and comprehensive support services 
such as vocational and housing assistance as well 
as peer support services. Principles for the care 
and treatment of persons with COD and principles 
of a comprehensive and integrated system of care 
are summarized in Text Box 3.

Text Box 2 Assessment of SUD and 
Relationship to Mental Illness

 1. Document timeline: History of sub-
stance use, treatment, relapse and recov-
ery, and onset of SUD in relation to 
onset of mental illness.

 2. Assessment of negative consequences 
of SUD (psychiatric, social, and 
medical).

 3. Determination of mental health and 
addiction symptom severity and place-
ment in one of the four quadrants of 
care (GAIN-SS).

 4. Assessment of motivation (stage of 
change).

 5. Develop treatment plan: detoxification, 
treatment setting, individual and group 
therapy, case management, and pharma-
cological management.

Text Box 3 Principles of Integrated 
Treatment*

 1. Common treatment philosophy. Both 
addiction and mental illness have a simi-
lar chronic relapse/recovery course 
which necessitates client and family par-
ticipation, consumer support, education 
about illness and adherence, relapse pre-
vention skill training, continuity of care, 
and tailored, flexible treatment planning 
with motivational approaches to combat 
shame, denial, and demoralization.

 2. Motivational approach. Many patients 
with severe mental illness do not recog-
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 Critical Components of an Integrated 
Co-occurring Disorder Program

 1. Treatment Team. The multidisciplinary treat-
ment management team is an important com-
ponent of an integrated treatment approach. 
The team provides mental health and addic-
tion interventions by the case manager, addic-
tion specialist, psychiatric nurse, and 
prescriber. Additional team members may 
include a psychologist, pharmacist, and medi-
cal provider as well as vocational, housing, 
and peer specialists. Cross-training of the 
treatment team through continuing education 
on co-occurring disorders is important for 
basic COD treatment capability. The role of 
the community psychiatrist on this team is to 
assess the patient’s mental illness and degree 
of addiction and their relationship to each 
other, stabilize the patient with psychiatric 
medications, and appropriately integrate 
addiction medication when indicated. The 
psychiatrist’s role is also to participate in the 
education of team members and ensure that 
there is a shared vision of the impact of COD 
on patients’ clinical status and the interven-
tions needed for a person-centered treatment 
plan. For example, a case manager or addic-

nize that substance abuse is a problem 
and are not motivated to maintain absti-
nence. Thus, it is important to foster a 
client-focused therapeutic alliance, uti-
lize harm reduction techniques, and 
incorporate motivational interventions 
in a stage-wise manner that correspond 
to a patient’s stage of recovery.

 3. Coordinated treatment interventions at 
each phase of care. Treatment interven-
tions for persons with COD should be 
matched according to the diagnosis of 
each disorder, the phase of treatment 
and recovery for each disorder, and the 
acuity, severity, disability, and motiva-
tion for the treatment of each disorder at 
any point in time.

 4. Individualized treatment. Treatment 
should be tailored to individual need and 
strive to provide each consumer with a 
balance of appropriate case manage-
ment, care, and empathic detachment. 
Integrated programs include compo-
nents of assertive outreach, case man-
agement, group interventions, individual 
counseling, and family interventions.

 5. Continuity. Continuous integrated treat-
ment relationships should be main-
tained over time, through multiple 
episodes of acute and subacute treat-
ment and which are independent of any 
particular setting or locus of care.

 6. Optimism and recovery. People with 
COD become demoralized with succes-
sive failures to achieve recovery, and 
this attitude is sometimes perpetuated 
by their treatment team. Pessimistic 
attitudes about people with COD repre-
sent a major barrier to successful sys-
tem change and to effective treatment 
interventions. Every person with COD 
is considered to have potential to 
achieve dual recovery.

 7. Acceptance and accessibility. In an 
accessible system for persons with 
COD, crisis services are available to 
provide welcoming, empathetic, cultur-

ally sensitive, and competent assess-
ment and intervention for psychiatric 
and addictive disorders without barriers 
or waiting lists. They do not require 
such patients to self-define as either 
“psychiatric,” “substance abuse,” or 
“dual” in order to be accepted for evalu-
ation and treatment.

*Adapted from the American 
Association of Community Psychiatrists 
online publication: Principles for the Care 
and Treatment of Persons with 
Co-Occurring Psychiatric and Substance 
Disorders (2/26/2000) website: http://
www.communitypsychiatry.org/
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tion specialist may not be able to identify or 
assess the limited cognitive abilities or impair-
ment of insight in some patients with severe 
mental illness and unable to modify interven-
tions accordingly. A psychiatrist or psycholo-
gist can clarify these issues and identify 
modifications necessary to help the person 
succeed in treatment.

 2. Phased Treatment. Coordinated treatment 
interventions should be based on the stage of 
change and level of engagement. Readiness 
for treatment for psychiatric and substance 
use disorders often differ, and persons may be 
more or less ready for the treatment of one 
disorder and not at the same stage of change 
for the other disorder. (See Text Box 4)

 3. Comprehensive Services. Supportive services 
should include 24-h crisis care and inpatient 
referral; residential, vocational, and parenting 
supports; living and social skills training; 
physical health assessment and referral; and 

peer support networking, such as 12-step 
groups and peer support specialists.

 Evidence-Based Psychosocial 
Treatments for Co-occurring 
Addiction and Mental Illness

Evidence-based treatments available for the treat-
ment of COD include motivational interviewing, 
relapse prevention therapy (Marlatt and Gordon 
1985), 12-step facilitation (Ries et al. 2008), and 
contingency management therapy (Rawson et al. 
2005). These non-pharmacologic interventions 
are described by Richard Rosenthal in chapter. 
“Treatment Techniques for Co- occuring 
Substance Use and Mental Disorders”. Assertive 
outreach and intensive case management are also 
essential in COD programs for those patients 
with severe mental illnesses (SMI). All these 
interventions are modified for those with SMI 
who may have challenges with reality testing, 
motivation and self-efficacy, interpersonal skills, 
and cognitive deficits. The COD treatment 
approach is more flexible than traditional addic-
tion treatments and emphasizes decreased con-
frontation, greater sensitivity to individual 
differences, and more direct affirmation for 
achievements. Demoralization is a common 
problem in patients with co-occurring SMI and 
SUD, and this is addressed by utilizing empathy, 
affirmation of individual strengths, offering alter-
native perspectives, and pointing out discrepan-
cies in self-defeating statements while 
maintaining that successful change is always 
possible.

Text Box 4 Integrated Treatment Phases 
Based on Readiness for Treatment and Level 
of Engagement*

Phase 1. Acute Stabilization  – Short-term 
focused intervention to stabilize the acute 
manifestation of the disorder.

Phase 2. Engagement/Motivational 
Enhancement  – Interventions designed to 
establish a primary clinical relationship 
and to facilitate the person’s ability and 
motivation to initiate and maintain partici-
pation in a program of stabilizing treat-
ment. Harm reduction treatment.

Phase 3. Active Treatment/
Maintenance  – Interventions of any type 
designed to stabilize the symptoms of the 
disorder, prevent relapse, and help persons 
to maintain a stable baseline and optimal 
level of functioning.

Phase 4. Rehabilitation and Recovery – 
Interventions designed to help develop new 
skills, reacquire old skills, and achieve per-
sonal growth and serenity, once prolonged 

stabilization has been consistently 
established.

*Adapted from the American 
Association of Community Psychiatrists 
online publication: Principles for the Care 
and Treatment of Persons with 
Co-Occurring Psychiatric and Substance 
Disorders (2/26/2000) website: http://
www.communitypsychiatry.org/
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 Case

Carl is middle-aged man with bipolar disorder 
and a long history of heroin, cocaine, and canna-
bis dependence who attained stable remission 
from his SUD by means of buprenorphine treat-
ment and his COD mental health program. He 
was initially served by a parallel addiction pro-
gram for buprenorphine but soon dropped out 
due to frequent relapses on cocaine, combined 
with a feeling that his addiction counselor disap-
proved of his relapses and doubted his sincerity 
and commitment to recovery. His buprenorphine 
treatment was consequently taken over by his 
COD program, and he quickly regained sobriety 
and re-engaged with his co-occurring group. 
During the following year, he attended a COD 
group with relapse prevention and supportive 
group therapy modified for patients with severe 
mental illness. He also attended a dual recovery 
12-step group and had a mental health case man-
ager experienced with co-occurring disorders, 
and his psychiatrist maintained him on his psy-
chotropic medications as well as his 
buprenorphine- naloxone. He attained 6  months 
of sobriety from all substances but then relapsed 
for a week-long period on cocaine. Because of a 
strong therapeutic alliance with his case man-
ager, he was able to be honest about his use, ana-
lyze the triggers leading to his relapse, reaffirm 
his commitment to recovery, and continue his 
COD treatment again, achieving a long period of 
sobriety. He revealed to his psychiatrist that a 
strong motivating factor was when his case man-
ager told him that she still viewed him as “clean 
and sober” despite his recent lapse. He felt hon-
ored by this simple affirmation indicating that 
she had faith that he would be able to resume his 
recovery based on his long sober period before 
the relapse. By “normalizing” the relapse, reas-
suring Carl that his treatment team did not view 
his relapse as a permanent setback nor as evi-
dence that he was failing, and supportively 
encouraging him to continue in treatment and 
12-step groups, he was able to re-achieve a long 
period of sobriety. Over the course of the next 
3 years, Carl would relapse on cocaine for short 
1–2-day periods about every 6–9 months but he 

never relapsed on heroin and he continued to 
attend his recovery groups, take his medications, 
and attend 12-step meetings.

 Abstinence Support Groups

Support groups should be modified for those with 
SMI, emphasizing behavioral techniques over 
cognitive therapy, problem-solving skills, and 
incorporating social skills training. Dual 
Recovery Anonymous (DRA) meetings may be 
particularly helpful for clients with SMI and co- 
occurring addictive disorders as they may not be 
able to tolerate more traditional AA meetings or 
12-step therapy. DRA meetings are smaller and 
more private and less confrontational, and they 
emphasize peer support and insight enhancement 
by addressing recovery both from severe mental 
illnesses and from addiction. DRA groups are 
often led by peer support specialists at hospitals 
and community mental health clinics.

 Evidence-Based 
Psychopharmacological Treatment 
of COD

Pharmacotherapy can be both safe and effective 
in patients with CODs. This is especially true 
when used in conjunction with psychosocial 
treatments as part of an integrated treatment plan. 
In the context of COD, particular attention is paid 
to minimizing potential interactions between pre-
scribed medications and non-prescribed sub-
stances, identifying opportunities for therapeutic 
synergy among multiple treatments, and consid-
ering alternatives to medications that may be 
reinforcing, be misused, or lead to dependence.

The selection of medications in the treatment 
of CODs can vary according to the specific com-
bination of co-occurring disorders. Thus, an early 
goal in treatment is diagnostic clarity. If accom-
plished in a timely manner, this facilitates appro-
priate treatment, enhances retention, and 
advances recovery. However, with the potential 
for overlapping symptomatology and the often 
complex interactions between substance use and 
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other psychiatric disorders, the presence of CODs 
can create certain diagnostic challenges. For 
example, many symptoms characteristic of acute 
intoxication, withdrawal, and sequelae of chronic 
substance use can also be seen as part of primary 
affective, anxiety, psychotic, attentional, and 
other disorders. Therefore, whenever possible, it 
is important obtain clinical data and patient his-
tory that facilitate diagnostic clarity. For exam-
ple, the order of onset, time course, composition, 
and severity of symptoms, together with family 
history, response to prior treatments, and data 
from laboratory and clinical exams, can help the 
clinician distinguish between a substance- 
induced affective disorder and a primary affec-
tive disorder that is comorbid with a substance 
use disorder. In this way, the presence of signifi-
cant psychiatric symptoms prior to the develop-
ment of an SUD or psychiatric symptoms atypical 
for intoxication or withdrawal from a particular 
substance (i.e., psychosis or mania in the setting 
of isolated opioid use disorder) is suggestive of a 
separate psychiatric condition rather than one 
that is substance-induced. Early pharmacological 
treatment is recommended in these cases, as well 
as when life-threatening or severely disabling 
symptoms such as active suicidal ideation or 
acute psychosis occur.

Without early intervention for severe psychi-
atric symptoms, treatment retention and remis-
sion of the SUD are unlikely to occur. For 
example, untreated depression in the setting of 
alcohol (Greenfield et al. 1998), cocaine (McKay 
et  al. 2002), and opioid use disorders (Kosten 
et  al. 1986) has been shown to lead to poorer 
addiction treatment outcomes. However, in the 
absence of significant suicidality or clearly dis-
abling symptoms, clinicians may withhold phar-
macological treatment of mood or anxiety 
symptoms until the diagnosis can be clarified. 
For example, while subacute withdrawal symp-
toms and sleep disturbances may have a lengthy 
and variable course, alcohol-induced depression 
often remits within 2–4 weeks of abstinence, and 
cocaine-induced depression is often far shorter.

Even beyond the challenges posed by their 
core symptoms, addiction and mental health dis-
orders tend to be highly stigmatized conditions. 

This often presents a barrier to seeking and fully 
engaging in treatment. Working to understand the 
individual patient’s perspective, showing empa-
thy and building mutual trust, nurturing a strong 
therapeutic alliance over time, and developing 
and adjusting a treatment plan collaboratively 
will improve treatment engagement, retention, 
and outcomes. It is important to strive to meet an 
individual “where they’re at” and try to under-
stand and value their goals and concerns. Person- 
centered interventions are important. This 
includes shared decision-making, which empha-
sizes freedom of choice and individually defined 
reasonable risk taking, and openly discussing the 
persons’ goals and fears regarding medication 
and addiction treatment. Use of motivational 
interviewing techniques can help to identify areas 
of ambivalence and clarify the connections 
between an individual’s experiences, behaviors, 
and psychosocial context and the potential role of 
different treatment strategies in aligning these 
with their values and goals.

 Pharmacotherapy for Affective 
Disorders with Co-occurring 
Addiction

Unipolar Major Depression Selective sero-
tonin reuptake inhibitors (SSRIs) and tricyclic 
antidepressants (TCAs) are commonly prescribed 
in major depressive disorder (MDD) with and 
without co-occurring substance use disorders. 
Still, evidence for benefit in populations with 
COD remains of only low to moderate quality. In 
several studies, TCAs (McGrath et al. 1996) and 
SSRIs (Carpenter et al. 2004) have been shown to 
be modestly effective in MDD in the setting of 
comorbid AUD although with variable reported 
impact on alcohol consumption and abstinence. 
Elsewhere, SSRIs have not been shown to consis-
tently reduce depressive symptoms with comor-
bid cocaine or opioid use disorders although 
tricyclics have shown more promise (Hassan 
et al. 2017; McDowell et al. 2005). A recent sys-
tematic review and meta-analysis found that, 
among individuals with MDD and co-occurring 
SUDs, pharmacological therapy with imipramine 
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was more effective than placebo for reducing 
depressive symptoms, whereas SSRIs had no sta-
tistically significant effect. In aggregate, MDD 
pharmacotherapy did increase rates of abstinence 
(though not consumption rates) from alcohol 
without significantly impacting opioid use 
(Stokes et al. 2020). In the setting of co-occurring 
MDD and amphetamine/methamphetamine use 
disorder, it would be reasonable to consider 
whether mirtazapine or bupropion would be war-
ranted in light of modest evidence of benefit from 
these atypical antidepressants (Coffin et al. 2020; 
Lee et al. 2018b). In practice, SSRIs and SNRIs 
are still the most often prescribed treatment for 
depressive and anxiety disorders in COD clients. 
This is likely due to their improved tolerability 
and lower toxicity compared to tricyclic antide-
pressants, although monitoring for serotonin syn-
drome is warranted when serotonergic agent is 
taken in conjunction with stimulants or 
methadone.

Evidence for the impact of medications for 
AUD on depressive symptoms are generally 
mixed (Hillemacher 2019). There is some evi-
dence, however, for improving outcomes for both 
disorders by combining SUD and MDD thera-
pies, such as in a double-blind placebo-controlled 
study in which sertraline combined with naltrex-
one and CBT for the treatment of co-occurring 
depression and alcohol dependence produced 
double the abstinence rate compared to sertraline, 
naltrexone, and/or CBT alone (Pettinati et  al. 
2010).

Bipolar Disorder Valproic acid, lithium, anti-
psychotics (e.g., quetiapine), and carbamazepine 
are all commonly utilized treatments for co- 
occurring bipolar disorder as well as prophylaxis 
of mania in patients with addictive disorders, 
although patients with SUD may have a less 
robust response to lithium monotherapy than 
those without (Bowden 1995; Yatham et  al. 
2018). In the context of co-occurring AUD, val-
proic acid may be advantageous for co-occurring 
bipolar disorder because of the favorable side 
effect profile and benefit in reducing anxiety and 
withdrawal effects (Brady et  al. 1995). Further 

support is provided by one study in which a com-
bination of divalproex and lithium significantly 
reduced percentage of heavy drinking days (i.e., 
the percent of days in which women and men, 
respectively, consume greater than three and four 
standard drinks) and number of drinks per day 
relative to lithium alone (Kemp et  al. 2009). 
Divalproex and lithium have demonstrated some 
efficacy in reducing cocaine in one study, while 
lamotrigine’s benefits were not clear (Yatham 
et al. 2018). Further consideration regarding use 
of lithium, particularly in the setting of AUD, 
involves potential electrolyte imbalances and 
lithium toxicity. Severe, acute, or chronic hepatic 
dysfunction may be relevant for the use of val-
proic acid and other agents (Kemp et al. 2009).

Antipsychotics are another mainstay of treat-
ment for individuals with bipolar disorder, 
although there is limited high-quality research 
regarding their effectiveness for co-occurring 
bipolar and substance use disorders. It has been 
noted that relative to placebo, treatment with que-
tiapine significantly improved manic symptoms 
but not bipolar depression symptoms or alcohol 
use (Stokes et al. 2020) and is therefore generally 
considered inferior to divalproex in co-occurring 
AUD. There is some evidence, however, for ben-
efit from quetiapine and risperidone in co- 
occurring bipolar and stimulant use disorders 
(Yatham et al. 2018). Given the reinforcing nature 
and high misuse potential of benzodiazepines, 
these are not recommended as a first-line treat-
ment for mania outside of acute care settings.

The approach to the use of other medications 
for AUD among individuals with bipolar disorder 
is largely unchanged from other populations, 
though at this time there is better evidence of 
benefit for naltrexone than other agents. There is 
some research indicating no significant benefit 
from acamprosate and worse outcomes (relative 
to placebo) for topiramate (Salloum and Brown 
2017). While evidence is limited, gabapentin is a 
potentially useful medication for mild acute and 
subacute alcohol and benzodiazepine withdrawal 
management and maintenance therapy. The role 
of other medications, such as baclofen, is not 
established in this population (Agabio 2018).
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 Pharmacotherapy for Anxiety 
Disorders with Co-occurring 
Addiction

SSRIs and SNRIs remain the mainstay of phar-
macotherapy in treating co-occurring anxiety dis-
orders and SUDs, though high-quality research 
on this constellation of CODs is limited (Gimeno 
et  al. 2017). These medications are most often 
utilized, in conjunction with evidence-based psy-
chotherapy (CBT), when anxiety symptoms are 
persistent, severe, and/or comorbid with 
MDD. TCAs and antipsychotics are also utilized 
in clinical practice though their side effect pro-
files may be disadvantageous. Buspirone has no 
significant abuse potential and has shown modest 
success in patients with anxiety disorders and 
alcohol dependence (Modesto-Lowe 1999). 
Limited evidence also suggests potential benefit 
from N-acetylcysteine and topiramate in the con-
text of PTSD (Back et al. 2016; Batki et al. 2014). 
Other medications that could offer more rapid 
anxiolytic effect include α- or β-blockers such as 
prazosin, clonidine, or propranolol, anticonvul-
sants, and antihistamines although research in 
COD is limited ((CSAT) 2009; Brady et al. 1995).

Benzodiazepines in COD remain controver-
sial (Saitz 2017) and are not often recommended 
because of their side effect profile, their potential 
for interaction with other medications and non- 
prescribed substances, and their potential for 
dependence and misuse. In selecting among such 
agents, it may be helpful to consider the specific 
anxiety and substance use disorder pair being 
treated. For example, pregabalin or gabapentin 
may be especially helpful for those with general-
ized anxiety and co-occurring alcohol and can-
nabis use disorders, while clonidine may be 
particularly beneficial for an individual undergo-
ing induction on an opioid agonist therapy.

 Pharmacotherapy 
for Schizophrenia/Psychotic 
Disorders

Individuals experiencing co-occurring addictions 
and schizophrenia tend to suffer worse psychoso-

cial, general medical, psychiatric, and addiction- 
related outcomes than those with either condition 
alone. These disorders often interact in deleteri-
ous ways. For example, substance use may 
directly exacerbate a co-occurring primary psy-
chotic disorder. At the same time, cognitive defi-
cits, delusional thought content, and perceptual 
disturbances may increase difficulty with treat-
ment engagement, retention, and adherence. 
Thus, such individuals are likely to benefit from a 
more intensively resourced and fully integrated 
treatment (Musser et al. 2003).

For most individuals with co-occurring SMI 
and SUD, a cornerstone of integrated treatment is 
the use of antipsychotic medications. Research in 
this population remains limited and has not yet 
yielded clear evidence-based treatment hierar-
chies. Still, several smaller studies and subgroup 
analyses have suggested possible differences in 
treatment efficacy, such as improved psychiatric 
and addiction-related outcomes with clozapine 
(Brunette et  al. 2006; Jones et  al. 2011). Given 
the need to consider the significant variability in 
side effect profiles and individual response to 
medications, there is not yet a clear rationale for 
antipsychotic choice based primarily on co- 
occurring SUD. Similarly, evidence is lacking as 
to whether specific formulations may be superior 
to others, although individuals struggling to con-
sistently take medication may benefit from long- 
acting injectable formulations.

When treating SUDs in this population, most 
standard treatment approaches are appropriate. 
Still, considering the potential for additive side 
effects or medication interactions is always war-
ranted. For example, while the actual risk of new 
or exacerbated psychiatric symptoms appears 
small, in the setting of current or recent history of 
suicidal ideation, it may be appropriate to ini-
tially treat tobacco use disorder with nicotine 
replacement and behavioral therapies, reserving 
bupropion or varenicline for cases where nicotine 
replacement and psychosocial therapy have not 
yielded cessation. In addition, it is worth consid-
ering that smoking tobacco products increases 
hepatic metabolism of many antipsychotic medi-
cations. Thus, higher doses may be required for 
stabilization, while the individual is actively 
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smoking, with consideration for dose reduction 
with tobacco cessation. Similarly, for an individ-
ual with AUD, in most cases, naltrexone would 
be preferable to disulfiram. This will avoid the 
potential challenges related to treatment compli-
ance as well as the small potential risk of neuro-
psychiatric side effects with disulfiram.

 Pharmacotherapy for Select Other 
Disorders with Co-occurring 
Addiction

Substance-Induced Psychiatric 
Disturbances Substance-induced psychiatric 
symptoms and signs can be variable, correspond-
ing to the specific effects of substances, their dif-
ferent intoxication and withdrawal syndromes, 
and their longer-term sequelae. The interaction of 
these and any co-occurring psychiatric disorders 
may introduce additional variability in timing 
and severity of symptoms. In general, the initial 
treatment involves addressing the underlying 
cause of the disturbance. This may include sup-
porting cessation of the causative substance and 
management of intoxication and withdrawal syn-
dromes according to best practices for the spe-
cific substance involved and clinical 
circumstances. This is usually done without reli-
ance on antipsychotic medications (outside of 
treatment of co-occurring primary psychotic dis-
orders). They are best avoided because there is 
little evidence for their efficacy and their poten-
tial for increasing the risk of seizure, arrhythmia, 
and rhabdomyolysis during withdrawal or intoxi-
cation. For example, supportive treatment and 
benzodiazepines are the first choice for stimulant- 
associated agitation, before employing antipsy-
chotics (these may be required in some cases for 
the management of residual psychotic 
symptoms).

Attention Deficit Hyperactivity Disorder 
(ADHD) ADHD increases the risk of develop-
ing of a SUD and can subsequently interfere with 
its treatment (Charach et al. 2011). There is evi-

dence that treating ADHD in youth, including 
with prescribed stimulants, does not impart 
increased risk (Humphreys et al. 2013) and may 
actually reduce risk of developing SUDs 
(Groenman et al. 2013). Moreover, there is evi-
dence that pharmacotherapy for adults with co- 
occurring ADHD-SUDS can improve ADHD 
symptoms (Cunill et  al. 2015) and, potentially, 
the clinical course of some SUDs (Konstenius 
et al. 2014; Levin et al. 2015). Further research 
providing guidance for specific SUDs, COD 
symptom severities, and patient populations is 
needed (De Crescenzo et al. 2016). In the interim, 
while attending to the usual medical contraindi-
cations and following optimization of other COD 
treatments, it is reasonable to utilize standard 
ADHD treatment protocols in some individuals 
with SUDs. This may include the use of pre-
scribed stimulants in individuals with stimulant 
use disorders – perhaps with a preference for the 
treatment of individuals with more severe ADHD 
symptomatology and heavier stimulant use, utili-
zation of long-acting formulations at robust 
doses, and concurrent use of evidence-based psy-
chosocial treatments (Konstenius et  al. 2014; 
Levin et al. 2015).

 Use of Addiction Pharmacotherapy 
in Patients with Psychiatric Illness

In general, medications for relapse prevention 
and withdrawal management are used similarly 
in individuals with or without co-occurring psy-
chiatric conditions. The subsections below out-
line common evidence-based treatments for 
SUDs and highlight opportunities, where they 
exist, to optimize treatment in light of co- 
occurring disorders.

 Pharmacotherapy for Alcohol Use 
Disorder

There are currently four FDA-approved medica-
tions (including two formulations of naltrexone) 
for the treatment of chronic alcohol use disorder.
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Pharmacotherapy is generally most effective 
when combined with robust psychosocial treat-
ments, as described above.

 1. Naltrexone. Originally developed to treat opi-
oid use disorder, the opioid receptor antago-
nist naltrexone decreases the reinforcing 
effects of alcohol and has been shown to delay 
relapse to alcohol and reduce the percentage 
of drinking days (Kranzler and Van Kirk 
2001). It generally appears efficacious com-
pared to placebo in reducing relapse to heavy 
drinking (Mann 2004) as long as adherence is 
good. It has also been shown to be even more 
effective when combined with sertraline for 
co-occurring depression and alcoholism 
(Pettinati et al. 2010). Naltrexone also comes 
in an extended-release injectable formulation 
which is administered monthly as a 360 mg 
gluteal injection, potentially reducing non- 
adherence. It has been shown to be effective 
compared to placebo in reducing heavy drink-
ing (Garbutt et  al. 2005). This is also the 
FDA-approved naltrexone formulation for the 
treatment of opioid use disorder and can be 
used in individuals with comorbid AUD and 
OUD.  Additional advantages of long-acting 
intramuscular naltrexone include less risk of 
hepatotoxicity and less nausea.

 2. Acamprosate. Chronic alcohol use leads to 
compensatory upregulation of the brain’s 
major excitatory system (glutamate) and 
downregulation of its major inhibitory system 
(GABA) as the CNS attempts to maintain 
homeostasis.

Cessation of chronic alcohol use leads to 
withdrawal, characterized by glutamatergic 
hyperactivity and GABA hypoactivity. This 
imbalance can take several months to dissi-
pate, leading to prolonged subsyndromal 
symptoms of alcohol withdrawal such as 
insomnia, dysphoria, anxiety, and 
restlessness.

Acamprosate is believed to help restore the 
balance between the glutamate and GABA 
systems, decreasing subsequent cravings and 
risk of relapse in early recovery. It also dimin-

ishes the amount of alcohol consumed by 
patients in treatment who do experience 
relapse and leads to higher total abstinence 
rates and longer time to relapse (Chick et al. 
2003). Acamprosate’s efficacy has been estab-
lished in multiple randomized controlled 
European studies (Chick et al. 2003) though it 
has failed to do so in others (Jonas et al. 2014). 
This medication is started after a short period 
of abstinence has been achieved, but there are 
no safety issues if the patient relapses on alco-
hol, and acamprosate should be continued if 
relapse occurs. There is some indication that it 
is less effective for individuals with bipolar 
disorder, so it is generally not used as a first- 
line agent in this population (Salloum and 
Brown 2017). This does not limit its use with 
other co-occurring disorders, but all patients 
started on acamprosate should be monitored 
for suicidal thoughts since such thoughts 
occurred more frequently among acamprosate- 
treated patients than among placebo-treated 
patients in clinical trials.

 3. Disulfiram. By inhibiting aldehyde dehydro-
genase, disulfiram causes accumulation of 
acetaldehyde after alcohol ingestion. An 
“alcohol-disulfiram reaction” is characterized 
by diaphoresis, flushing, nausea and vomit-
ing, tachycardia, and headache. This aversive 
reaction motivates patients to abstain from 
alcohol but can also lead to hesitation to 
adhere with pharmacotherapy. Disulfiram has 
greater benefit with monitoring of medication 
administration. There have been reports sug-
gesting that disulfiram, especially at high 
doses, may exacerbate mania and psychosis 
(Li and Shen 2008) and so should be used 
with care in individuals with poorly managed 
bipolar disorder or schizophrenia.

 4. Other treatment options (non-FDA approved): 
Gabapentin, which is thought to stabilize the 
inhibitory GABAergic system, is a potentially 
useful medication for mild acute and subacute 
withdrawal management where it compares 
favorably to lorazepam (Myrick et al. 2009). 
Moreover, there is growing evidence for its 
role in maintenance treatment, with reduction 
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in percentage of heavy drinking days 
(Kranzler et al. 2019). Among heavy drinkers, 
statistically significant differences in percent-
age of heavy drinking days and total absti-
nence are observed (Anton et al. 2020). Other 
antiepileptics have been found to be effective 
for withdrawal management and maintenance 
treatment. For example, valproic acid and car-
bamazepine have been used successfully in 
withdrawal management and maintenance 
therapies (Jonas et al. 2014). Topiramate, as a 
maintenance therapy, has been found to 
decrease the amount, frequency, and percent-
age of heavy drinking days in some studies 
(Johanson et al. 2007).

 Pharmacotherapy for Opioid Use 
Disorder

Pharmacotherapy is the mainstay of treatment of 
opioid use disorder (OUD). Four well-studied, 
highly efficacious, FDA-approved medications 
for opioid use disorder (MOUD) are available in 
the United States. Of note, long-term treatment 
with MOUD of patients with moderate to severe 
OUD is strongly indicated over short-term with-
drawal management or other MOUD taper, as 
continuous MOUD treatment is associated with 
reduced risk of return to opioid use and associ-
ated morbidity and mortality (Ma et al. 2019). In 
selecting treatment, clinicians should value 
patient preference and consider any relevant 
medical comorbidities, CODs, and any practical 
concerns relating to treatments and treatment set-
tings (e.g., feasibility of accessing a methadone 
clinic). In addition, patients experiencing signifi-
cant psychosocial instability or increased psychi-
atric comorbidity may benefit from clinical 
settings offering more intensive treatment.

 1. Methadone: The objective of opioid agonist 
treatment is to reduce non-prescribed opioid 
use and the negative effects on patients’ phys-
ical health, mental health, and interpersonal 
and occupational functioning. Methadone, a 
long-acting μ opioid agonist, has been an 

effective life-saving treatment with far better 
retention and clinical outcomes than psycho-
social treatment alone (Mattick et  al. 2009). 
Under US federal law, only physicians work-
ing in federally regulated methadone pro-
grams can legally prescribe methadone for the 
treatment of opioid dependence outside of an 
acute care setting. Treatment in a methadone 
program may provide increased structure, 
support, and monitoring of patients than is 
treatment in many office-based settings. 
However, as a long-acting full agonist, rela-
tive to other MOUD, methadone has elevated 
risks of intoxication, sedation, respiratory 
suppression, and death by overdose when 
used in combination with other sedating sub-
stances or when rapidly titrated.

 2. Buprenorphine: Buprenorphine is a long- 
acting partial μ agonist with very high μ 
receptor affinity and demonstrated efficacy 
for withdrawal management and maintenance 
treatment of opioid use disorder (Mattick 
et al. 2014). At therapeutic doses, it blocks the 
euphoric effects of misused opioids while 
relieving cravings through partial stimulation 
of the receptor. Due to its partial agonism, it 
has a ceiling effect for CNS respiratory 
depression  – making it far safer than other 
opioids in overdose. However, concomitant 
use of high doses of benzodiazepines, alcohol, 
or other sedating or respiration-suppressing 
substances can pose risks of intoxication, 
sedation, and, rarely, death. Buprenorphine 
can be used to treat opioid use disorder in a 
variety of clinical settings, including primary 
care and community mental health clinics. It 
is most commonly administered sublingually 
as a combination agent with the opiate antag-
onist naloxone in a ratio of 4  mg buprenor-
phine:1  mg naloxone. Because naloxone is 
systemically available when inhaled or 
injected (though only minimally taken 
 sublingually or orally), it has been added to 
buprenorphine in an effort to deter its injec-
tion or nasal inhalation. There is also an effi-
cacious long-acting subcutaneous injectable 
formulation of buprenorphine that can be 
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administered monthly (Haight et  al. 2019). 
Care is warranted with buprenorphine induc-
tion given the medication’s partial agonism 
and high μ receptor affinity, which can pre-
cipitate withdrawal by displacing competing 
full μ agonist. Traditionally, buprenorphine is 
delayed until a patient is abstinent from full μ 
agonists and in moderate withdrawal (e.g., 
last use of a short-acting opioid 8–12 h prior 
to induction while scoring 10–12 on the 
Clinical Opioid Withdrawal Scale). The dura-
tion of abstinence is prolonged further in the 
setting of use of longer-acting full μ agonist, 
which can be challenging for patients. 
Development of “microdosing” protocols has 
be helpful in facilitating a more comfortable 
and effective transition in such contexts or in 
the setting of ongoing pain management with 
full agonists in acute care settings, allowing 
for buprenorphine induction while continuing 
treatment with a full μ agonist (Klaire et  al. 
2019; Terasaki et al. 2019).

 3. Extended-Release Naltrexone. This long- 
acting formulation is administered in a 
360 mg monthly gluteal injection and can be 
an effective treatment for OUD for select 
patients and is also shown to reduce heavy 
drinking in individuals with AUD (Garbutt 
et al. 2005). The duration of action alleviates 
the problem of non-adherence to daily dosing; 
however, follow-up for monthly injections 
may remain a challenge, and treatment initia-
tion in individuals with active opioid use 
requires an extended period of abstinence 
which is often challenging to complete (Lee 
et al. 2018a).

 4. Naloxone. In addition to the medications 
above, the short-acting opioid antagonist, 
naloxone, is available in “rescue kits” for 
opioid reversal (Boyer 2012). Formulations 
involving administration by nasal inhalation 
and intramuscular injections are both avail-
able, though the former is easier for most 
people to use. Naloxone rescue kits should 
be offered to those who use prescribed or 
non-prescribed opioids or who are likely to 
encounter individuals at risk of opioid 
overdose.

 Pharmacotherapy for Stimulant Use 
Disorders

In contrast to OUD, there are no FDA-approved 
medication for the treatment of stimulant use dis-
orders and no strong, consistent evidence of 
reduced use, abstinence, or treatment retention 
for specific medications or classes of medica-
tions. However, several medications have shown 
initial promise and may be incorporated into an 
individual’s integrated treatment plan, taking into 
account the person’s co-occurring disorders, 
addiction severity, treatment history, medical 
comorbidities, treatment preferences, and other 
variables (Brandt et al. 2020; Tardelli et al. 2020). 
In the setting of cocaine use disorder, psycho-
stimulants (including modafinil, methylpheni-
date, and amphetamines at robust doses), 
bupropion (Elkashef et al. 2008), and topiramate 
(Johnson et al. 2013) have all shown some prom-
ise in promoting abstinence (Chan et al. 2019b). 
Of these medications, the most robust responses 
are found with psychostimulants and, in particu-
lar, higher-dose amphetamines. This finding per-
sists in studies including individuals with 
co-occurring opioid use disorder as well (Tardelli 
et  al. 2020). Limited evidence suggests disulfi-
ram (Dackis et  al. 2005) may assist with lapse 
prevention, though both it and modafinil may not 
be effective in the setting of co- occurring alcohol 
use disorder, where topiramate may be a better 
option. Antipsychotic medications, as a class, are 
associated with increased retention, while results 
for antidepressants are mixed. There is evidence 
that SSRIs may be helpful in lapse/relapse pre-
vention in individuals already abstinent from 
cocaine, while other classes of antidepressants 
potentially improve retention regardless of base-
line use status (Chan et al. 2019b).

One recent large multisite, randomized, 
double- blinded, placebo-controlled clinical trial 
of treatment-seeking individuals with 
 methamphetamine use disorder found that a com-
bination of bupropion and extended-release 
injectable naltrexone reduced methamphetamine 
use and cravings compared to placebo (Trivedi 
et  al. 2021). Other clinical trials have thus far 
offered less robust evidence for the benefit of 
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pharmacotherapy in amphetamine/methamphet-
amine use disorder than in cocaine use disorder. 
Still, there is some evidence that topiramate may 
be helpful in reducing use and reducing relapse 
among those who are abstinent before beginning 
treatment (Elkashef et  al. 2012). Though addi-
tional research is needed, emerging evidence 
suggests higher- dose psychostimulants may hold 
promise, perhaps even among those with more 
severe use patterns (Ling et al. 2014). There have 
been double- blind placebo-controlled trials 
examining monotherapy with other medications, 
including bupropion, modafinil (McElhiney et al. 
2009), atomoxetine, naltrexone (Jayaram-
Lindstrom et al. 2008), and mirtazapine (Coffin 
et  al. 2020), that, in the aggregate, have shown 
either inconsistent results or small effect sizes 
(Chan et al. 2019a, b). Existing data indicates no 
clear benefit for anticonvulsants, antidepressants, 
or antipsychotics, though use of these medication 
classes in specific COD populations is poorly 
studied.

 Pharmacotherapy for Tobacco 
Dependence in People 
with Co-occurring Disorders

The overall tobacco abstinence rates in both psy-
chiatric and substance abuse treatment popula-
tions are lower than the rate in the general 
population, and efforts to integrate smoking 
treatment into COD programs are lacking. De 
Leon and colleagues (De Leon et  al. 2005) 
reported that among people with co-occurring 
SUD and SMI, the cessation rate for alcohol and 
drugs was around 45%, while the cessation rate 
for smoking was 10%. Fortunately, this can be 
improved with clinical attention and provision of 
appropriate treatment. For example, one double- 
blind placebo-controlled trial using a combina-
tion pharmacotherapy (nicotine replacement 
therapy plus bupropion) and CBT for tobacco 
cessation among people with schizophrenia dem-
onstrated a quit rate of 50% (Evins et al. 2007). 
Varenicline, an alpha4beta2 nicotinic acetylcho-
line receptor partial agonist, approved by the US 
FDA in 2006 for smoking cessation demonstrates 

improved success rates over nicotine replacement 
therapy and bupropion in the general population 
(Hall 2009) and among smokers with mental ill-
ness (Evins et al. 2007). Earlier concerns regard-
ing an increased rate of psychiatric symptoms in 
people with mental illness with varenicline have 
not been demonstrated in subsequent research 
(Purvis et al. 2009), although it is often used with 
some caution among individuals with SMI.

 Conclusions

Integrated substance abuse treatment in the men-
tal health center is essential given the prevalence 
of co-occurring addictive disorders in commu-
nity psychiatry clients. Principles of integrated 
treatment are delineated on the AACP website, 
and the Substance Abuse and Mental Health 
Services Administration (SAMHSA) website 
also has a publication site which includes the 
Center for Substance Abuse Treatment (CSAT) 
(www.csat.samhsa.gov) page where Treatment 
Improvement Protocol (TIP) publications can be 
ordered at no cost. The authors recommend the 
TIP 42 publication entitled Substance Abuse 
Treatment for Persons with Co-occurring 
Disorders ((Ed.), 2005) which is an evidence- 
based best practice guideline and provides a 
wealth of information from consensus panels of 
nationally known substance use disorder experts 
and professionals in related areas of mental 
health, primary care, and social services.
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Case Management and Assertive 
Community Treatment

Richard J. Goscha, Lorna Moser, 
and Maria Monroe-Devita

 Introduction

Case management has been a core component of 
the mental health service delivery system since 
the 1960s. While the term has remained constant 
in the vernacular to the present time, there has 
been confusion about what the term means and 
what it entails. Case management has evolved 
since its original conceptualization of helping 
individuals to navigate and access the fragmented 
array of programs and services developed follow-
ing the Community Mental Health Act of 1963. 
The evolution of case management has been 
shaped by multiple factors including cost con-
tainment efforts associated with the advent of 
managed care and the rise of the peer movement 
associated with the paradigm shift of mental 
health recovery. The populations targeted to 
receive case management services have also 
shifted over the years with wide variation in lev-

els of functioning and complexity of need. 
Initially, case management focused on the needs 
of individuals with serious mental illnesses being 
discharged from inpatient settings. Since that 
time, case management services have been used 
in diverse behavioral health settings to support 
specialized populations including those with co- 
occurring substance use disorders, chronic health 
conditions, criminal justice diversion, homeless-
ness, children and youth, and older adults.

The evolution of various case management 
models that differ widely in their structure, func-
tion, and scope of service has further com-
pounded the ambiguity around the term. While 
there are common core elements shared across 
these models including functions related to 
assessment, planning, referrals, linkage to ser-
vices, monitoring, and advocacy, the manner in 
which these functions are carried out and the role 
of the case manager related to provision of any 
direct behavioral health services vary substan-
tially. The variability in approaches to case man-
agement services creates one of the many direct 
impacts on decision-making for program admin-
istrators and policy makers when deciding which 
form of case management to implement to best 
respond to the unique needs of the population 
being served.

In this chapter, we trace the history of case 
management in behavioral health services spe-
cifically as it applies to persons diagnosed with 
serious mental illness, review the evidence for 
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specific models of case management, outline key 
elements that distinguish each of the major mod-
els, enumerate general principles of effective 
case management, and discuss current challenges 
as case management continues to evolve in a rap-
idly changing behavioral health environment.

 History

During the era when people with a mental illness 
spent considerable periods of their lives in asy-
lums and psychiatric hospitals, available services 
were all under one roof. The era of deinstitution-
alization, which began in the 1950s, seemingly 
created opportunities for people to live and 
receive care within the community. In reality, 
however, available and accessible community- 
based services and resources were significantly 
lacking to achieve the support people needed. 
Despite the aims of the Community Mental 
Health Act to establish local mental health ser-
vice agencies throughout the United States, the 
number of agencies built was far fewer than orig-
inally envisioned, and only a limited array of ser-
vices, such as counseling, partial hospitalization/
day treatment, and medication management, 
were made available to people in need. 
Furthermore, these agencies, under the authority 
of local agencies and communities, focused on 
the care of people with common mental disorders 
rather than people with serious mental illnesses, 
which had been under the purview of state agen-
cies. Many people with serious mental illnesses 
(SMI) discharged from the hospital lived in inad-
equate living conditions or with overwhelmed 
families. Furthermore, people living in the com-
munity were often poor and isolated, lacked 
decent and affordable housing, and had few 
opportunities for meaningful activity (Draine 
et  al. 2002). The narrow range of supports was 
clearly insufficient to sustain a person in the com-
munity, and the “revolving door” of psychiatric 
hospitalization became the de facto course of 
treatment for many.

The Community Support Program (CSP), ini-
tiated by the National Institute of Mental Health 

(NIMH) in 1977, sought to address some notice-
able gaps left by the Community Mental Health 
Act enacted 15 years earlier. CSP recommended 
and helped establish a wide range of support ser-
vices, including crisis stabilization services, 
vocational services, various forms of housing, 
daytime and evening activities, support to fami-
lies, and assistance in accessing entitlements. 
This range of services, while desperately needed, 
added considerable complexity for clients and 
families to access and coordinate care from mul-
tiple organizations and service providers. As 
such, case management was included in CSP to 
assure the continuous availability of individual-
ized assistance to navigate this growingly com-
plex terrain (Turner and Ten Hoor 1978).

This initial model of case management, fre-
quently termed “broker” case management, 
sought to coordinate care by linking clients to 
resources and services based on an assessment of 
need. These case managers often had high casel-
oads and served as an administrative, rather than 
a clinical, function (Intagliata 1982). The assump-
tion was that once people had access to services 
and resources (e.g., housing, food, benefits, med-
ications, recreational services, clinical services), 
they would then be able to live more indepen-
dently and their quality of life would improve. 
Unsurprisingly, this model fell short of such 
achievements given the faulty premise that ade-
quate community resources and services existed 
and simply needed to be accessed. Furthermore, 
the services that were available were ineffective 
in meeting the full range of needs of people with 
the most serious mental illnesses. Evidence- 
based practices, interventions with the most 
robust empirical support, were not implemented 
in most settings then and are inconsistently avail-
able today (Bruns et al. 2016).

Over the next four decades, the concept, role, 
and functions of case management transformed 
to recognize several realities in the field. First, 
people with SMI want what many of us want – 
including success with school and employment, 
independent housing, social connections, and 
community involvement (Tabak et  al. 2015)  – 
and are indeed capable of such achievements 
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(Thomas et  al. 2018). Second, research on best 
practice interventions continues to deepen our 
understanding of how to effectively meet these 
recovery-oriented aspirations (Chester et  al. 
2016). Third, there is evidence that services that 
address multiple co-occurring challenges (e.g., 
chronic health conditions, substance use disor-
der, homelessness, poverty) together rather than 
in parallel or sequentially improve outcomes 
(Drake et  al. 2004). Fourth, use of shared 
decision- making throughout service provision 
activates, empowers, and embraces the client as 
an expert in their own care and is essential to 
good outcomes (Shay and Lafata 2015). Fifth, the 
system of care, which now includes even more 
stakeholders given the broader attention to client 
preferences and needs, continues to be disjointed 
and fragmented, therefore making clinical care 
coordination essential to best practices (Isaacs 
et al. 2019).

Various models of case management emerged 
along the way of this evolution. An intermediary 
case management model that emerged from the 
original broker model is what is often broadly 
referred to as “clinical case management.” 
Clinical case management addressed some of the 
obvious shortcomings of the broker model, espe-
cially as it related to serving people with more 
serious impairments and complex needs, by 
blending direct service delivery (e.g., counseling, 
living skills training, and psychoeducation) and 
linkage to other services and providers (Walsh 
2000). In addition to conducting needs assess-
ment, and developing person-centered plans, 
clinical case managers often provided rehabilita-
tive interventions and held primary responsibility 
for continuity of care and coordinating services. 
Clinical case management models vary in their 
service intensity, community focus, specializa-
tion, and use of a multidisciplinary team approach 
to providing care.

Intensive Case Management arose as yet 
another iteration of this model. Although there 
may not be a linear relationship between inten-
sity of service and outcomes, such as reduced 
hospital use, there appears to be a minimal 
threshold of service intensity to achieve as an 

average (Dietzen and Bond 1993). The next sec-
tion will provide an overview of ICM while also 
highlighting two well-studied models in particu-
lar: Assertive Community Treatment (ACT) and 
the Strengths Model. ACT teams operate with 
highly integrated care coordination using a multi-
disciplinary team approach. The Strengths Model 
puts the client at the forefront and center of care. 
Both models focus on delivering community- 
based services that include rehabilitative sup-
ports. Recognizing that service engagement can 
be difficult with many people experiencing SMI, 
which then can be a significant barrier to effec-
tive treatment and outcomes (Kreyenbuhl et  al. 
2009), both models are also tasked with using 
creative assertive outreach and engagement 
strategies.

 Intensive Case Management

A lingering problem in the ICM literature has 
been a lack of clear defining characteristics, in 
particular what separates ICM from less inten-
sive, standard, broker models, as well as what 
distinguishes it from more comprehensive, well- 
defined models like ACT that include but also 
extend beyond the provision of case manage-
ment. Although the focus and intention of these 
models were originally to reduce the extent to 
which individuals accessed more costly inpatient 
and emergency services (Surles and McGurrin 
1987), all evolved to embrace the core focus on 
supporting individuals’ independence and recov-
ery. To that end, there are various iterations of 
ICM models with differing practice approaches 
(e.g., housing first principles) and staffing (e.g., 
inclusion of peer support specialists).

Despite no universally agreed-upon definition, 
ICM models tend to have the following charac-
teristics, which distinguish them from broker 
models and standard clinical case management: 
(1) a combination of both direct and linked ser-
vices; (2) individual caseloads; (3) small casel-
oads; and (4) use of more assertive, 
community-based outreach (Schaedle and 
Epstein 2000). Intensive case managers often 
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operate as part of a larger team and provide sup-
port to each other while having individual casel-
oads. That is, they assume primary responsibility 
for a set group of individuals receiving services 
and do not formally share caseloads or operate 
within a multidisciplinary team using a “team 
approach.” ICM teams can vary greatly in size, 
with anywhere from 3 to 15 staff and varying 
caseload sizes of 10 to 25 clients per staff. 
Intensive case managers provide direct, face-to- 
face psychosocial support as well as connect to 
other providers who can meet individuals’ more 
specialized needs. Direct services are offered in 
natural, community settings (vs. office-based). 
Such in vivo work allows workers to help people 
navigate complex social and environmental inter-
actions necessary to achieve the goals they desire, 
which may include working with property man-
agers, employers, family members, teachers, and 
other community agencies.

Individuals typically eligible for ICM services 
will exhibit at least moderately severe psychiatric 
symptoms and challenges in more independent, 
community participation and functioning. 
Co-occurring physical health conditions, sub-
stance use disorder, and histories of trauma are 
common for individuals served by an ICM team. 
ICM is equipped to serve a more heterogeneous 
clinical population that needs access to a broad 
array of services rather than a self-contained bun-
dle of services delivered by a single team. Hence, 
ICM service is appropriate when a person’s clini-
cal and rehabilitation needs would be better 
served by multiple providers available in the 
community, along with the intensive follow-up 
and care coordination offered by a single case 
manager. Because intensive case managers pro-
vide direct services and serve individuals with 
higher needs, they generally have higher creden-
tialing requirements (i.e., a bachelor’s or master’s 
degree in a rehabilitation or behavioral health 
field) than case managers operating in a service 
broker capacity only. Below, we highlight both 
ACT and the Strengths Model as two stand-alone 
service models in their own right that build on 
and integrate key components of ICM, noting a 
few important and overlapping enhancements 
reflected in each model.

 Assertive Community Treatment 
(ACT)

Since its inception, ACT has grown from a single, 
experimental research treatment program (Stein 
and Test 1980) to an essential element within the 
service continuum of most public mental health 
systems for people with SMI (Dixon et al. 2010). 
ACT was designed to address the needs of indi-
viduals with the most serious mental illnesses, 
with priority to those with schizophrenia spec-
trum disorders and bipolar disorder, who exhibit 
significant impairments with independent living 
activities (e.g., homelessness, chronic unemploy-
ment) and significant continuous high service 
needs (e.g., high rates of crisis service use, incar-
ceration, and hospitalization).

As a fixed point of responsibility to meet a 
range of biopsychosocial service needs, ACT 
uses a multidisciplinary team-based approach to 
service delivery. When implemented with high 
fidelity, typical staffing includes a psychiatric 
care provider (i.e., psychiatrist or psychiatric 
nurse practitioner), nurses, a co-occurring sub-
stance use disorder specialist, an employment 
specialist, a peer specialist, a program assistant, 
and a mix of social workers and therapists, one of 
whom serves as the team leader. This multidisci-
plinary team works in close collaboration meet-
ing daily to review client needs and service 
contact assignments and offers a full array of 
comprehensive, community-based services inclu-
sive of treatment, rehabilitation, and case man-
agement support. From a client’s perspective, 
they may be seen multiple times per week, even 
daily, by several ACT team members who are 
best suited to meet their unique needs as opposed 
to working exclusively with one case manager. 
To provide intensive, all-inclusive services, large 
ACT teams operate with caseload caps of 100–
120 clients, with a staff-to-client ratio no higher 
than 1:10. ACT teams are designed to attend to 
the many barriers that impede service engage-
ment (e.g., lack of insight into having a mental 
illness; cultural norms, distrust of the mental 
health system; disorganized behaviors), while 
being assertive in their treatment efforts, exhaust-
ing all options in the engagement process. As part 
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of a broader continuum of care, ACT is one of the 
most intensive community-based models and as 
such has been deemed as a “least restrictive alter-
native” to many other institutional settings. As an 
all-inclusive, 365-day-per-year service, ACT pro-
vides a full breadth of care and biopsychosocial 
supports to address issues that may result in crisis 
episodes.

Over the past four decades, its recognition as a 
psychosocial evidence-based practice for people 
with SMI has grown (Kreyenbuhl et  al. 2010). 
ACT continues to be vigorously advocated by the 
National Alliance on Mental Illness (NAMI) 
(Allness and Knoedler 2003), and there have 
been more recent demands for expanding ACT 
capacity to meet service system needs across the 
United States (Spivak et al. 2019).

 Strengths Model

The Strengths Model emerged in the mid-1980s 
in response to traditional deficit-based approaches 
to care. These approaches often held low expec-
tations for what people with mental illnesses 
could achieve in their life and frequently used 
stabilization and maintenance as measures of 
success. The Strengths Model viewed that the 
focus of case managers should be on helping peo-
ple build or rebuild lives in the community around 
life goals that anyone else in the community pur-
sued: housing, employment, education, support-
ive relationships, and community involvement. 
While case managers often need to respond to 
immediate life concerns and challenges related to 
symptoms, health, substance use, legal, transpor-
tation, food insecurity, and poverty, there was an 
emphasis on not losing sight of the person’s over-
all recovery journey.

The Strengths Model introduced two practice 
tools (the Strengths Assessment and the Personal 
Recovery Plan) and a method of group supervi-
sion to keep the team focused on client-centered, 
recovery-oriented goals and then identify and 
mobilize the person’s unique array of personal 
and environmental strengths to make movement 
toward these goals (Goscha 2020; Rapp and 
Goscha 2012). Structural features of the Strengths 

Model included caseload sizes not to exceed 
20:1; low supervisor-to-staff ratio to allow for 
skill building, review and feedback on use of 
tools, and field mentoring; weekly group supervi-
sion using a prescribed case presentation format; 
and community-based service delivery. Clinical 
components included specific tools and methods 
to help clients identify and achieve recovery 
goals, use of naturally occurring resources over 
formal supports when possible, and an emphasis 
on choice and autonomy. The Strengths Model 
centers around the relationship between the indi-
vidual case manager and the person receiving 
services, which work within a team under a sin-
gle supervisor. The Strengths Model does not 
prescribe the composition of staff on the team, 
like ACT, though some Strengths Model teams 
have included clinicians, peer support, employ-
ment specialists, substance abuse counselors, and 
nursing staff depending on the unique needs and 
service intensity required by the population 
served. Even when the Strengths Model has been 
implemented within multidisciplinary team 
structures, the individual case manager still holds 
responsibility for service delivery, using specific 
practice tools, and overall care coordination.

 Research on Case Management

Research on the broker model, or sometimes 
referred to as “standard case management” or 
“targeted case management,” typically did not 
yield encouraging findings. At least nine experi-
mental or quasi-experimental studies of the bro-
ker model have been published (Bigelow and 
Young 1991; Curtis et  al. 1992; Edwards et  al. 
1991; Franklin et al. 1987; Hornstra et al. 1993; 
Jerrell and Ridgely 1995; Lehman et  al. 1994; 
Muller 1981; Rossler et al. 1992). These studies 
have generally found increased use of psychiatric 
hospitalization (Curtis et al. 1992; Franklin et al. 
1987) and no differences in quality of life (Curtis 
et  al. 1992; Lehman et  al. 1994). While these 
results are disappointing on the surface, they 
point to the need for better research on case man-
agement and the fact that the effectiveness of bro-
ker case management is dependent on the 
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availability and quality of external resources and 
services, which remain inadequate today (Lake 
and Turner 2017). Further, recognizing that both 
individual and system factors can influence out-
comes, case management research would be 
strengthened by measuring and accounting for 
moderators and mediators (Kenny et  al. 2004). 
Moderators, or characteristics or experiences of a 
research subject that precede a treatment inter-
vention, may include race and ethnicity, gender 
identification, age, homeless history, trauma his-
tory, diagnosis, substance use status, and person-
ality disorder status. Mediators, or intervening 
variables that can help explain how research par-
ticipants achieve (or not) hypothesized outcomes, 
may include access to housing subsidies, fre-
quency of contacts, nature of services rendered or 
accessed, or prevalence of staff turnover.

ICM research studies, where ICM was com-
pared to less intensive (typically broker) case 
management models, yielded positive outcomes, 
albeit still mixed. In addition to sharing the meth-
odological concerns cited above, some reviewers 
have used ICM as a broader rubric to include 
ACT as well as other variants of ICM (Dieterich 
et  al. 2017). There is no existing ICM fidelity 
measure (i.e., assessment of the extent to which 
key structural and process ingredients have been 
implemented as intended). There are several such 
ACT fidelity measures, some of which have been 
used within studies of ICM. To our knowledge, 
no review has expressly examined non-ACT ICM 
studies as a subcategory. Moreover, no rigorous 
head-to-head comparisons between ACT and 
ICM have been reported in the literature.

Despite a lack of explicit definition of ICM 
and a related measure of fidelity, the following 
appear to be well-designed studies of ICM. In a 
randomized control trial (RCT) of ICM com-
pared to usual care. Harrison-Read et al. (2002) 
found that there were no between-group differ-
ences in any of the main outcome measures, but 
did find that ICM had a marked impact on hos-
pital use and related healthcare costs when only 
looking at the top 25% heaviest users of psychi-
atric beds. Issakidis et al. (1999) also conducted 
a RCT of ICM compared to standard case man-
agement and found that ICM was associated 

with improved social functioning, fewer psy-
chiatric hospital admissions involving police, 
and increased likelihood to engage and remain 
in treatment compared to standard case man-
agement. The groups did not differ in hospital 
bed days or admissions. Another RCT of ICM 
compared to usual care (Holloway and Carson 
1998) found that there were no between-group 
differences in hospital bed utilization, symp-
toms, social behavior, or social functioning. 
ICM was associated with improved quality of 
life, higher satisfaction with services, and bet-
ter engagement and maintenance of contact 
with clients.

 Assertive Community Treatment

ACT is the most extensively studied community- 
based psychosocial program, with over 25 ran-
domized controlled trials (Bond et al. 2001) and 
multiple systematic reviews and review papers 
(Burns et  al. 2007; Coldwell and Bender 2007; 
Corrigan et  al. 2008; McDonagh et  al. 2017; 
Nelson et  al. 2007; Smith and Newton 2007), 
some of which have focused specifically on ACT, 
whereas others have broadened their focus to 
include any ICM model. Despite this heterogene-
ity, several key findings are consistent.

First, ACT increases community tenure for 
clients with extensive psychiatric hospitaliza-
tions. Second, ACT improves housing outcomes, 
though the specific measures in this domain have 
been diverse and have included reductions in 
homelessness, residential stability, independence 
of living arrangement, and other indicators. ACT 
is particularly effective for clients with the high-
est rates of hospitalization (Burns et  al. 2007; 
Cuddeback et al. 2013) and for those who have 
been homeless (Coldwell and Bender 2007). 
Third, ACT sustains engagement in treatment 
(Bond et al. 1995). Fourth, ACT clients and their 
families express higher satisfaction with services 
(Mueser et  al. 1998). The evidence for ACT is 
more mixed in the areas of psychiatric symp-
toms, substance use, employment, criminal jus-
tice involvement, and social functioning, with 
some studies showing no improvement and/or 
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significant differences with the comparison 
(McDonagh et al. 2017).

Mixed findings may be a consequence of inad-
equate implementation of the model, referred to 
as “program fidelity,” and/or unaddressed service 
needs of special populations. With regard to ACT 
program fidelity, two measures in highest use 
include the Dartmouth Assertive Community 
Treatment Scale (DACTS; Teague et  al. 1998) 
and the more contemporary Tool for Measurement 
of ACT (TMACT; Monroe-DeVita et  al. 2011). 
Despite the availability of an ACT fidelity mea-
sure for nearly 25  years, relatively few studies 
have included fidelity measurement in the study 
design. Of those that have, findings are generally 
positive in favor of higher-fidelity teams yielding 
improved outcomes (McHugo et  al. 1999; 
Cuddeback et  al. 2013; Monroe-DeVita et  al. 
2015). These fidelity measures, in turn, influence 
training and implementation efforts to reinforce 
the importance of using each multidisciplinary 
team member in spearheading delivery of 
evidence- based interventions specific to these 
domains. For example, to address co-occurring 
substance use disorders, the ACT co-occurring 
disorders specialist should take the lead in imple-
menting integrated treatment for co-occurring 
substance use disorders (Drake et al. 2008) and 
cross-training other team members in the princi-
ples and practices to support substance use disor-
der outcomes in the work they do with the same 
clients. Similarly, ACT employment specialists 
should incorporate the Individual Placement and 
Support (IPS) model of supported employment 
(see chapter “Supported Employment”) to 
improve employment outcomes (Bond et  al. 
2008). Similar work is being done to integrate 
interventions that focus on improving health out-
comes (Guérin et al. 2019) and integrating Illness 
Management and Recovery (IMR) (Monroe- 
DeVita et al. 2018) and other psychiatric rehabili-
tation practices to improve psychosocial 
functioning.

Yet another effort to address mixed outcomes 
is to adapt ACT to better address the service 
needs of special populations. For example, 
because increasing numbers of clients with psy-
chiatric disabilities are now involved in correc-

tional systems, ACT has been used to serve this 
population and to reduce criminal justice recidi-
vism. As described above, earlier ACT studies 
have generally found no impact in this area. To 
address these unmet needs, a forensic ACT 
(FACT) model has been developed (Lamberti 
et al. 2004; Morrissey et al. 2007). Of the handful 
of evaluations conducted to date, FACT has been 
shown to reduce hospital use, improve quality of 
life, and reduce homelessness, recidivism, and 
probation/parole technical violations (Cuddeback 
et  al. 2020). Recent work has also focused on 
adapting ACT to serve other subpopulations with 
high service needs, including veterans 
(Rosenheck et  al. 2010; McCarthy et  al. 2019), 
people using substances (Penzenstadler et  al. 
2019), adolescents (Mantzouranis et  al. 2019; 
Schmidt et  al. 2018), the elderly (Klug et  al. 
2019), and individuals with intellectual disabili-
ties (Neijmeijer et  al. 2018). In contrast to the 
original ACT model, which was designed to 
address the needs across these subpopulations, 
specialized ACT teams typically give greater 
weight to respective eligibility criteria (e.g., 
requirement of criminal justice involvement) and 
ramp up relevant resources and staffing to align 
with those criteria (e.g., FACT teams may include 
a probation officer or specialty court liaison).

ACT is cost-effective compared to standard 
case management (Latimer 1999; Weisbrod et al. 
1980; Wolff et al. 1997) and has been widely dis-
seminated. While a current national study is 
underway to determine the number of ACT and 
ICM programs nationally, it is estimated there are 
more than 600 ACT programs across the United 
States. Despite this, analyses have shown that 
ACT can be challenging to fund and can be vul-
nerable to disruption (Rochefort 2019), often fac-
ing significant and disproportionate budget cuts 
in times of financial distress (Aron et al. 2009).

After success in the United States, ACT spread 
internationally (Rochefort 2019), with countries 
like the Netherlands (van Veldhuizen 2007), 
Norway (Odden et  al. 2019), South Africa 
(Hering et al. 2008), Japan (Ito et al. 2009), and 
others drawing from the existing research base to 
implement their own programs. The spread of 
ACT to other countries has necessitated the adap-
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tation of ACT to different sociopolitical contexts. 
For example, the Netherlands pioneered a new 
approach called Flexible ACT to serve lower 
population density areas. These teams offer full 
ACT services to individuals who require it but 
also lower-intensity case management, with the 
flexibility to switch individuals between levels of 
care based on need (Van Veldhuizen and Bähler 
2013). This approach is spreading to similarly 
populated counties (Nugter et al. 2016; Svensson 
et al. 2018).

Unresolved is the larger question of length of 
stay within an ACT team. The intention of the 
core principle of “time-unlimited services” 
within ACT is to ensure that there are no arbitrary 
time limits within the program, given what can be 
an unpredictable and changing course of illness 
for this population. Efforts have been made to 
determine how long an individual should stay 
within ACT (Huz et al. 2017), but these decisions 
can be largely dependent on external factors such 
as availability of step-down programs and hous-
ing. While the question remains about a specific 
length of stay within ACT as a result, there is 
wide consensus on the need to routinely assess 
for readiness to transition to less intensive ser-
vices using measurement-based care to inform 
those next steps (Donahue et al. 2012).

 Strengths Model

Besides ACT, the most widely studied case man-
agement approach is the Strengths Model. Eleven 
studies have tested the effectiveness of the 
Strengths Model with people who have SMI. 
Four of the studies employed experimental or 
quasi-experimental designs (Modrcin et al. 1988; 
Macias et  al. 1994, 1997; Stanard 1999), and 
seven used non-experimental methods (Rapp and 
Chamberlain 1985; Rapp and Wintersteen 1989; 
Ryan et  al. 1994; Kisthardt 1993; Barry et  al. 
2003; Fukui et al. 2012; Tsoi et al. 2018). These 
studies collectively produced positive outcomes 
in the areas of hospitalization, housing, employ-
ment, reduced symptoms, leisure time, social 
support, and family burden.

In the four experimental studies, positive out-
comes were reported far more often than those 
with no significant difference. In none of the 
studies did clients who received services through 
Strengths Model case management do worse. 
The results have also been remarkably consistent 
across settings and within studies. Three of the 
studies had multiple sites with different case 
managers, supervisors, and affiliations, with a 
total of 15 different agencies.

The two outcome areas in which results have 
been consistently positive are reduction in symp-
toms and enhanced quality of community life. All 
three studies assessing symptom outcomes 
reported statistically significant differences 
favoring the Strengths Model. This included find-
ings that people receiving Strengths Model case 
management reported fewer problems with mood 
and thoughts and greater stress tolerance and 
psychological well-being than the control groups. 
In one study that compared ACT and the Strengths 
Model, no differences were found in hospitaliza-
tion and social functioning, but statistically sig-
nificant differences favoring the Strengths Model 
were found for symptomatology (Barry et  al. 
2003).

Although the studies used a variety of mea-
sures (e.g., increased competitive employment, 
increased post-secondary education, increased 
leisure time in the community, enhanced skills 
for successful community living, increased social 
supports, decreased social isolation, achievement 
of goals, and increased quality of life), people 
receiving Strengths Model case management had 
enhanced levels of competence and involvement 
in community living. Ten of the 11 studies using 
these types of measures reported statistically sig-
nificant positive outcomes.

More specific outcomes that seem to be strong 
indicators of the effectiveness of Strengths Model 
case management include reduced hospitaliza-
tion (four out of seven studies showing positive 
outcomes when this was measured), vocational 
(four out of four showing positive outcomes 
where this was measured), and housing (three out 
of three showing positive outcomes where this 
was measured).
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Research on Strengths Model case manage-
ment is suggestive of its effectiveness. On the 
downside, the research is limited to two experi-
mental, two quasi-experimental, and seven non-
experimental studies. The size of the samples in 
three of the experimental studies was small. The 
measures used across studies varied, and ques-
tions have been raised about many of these mea-
sures (Chamberlain and Rapp 1991). Also, only 
the two most recent studies on the Strengths 
Model (Tsoi et al. 2018; Fukui et al. 2012) used 
the Strengths Model fidelity scale, which was not 
developed until 2004, adding questions to the 
degree of adherence to the model for the inter-
vention group.

 Optimizing Key Elements 
of Effective Case Management

A lack of best practice fidelity measures contin-
ues to be problematic for interpreting case man-
agement research findings (Dixon and Swartz 
2014). Where fidelity is measured, results indi-
cate that the probability of generating desired 
outcomes increases when the practice is imple-
mented with higher fidelity (Fukui et  al. 2012; 
Cuddeback et  al. 2013; Monroe-DeVita et  al. 
2015). For a variety of reasons, evidence-based 
practices, such as ACT and the Strengths Model, 
may only be partially implemented, sometimes 
under a different program name (e.g., Community 
Support Program (CSP) in Wisconsin and Full 
Service Partnership (FSP) in California). 
Likewise, there is a clear need for more compre-
hensive fidelity measurement and data to guide 
ACT implementation and service delivery (Moser 
and Monroe-DeVita 2019). Although not every 
fidelity element carries equal importance, certain 
elements of Intensive Case Management likely 
contribute to improved outcomes. We list several 
in Table 1 and describe further below.

Many people with SMI have difficulty navi-
gating the large array of supports they may need 
and vary in their ability and, sometimes, interest 
in seeking out office-based services. System frag-
mentation becomes problematic when a person 
requires support across multiple life domains 

(e.g., housing, employment, health, addictions, 
life skills, symptom management), while provid-
ers offering support in these areas operate inde-
pendently and at times at cross-purposes. Direct 
service delivery within community settings is 
fundamental to high-quality Intensive Case 
Management and is a defining feature of the 
Strengths Model and ACT.

By way of person-centered treatment plan-
ning, case managers attend to clients’ strengths 
and needs that cut across these life domains and 
are well positioned to meet needs more directly. 
In providing direct services, case managers may 
operate as generalists, carrying the “case man-
ager” title, or in a specialty role (e.g., employ-
ment, housing), the latter of which has been 
shown to produce desired outcomes (Gold et al. 
2006). In addition to providing specialized ser-
vices, case managers reinforce and support the 
work of others with whom they coordinate. For 
example, while we do not expect case managers 
to prescribe or offer advice regarding psychiatric 
medications, they could still have a role when a 
client has a goal to find a medication that offers 
relief from distressing voices. Case manager 
roles might include assisting the client to write 
questions they have for their doctor, helping the 
client list specific side effects they find uncom-
fortable, and accessing information on non- 
pharmaceutical methods of managing voices.

Direct service delivery within the community, 
rather than the office, more effectively addresses 
challenges associated with access and engage-
ment (Bond et al. 1995; Marty et al. 2001) and is 
the preference for most clients (Rapp and Goscha 
2012). Clients are more satisfied with their care 
(Huxley and Warners 1992), and hospitalizations 
decrease (Bond et al. 1990) when they are offered 
more practical assistance with community-based 
needs. Teaching and practicing skills in the set-
tings in which they will be used are more effec-
tive than teaching in artificial settings which then 
require a transfer of learning (Bellack 2004). 
Further, we gather more valid assessment data on 
what is helping and hindering client wellness 
during community visits. For example, 
community- based psychiatrists often remark how 
much more they learn about a client when they 
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can observe their environment (e.g., a client’s 
increased distress is more likely due to the very 
thin walls, loud neighbors, and bug infestation, 
rather than inconsistent medication adherence). 
Supporting people around their personal goals 
often entails supporting their participation and 
inclusion in their larger community, as opposed 
to the limited segregation of clients within a com-
munity of other people with SMI. As such, case 
managers are oriented to helping clients identify 
and build a network of natural supports (e.g., 
employers, neighbors, friends, faith leaders, 
landlords) and supportive family. The primacy of 
natural community resources is consistent with 
notions of recovery that emphasize building a life 
apart from the mental health system (Kaplan 
et al. 2012; Ridgway 2001) and is emphasized in 
both the Strengths Model and ACT fidelity scales 
(Rapp and Goscha 2012, Teague et  al. 1998; 
Monroe-DeVita et al. 2013).

People not only want a true connection and 
sense of belonging; they want to be independent, 
be self-determined, and have choice (Hamann 
et  al. 2006; Adams et  al. 2007). Research has 
shown how optimizing choice yields improved 
outcomes (Chinman et  al. 1999; Gowdy et  al. 
2003; Mueser et  al. 2001; Ridgway and Rapp 
1997). The importance of choice is also seen in 
motivational interviewing strategies (Drake et al. 
2001; Miller and Rollnick 2002) and resounds 
from the hundreds of first-person accounts of 
recovery.

To optimize the previously described ele-
ments, reliable delivery of clinical supervision to 
support those providing case management is 
needed, but unfortunately often lacking. Case 
managers vary in their education, training, and 
background experience. In the United States, it is 
common for case management positions to be 
filled by bachelors-level staff who are underpaid, 
are prone to burnout, and experience high staff 
turnover. Reliable, competent supervision from a 
seasoned professional can bolster staff in these 
roles. Role clarity is important to know points of 
education and supervision. The Strengths Model 
prescribes a list of behaviors and competencies to 
be performed in order to achieve high fidelity 
(Rapp and Goscha 2012) and attends to the avail-

ability and quality of supervision in the fidelity 
scale (Rapp and Goscha 2012). Staff are able to 
attain the skills to achieve proficiency in the 
model through structured teaching methods 
employed by the supervisor (Carlson et al. 2016).

Intensive case managers operate with small 
caseloads to effectively have sufficient time to 
provide individualized, person-centered, 
Intensive Case Management services, which 
entails both direct time (service provision) and a 
significant amount of indirect time (travel, team 
meetings, supervision, working with natural sup-
ports). The importance of low ratios received vir-
tuously unanimous agreement among ACT 
experts (McGrew and Bond 1995).

Despite having smaller caseloads, case man-
agers’ number one source of stress can be pres-
sure to meet productivity demands. 
Fee-for-service reimbursement models (i.e., each 
delivered service has an associated billable ser-
vice code and reimbursement rate), in particular, 
often create stressful productivity expectations 
that can undermine the provision of higher- 
quality care. In contrast, bundled case rates 
account for a range of services, but can also be 
problematic if the reimbursement unit remains 
small (e.g., 15-minute unit). The quality of case 
management services, as described in the previ-
ous elements, is optimized when reimbursement 
is bundled, of a larger reimbursement unit, and of 
a sufficient rate that accounts for indirect time.

A common element of ACT fidelity measures 
(Monroe-DeVita et al. 2011; Teague et al. 1998), 
but with less agreement by experts (McGrew and 
Bond 1995), is on the importance of full-time 
access to services. Once referred to the “hospital 
without walls,” ACT is designed to provide 
around-the-clock supports in terms of both 
extended planned service hours that include early 
mornings and early evenings and planned sup-
ports on the holidays and weekends. The assump-
tion is that ACT serves individuals whose needs 
do not necessarily subside outside of typical 
weekday business hours and person-centered ser-
vice delivery will result in evening and weekend 
services. Relatedly, ACT is designed to provide 
crisis supports by way of operating their own cri-
sis hotline while being positioned to respond to 

Case Management and Assertive Community Treatment



362

crises in person, when necessary. Although ICM 
teams may vary in their adoption of this element, 
we recommend teams schedule services with 
some flexibility to accommodate clients’ needs 
and preferences. We also recommend that ICM 
teams network closely with local crisis service 
providers to assist with crisis stabilization and 
diversion efforts. The effectiveness of crisis ser-
vices is enhanced by in-person or phone access to 
staff who have familiarity and a relationship with 
the person and are committed to avoiding hospi-
tal care when possible (Carlson et al. 1998).

 Level of Care Supports (Finding 
a Good Fit)

As noted throughout this chapter, it is critical that 
individuals have access to not only high-quality 
services but also the right level of services and 
supports. To this end, it is important that local 
service systems create options so a good-fit case 
management service and support is available 
(Giesler and Hodge 1998). What determines 
goodness of fit when it comes to case manage-
ment? Often in consideration are the complexity 
of needs and severity of impairments.

At one end of the continuum would be people 
who are acutely psychotic, are dangerous to 
themselves and others, and/or are not lucid. 
People in this group often have high levels of 
need in multiple areas and frequently live in “sur-
vival mode” from day to day. A middle group is 
in the process of recovering their lives and has 
goals where symptoms of mental illness impact 
progress. The other end of the continuum con-
tains people who are stable, but still require some 
behavioral health support.

In light of healthcare changes in the United 
States, it remains an open question how to allo-
cate resources to staff such tiered services and 
whether to incorporate step-down mechanisms 
and hybrid models established to respond to fluc-
tuating needs (van Veldhuizen 2007). Several 
states have entered into legal settlements with the 
federal department of justice as a result of gross 
violations of the US Supreme Court Olmstead v. 
L.C., 527 U.S. 581 (1999). In short, these states 

did not create opportunities for individuals to 
receive services in the least restrictive alternative, 
and in most cases, individuals are instead institu-
tionalized (e.g., hospital, assisted living facilities, 
group homes) in lieu of receiving opportunities 
for community-based supports.

Environmental factors (e.g., poverty, social 
alienation, lack of transportation, unemployment, 
institutionalized living) can substantially impact 
presenting problems and must be given equal or 
greater consideration when determining level of 
support. An individual with relatively moderate 
psychiatric symptoms can present as more 
impaired when living in poverty, alienated from 
supportive relationships (e.g., family, friends), 
unable to access transportation, and unemployed. 
For example, a person living in a restrictive group 
home, which was initially intended to be a brief 
6-month transition from a state hospital, resulted 
in a longer-term stay due to iatrogenic effects 
related to the placement. Another example is an 
individual who receives only minimal case man-
agement services, is often at risk of homelessness 
while managing to hold down a part-time job, 
and finds themselves hospitalized for an under-
treated severe anxiety disorder and possible 
manic episodes. Hospital stays are typically very 
brief due to a lack of sufficient hospital and crisis 
respite beds in the area. This person, on paper, 
may appear to be appropriate for ACT, but with 
slightly more intensive, higher-quality supports, 
such as through a Strengths Model case manage-
ment team, a more expensive ACT option likely 
isn’t necessary.

Because of the many factors that can affect 
case management scaling decisions, many ser-
vice areas are inadequately resourced, which has 
historically been a problem (Wang et al. 2002). 
Budget constraints have led to the de facto adop-
tion of less expensive but also less effective mod-
els with high caseloads (Rapp and Goscha 2004). 
As Moser and Monroe-DeVita (2019) stated, 
“ACT cannot be clinically effective or cost- 
effective when used as a panacea for all outreach 
and community-based service needs; thus, exam-
ining the availability of alternative services sur-
rounding a given ACT team is also important” 
(p. 261).
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Specifically, both ICM and ACT are not cost- 
effective if provided to clients with SMI without 
regard to service need (Burns et  al. 2007; 
Harrison-Read et  al. 2002; Latimer 2001). Two 
basic questions, then, are as follows: What pro-
portion of the SMI population should receive 
ICM or ACT? What kind of case management 
services should be provided to clients not receiv-
ing ICM or ACT? Available estimates for ACT, in 
particular, have appeared to be rather inflated 
(Cuddeback et  al. 2006; van Veldhuizen 2007) 
when relying solely on hospitalization criteria. 
These estimates are based on a generally out-
dated premise that ACT teams are designed pri-
marily to serve frequent users of psychiatric 
hospitals, which was the primary mission for 
ACT in the 1980s (Bond et al. 1995; Mowbray 
et al. 1997). Because of deinstitutionalization, far 
fewer clients are hospitalized, and inpatient stays 
are now much shorter in the United States (Lamb 
and Bachrach 2001). Thus, the original mission 
for ACT has been largely eclipsed, except in 
countries like Japan, where deinstitutionalization 
has not yet occurred (Ito et al. 2009). A primary 
source for ACT funding is Medicaid, and in turn, 
measures of ACT cost-effectiveness are limited 
to Medicaid expenses, such as hospital and crisis 
and emergency services. Not accounted for are 
cost-savings associated with reduced homeless-
ness, increased employment and related 
decreased use of social security, increased pre-
ventative health management practices, and 
increased criminal justice diversion. Of late, US 
states are paying greater attention to the need for 
braiding and blending funds to promote social 
determinants of health, thereby addressing prob-
lems associated with current siloed department 
budgets (Butler et al. 2020).

As illustrated by the earlier example, another 
complicating factor in ACT eligibility estimation 
is that ACT services do not exist in a vacuum. 
Inadequate basic mental health services (e.g., 
housing, other community support services, cri-
sis services) may lead to clients’ deterioration 
and increased need for ACT. Since people often 
stay on ACT teams for prolonged periods of time, 
ACT services become unavailable for new cli-
ents. So, this begs the question: what should case 

management services look like for the remainder 
of the SMI population?

The Strengths Model was primarily designed 
for those individuals with a mental illness who 
experience significant barriers and challenges to 
goal achievement, but do not require the intensity 
of services like ACT. While Strengths Model phi-
losophies, tools, and methods can be used within 
Intensive Case Management services, the model 
is most applicable to the middle group mentioned 
above. Using data from the two studies above 
(Cuddeback et  al. 2006; van Veldhuizen 2007), 
50–80% of all people in a service area could ben-
efit from Strengths Model case management. 
Clients served by Strengths Model case manage-
ment teams in the research conform to the param-
eters of this middle group described earlier.

Another consideration with finding good-fit 
care options is the timing of service delivery 
given the course of the illness. In the past decade, 
there has been greater attention directed at pre-
vention of disability through early intervention 
with clients experiencing early and first episode 
of psychosis (Killackey et al. 2006). The duration 
of untreated psychosis is negatively associated 
with outcomes (Marshall et al., 2005) (see chap-
ter “Early Psychosis and the Prevention and 
Mitigation of Serious Mental Illness”).

 Conclusions

Case management has been a central feature of 
community mental healthcare for people with 
SMI for nearly 50  years. An accumulated evi-
dence base strongly supports the effectiveness of 
specific models of case management and of sev-
eral foundational elements of case management, 
including direct delivery of services, small casel-
oads, and services delivered in the community. 
Even with the plethora of evidence available, the 
use of ineffective models or hybrids of models 
continues to dominate the behavioral health land-
scape. Even when researched models are used, 
there is often little consideration given to its fit 
with the specific population being served and the 
level of care coordination needed to meet their 
needs.
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Case management will continue to evolve, as 
behavioral health systems continue to find effec-
tive solutions to address the high numbers of 
people with mental illnesses who are homeless, 
are involved in criminal justice systems, are 
experiencing co-occurring substance use disor-
ders, have chronic healthcare conditions, and are 
disadvantaged due to racial inequities. Effective 
models like ACT have taught us the importance 
of team-based approaches to integrated, coordi-
nated care where case management is but one of 
the several necessary components. Strengths 
Model case management has taught us the impor-
tance of aligning our services with the recovery- 
oriented aspirations people desire and raising our 
expectations for what people with SMI can 
accomplish. The lessons of the past 50  years 
should critically inform the reconstruction 
process.
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 Introduction

How a community responds to behavioral health 
emergencies is both a public health and social 
justice issue. Unfortunately, our healthcare sys-
tem is often ill-equipped to address the needs of 
individuals experiencing a behavioral health cri-
sis. While there are nationwide standards and 
expectations for medical emergencies, the 
response to behavioral emergencies varies widely 
and rarely delivers comparable quality and expe-
rience of care.

This disparity begins the moment a person 
asks for help. While a 911 call for chest pain 
results in an ambulance response with emergency 
medicine technicians, a call for suicidal ideation 
often triggers an armed law enforcement 
response. With police as the default first respond-
ers, individuals in behavioral health crisis account 
for a quarter of police shootings and over 2 mil-

lion jail bookings per year. Explicit and implicit 
bias magnify these problems for people of color. 
At the emergency department (ED), the chest 
pain patient receives rapid assessment, treatment, 
and, if needed, admission to an inpatient bed 
upstairs. The person with the behavioral health 
emergency has a much different experience. Most 
EDs lack the capability to provide psychiatric 
assessment and treatment. Instead, an individual 
can “board” for hours, even days, awaiting trans-
fer to an outside facility for inpatient psychiatric 
admission. In addition to the poor experience for 
the person in crisis, this creates significant opera-
tional and financial burdens on the healthcare 
system.

However, a confluence of multiple develop-
ments has created an unprecedented opportunity 
for a much-needed transformation of behavioral 
health crisis care on a potentially massive scale. 
Implementation of the new nationwide 988 men-
tal health hotline has prompted federal and state 
policymakers to focus attention on creating the 
crisis services callers will need. Police reform 
movements like Black Lives Matter are causing 
communities to seek alternatives to law enforce-
ment as the default first responders for behavioral 
health emergencies. At the same time, the 
COVID-19 pandemic has raised awareness of the 
widespread need to increase access to behavioral 
health services and given rise to relief packages 
containing the funding to do so. It is an exciting 
time for the crisis field!
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This chapter will provide an overview of the 
rapidly evolving landscape of crisis services 
while highlighting opportunities for leadership, 
advocacy, and strategies for creating a well- 
coordinated crisis system that meets the needs of 
the community.

 Defining Crisis Services

A common thread throughout this chapter is the 
wide variability in crisis services. Even the defi-
nition of “crisis” seems to vary widely. Some 
focus on risk of harm, while others defer to the 
individual to determine for themselves what con-
stitutes a crisis. Systems are increasingly adopt-
ing the latter self-defined approach. The term 
“crisis” itself possibly perpetuates the stigma and 
disparities attached to mental health. Why use 
separate terminology to distinguish mental health 
and substance use emergencies from other types 
of health emergencies? Does this distinction 
make it easier to accept a lesser standard of care 
for behavioral health emergencies? This chapter 
conforms to the current usage of behavioral 
health crisis interchangeably with behavioral 
health emergency and is inclusive of both mental 
health and substance use-related emergencies.

Because crisis services are typically funded 
and regulated at the state or local level, there is 
substantial regional variation in terms of program 
definitions, financing, licensure, accessibility, 
and quality. Comprehensive national standards 
are needed, but progress has been made during 
the several years leading up to 988 
implementation.

Crisis Now: Transforming Services Is Within 
Our Reach (National Action Alliance for Suicide 
Prevention: Crisis Services Task Force 2016) is 
based on successful models in Arizona and out-
lines the essential components of a crisis system 
as crisis lines with “air traffic control” capability, 
mobile crisis teams, and crisis stabilization 
facilities.

National Guidelines for Crisis Care: A Best 
Practice Toolkit (Substance Abuse and Mental 
Health Services Administration 2020) adopts 

Crisis Now core services into its “someone to 
call, someone to respond, somewhere to go” 
rubric and provides more detailed guidelines for 
each component.

Roadmap to the Ideal Crisis System: Essential 
Elements, Measurable Standards and Best 
Practices for Behavioral Health Crisis Response 
(Group for the Advancement of Psychiatry 2021) 
builds on Crisis Now and the SAMHSA guide-
lines to also address the governance, financing, 
and oversight needed to support a high- 
performing crisis system. The Roadmap also 
expands the continuum to include post-crisis ser-
vices, which are needed for continued stabiliza-
tion, successful transition to routine 
community-based care, and prevention of 
repeated crisis episodes.

 The Crisis Continuum

On the surface, it may seem that access to care 
problems like ED boarding can be solved by 
building more inpatient psychiatric beds. 
However, this approach is contrary to the 
Supreme Court’s Olmstead decision, which 
affirms the rights of people with mental health 
disabilities to receive the care they need in the 
most community-integrated (i.e., least restric-
tive) setting possible. Rather, a system of care 
is needed with services spanning a continuum 
of intensity and restrictiveness (Pinals and 
Fuller 2017). The more robust the continuum, 
the more the options to meet the person’s needs 
without resorting to EDs, hospitals, or jails. 
SAMHSA defines a core continuum consisting 
of three types of services: someone to talk to 
(crisis lines), someone to respond (mobile cri-
sis), and somewhere to go (crisis facilities). 
The continuum should include options for indi-
viduals who are under involuntary commit-
ment and/or highly agitated because they are 
the most in need of specialized psychiatric care 
in lieu of the ED. It is also important to ensure 
a smooth transition to community-based care 
so that individuals remain stable after the 
crisis.
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 Someone to Call: Crisis Lines, 988, 
and “Care Traffic Control”

Crisis lines are often the first entry point to crisis 
services, providing support 24 hours a day, 7 days 
a week via phone, text, or chat. They vary widely 
in terms of scope, funding, and staffing. Suicide 
hotlines often include a mix of clinical profes-
sionals and/or volunteers, while warm lines focus 
on emotional support and are often staffed by 
peers. In some communities, crisis calls are han-
dled by nonemergency information lines such as 
211 and 311. The National Suicide Prevention 
Lifeline was created by the Substance Abuse and 
Mental Health Services Administration 
(SAMHSA) in 2005 to improve access via a sin-
gle toll-free number (1-800-273-TALK) and pro-
mote standardization via a common set of 
guidelines, training, performance standards, and 
infrastructure. Studies of Lifeline call centers 
have found that callers have significantly 
decreased suicidality during the course of the call 
(Gould et al. 2007), a third are successfully con-
nected with mental health referrals (Kalafat et al. 
2007), and less than a quarter result in law 
enforcement or EMS being sent without the call-
er’s collaboration (Gould et  al. 2016). 
Implementation of Applied Suicide Intervention 
Skills Training (ASIST) resulted in callers feel-
ing less depressed, less suicidal, less over-
whelmed, and more hopeful by the end of calls 
handled by ASIST-trained counselors (Gould 
et al. 2013). The Lifeline chat function has also 
been shown to be effective at reducing suicidal 
distress (Gould et al. 2021).

Today, the Lifeline consists of a network of 
nearly 200 locally operated and funded crisis 
lines and is linked to the Veterans Crisis Line, 
with SAMHSA providing oversight via a single 
administrator, Vibrant Emotional Health. The 
2022 implementation of a new universal three- 
digit crisis hotline number (988) is expected to 
catalyze even more growth. In addition to 
increased call volumes as public awareness grows 
and more crisis lines join the 988/Lifeline net-
work, many crisis lines are expanding their scope 
beyond suicide counseling to include “care traffic 
control” functions such as dispatching mobile 

crisis teams, making outpatient appointments, 
and bed placement. A growing number of com-
munities are integrating crisis lines into local 911 
call centers so that behavioral health calls can be 
diverted to the crisis line in lieu of a police 
response.

 Someone to Respond: Mobile Crisis 
Teams (MCTs)

MCTs are typically one- or two-person teams 
that meet the person where they are—in the ED, 
at home, or on the street—obviating the need to 
transport them to a more restrictive level of care 
for evaluation. MCTs are composed of clinical 
staff (in contrast to co-responder teams that pair 
clinicians and law enforcement). MCTs can be 
staffed by any combination of clinical staff 
including masters-level clinicians, behavioral 
health technicians, peers, nurses, paramedics, or 
emergency medical technicians. Some localities 
have established centralized dispatch for MCTs, 
often within crisis call centers, aided by technol-
ogy such as GPS-enabled mobile apps for loca-
tion tracking and transmission of clinical 
information. Studies of MCTs have demonstrated 
reduction of psychiatric hospitalization and ED 
utilization (Scott 2000; Guo et al. 2001; Fendrich 
et  al. 2019; Vakkalanka et  al. 2021) although 
additional studies are needed to better define 
clinical best practices for MCTs.

 Somewhere to Go: Specialized Crisis 
Facilities

Crisis facilities can serve as a safe and therapeu-
tic alternative to hospital EDs, inpatient psychiat-
ric units, and jails. However, crisis programs vary 
widely in scope, capability, and populations 
served. Some are designed for low acuity indi-
viduals who primarily need peer support and a 
safe place to spend the night, while others can 
treat the highest acuity individuals presenting 
with suicidal behaviors, acute agitation, and sub-
stance intoxication. When coupled with the lack 
of standardized nomenclature, this variation can 
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create confusion and unsafe situations unless 
expectations are clearly articulated and under-
stood. The Level of Care Utilization System 
(LOCUS), described in more detail in chapter 
“Creating Value: Resource and Quality 
Management”, is a useful tool to ensure that the 
facility capabilities are matched to the individu-
al’s clinical needs. A brief description of different 
types of facilities is outlined below and summa-
rized in Table 1.

Crisis Receiving and Stabilization Facilities 
(LOCUS Level 6) accept any individual regard-
less of behavioral acuity or involuntary legal sta-
tus, including those who may be actively suicidal, 
acutely agitated, intoxicated, or in withdrawal, 
arriving directly from the field via law enforce-
ment. To incentivize the police to bring people 
for treatment, the center must have 24/7 avail-
ability, faster drop-off times than jail (10 minutes 
or less), and a “no wrong door” policy of never 
turning officers away (Dupont et al. 2007a). They 
are typically staffed with an interdisciplinary 
team of psychiatrists and other psychiatric pro-
viders, nurses, social workers, behavioral health 
technicians, and peers, and they may be free- 
standing or part of an ED or hospital. With rapid 
assessment, early intervention, and proactive dis-
charge planning, most individuals can be stabi-
lized and discharged to community-based care 
within 24 hours. This level of crisis care is associ-
ated with reduced rates of inpatient psychiatric 
hospitalization (Little-Upah et  al. 2013), ED 
boarding (Zeller et al. 2014), and arrest (Steadman 
et  al. 2001). Other terms for these programs 
sometimes include 23-hour observation, 
Psychiatric Emergency Services (PES), Crisis 
Stabilization Units (CSU), or EmPATH 
(Emergency Psychiatric Assessment, Treatment, 
and Healing) units.

Living Rooms, detoxification centers, and 
sobering centers (LOCUS Level 5) provide 24/7 
alternatives for less acute needs and often accept 
police drop-offs for those who meet their admis-
sion criteria. They are typically unlocked and 
serve individuals who are voluntary, non-violent, 
and motivated for help. Living Rooms offer a 
home-like environment with couches and art-
work and are staffed predominantly by peer spe-

cialists, with limited coverage by a psychiatrist or 
other provider. They are especially helpful if psy-
chosocial stressors are the main precipitants of 
the crisis. Detoxification centers provide medi-
cally supervised detoxification services, while 
sobering centers employ primarily psychosocial 
and peer support.

Crisis residential, crisis respite, and peer 
respite (LOCUS Level 5) facilities offer longer- 
term (days to weeks) stabilization in a residential 
setting. They are often used as step-down from 
inpatient or acute crisis care. Some programs 
may accept low acuity individuals directly from 
law enforcement.

Crisis clinics or mental health urgent care 
centers (LOCUS Level 4 and below) offer same- 
day or walk-in access for outpatient assessment, 
crisis counseling, medication management, care 
coordination, and bridge services until the person 
is connected to appropriate outpatient care.

 After the Crisis: Post-Crisis Care

A variety of models have been developed to facil-
itate the successful transition to community- 
based care. These range from pre-discharge 
interventions such as psychoeducation and struc-
tured discharge planning, post-discharge inter-
ventions such as follow-up phone calls and case 
management, and transitional interventions that 
engage with people prior to discharge and con-
tinue for some period of time after discharge. 
These services can be provided by nurses, social 
workers, case managers, or peers. Small study 
sizes and the wide variability in program ele-
ments, intensity, and duration make comparative 
research between different models difficult, and 
effects on readmission rates are often mixed or 
inconclusive (Bruffaerts et  al. 2005). Earlier 
appointments (within 3 days) are associated with 
higher attendance and longer community tenure 
(McCullumsmith et al. 2015). A number of stud-
ies focus specifically on suicide-related out-
comes, and there is promising evidence that 
follow-up calls and “caring contacts” (e.g., let-
ters, postcards, text messages, phone calls) 
decrease repeat suicide attempts (Shand et  al. 
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2019) and are cost-effective (Hegedüs et  al. 
2020).

 Intersection with Law Enforcement

The Sequential Intercept Model (SIM) is a well- 
established framework for mental health/justice 
system collaboration and service design (Munetz 
and Griffin 2006). It describes the typical path-
way through criminal justice system for a person 
with behavioral health needs and identifies 
opportunities for the healthcare system to inter-
vene, with Intercept 1 focused on law enforce-
ment collaboration. An additional Intercept 0 was 
later added to capture the opportunity for crisis 
systems to intervene even earlier and prevent law 
enforcement involvement altogether. In this 
framework, crisis services are considered a 
means of “pre-arrest diversion” from the justice 
system, meaning that the person is connected to 
care instead of being arrested and charged. SIM 
is discussed in more detail in chapter 
“Collaborative Reduction of Criminal Justice 
Involvement for Persons with Mental Illness”.

In recent years, social justice and policing 
reform movements like Black Lives Matter have 
increased the momentum for rethinking and 
reducing law enforcement’s role in responding to 
behavioral emergencies. Ideally, behavioral 
health emergencies should be routed to clinical 
interventions such as telephonic crisis counsel-
ing, MCTs, or facility-based crisis care. Law 
enforcement involvement is unlikely to be com-
pletely eliminated, however, as some situations 
may pose an unacceptable amount of safety risk 
to civilian clinicians while other behavioral 
health emergencies may not become apparent 
until after officers are on scene for another issue. 
Even if clinical crisis care options exist, civil 
commitment laws often require law enforcement 
to transport individuals to treatment facilities. 
(However, a survey of law enforcement agencies 
estimated that 65% of these transports did not 
pose a risk of harm to others and could be com-
pleted by another entity (Treatment Advocacy 
Center 2019). Many of these laws were written 
decades ago and should be updated to include 

earlier interventions and alternative crisis 
responses rather than relying so heavily on 
police.)

Collaboration between law enforcement and 
the crisis system is needed to create the optimal 
response for each situation, and the responders—
whether law enforcement officers or clinicians—
require appropriate training and a behavioral 
health crisis system that can quickly accept indi-
viduals in crisis and provide the care they need in 
the safest and least restrictive setting possible.

 The Crisis Intervention Team (CIT) 
Model

CIT provides law enforcement with tools to rec-
ognize individuals experiencing a behavioral 
health crisis, de-escalate them, and divert them to 
treatment instead of jail. CIT began in the late 
1980s in Memphis, Tennessee, in response to a 
police shooting involving a Black man with men-
tal illness. Its centerpiece is a 40-hour training 
that involves scenario-based exercises and par-
ticipation of community stakeholders including 
behavioral health clinicians, treatment agencies, 
people with lived experience of mental illness, 
families, and advocacy groups. (Volunteering to 
help with CIT training is an excellent way for 
psychiatrists to develop partnerships with local 
law enforcement.)

The National Council for Mental Wellbeing 
and CIT International both recommend that 
100% of a department’s uniformed patrol officers 
receive a basic 8-hour training such as Mental 
Health First Aid for Public Safety, while the 
40-hour CIT training is voluntarily undertaken by 
a subset of officers large enough to ensure 24/7 
availability of trained officers to respond to calls 
for service. 911 personnel should also receive 
training to help them dispatch CIT-trained offi-
cers when needed. This approach ensures both a 
basic level of competency among all officers and 
24/7 availability of a specialized CIT response 
(Margiotta and Gibb 2016).

While CIT is often thought of as a police train-
ing program, its creators continue to underscore 
that training is only one piece of a more compre-
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hensive approach. Once officers are trained to 
identify a person in crisis and divert them to treat-
ment, their first question is often “divert to what?” 
Thus, the full CIT model recommends a crisis 
system with quick and easy access and 24/7 
availability (Dupont et al. 2007b).

CIT encourages communities to adapt the 
model to its needs, allowing departments to 
develop their own curricula and tailor processes to 
work with local mental health systems. While 
pragmatic, this approach creates research chal-
lenges (Watson et  al. 2019). Without a standard 
implementation or fidelity tool to measure vari-
ability across programs, comparative research is 
difficult, and studies are often mixed or inconclu-
sive. There is strong evidence that CIT training 
improves officers’ knowledge, attitudes about 
mental illness and treatment, and self-efficacy for 
interacting with someone suicidal or psychotic 
(Compton et  al. 2014a). When comparing the 
behavior of CIT-trained versus non-trained offi-
cers in the field, CIT-trained officers are more 
likely to report verbal de-escalation as the highest 
level of force used (Compton et  al. 2014b), use 
less force with more resistant subjects (Angell 
et al. 2012), and refer or transport to mental health 
treatment, but the effect on arrests is mixed 
(Compton et al. 2014b; Watson et al. 2010, 2011). 
Similarly, system-level studies of outcomes pre- 
post- implementation show increases in transports 
to mental health facilities (Kubiak et al. 2017) but 
contradictory results in overall cost-effectiveness 
(Cowell et  al. 2004; El-Mallakh et  al. 2014). 
Some of this variability may be related to officer 
selection. Newer research demonstrates that com-
pared to officers mandated to receive CIT train-
ing, voluntarily trained officers demonstrate better 
self-efficacy, de-escalation skills, and referral 
decisions. Even when physical force was docu-
mented, voluntarily trained CIT officers were 
more likely to refer to treatment services and less 
likely to make an arrest (T. Compton et al. 2017). 
Another potential source of variation may be the 
availability of mental health crisis services avail-
able in a given community (Steadman et al. 2000).

 Co-responder Models

A variety of co-responder models are emerging 
in which officers respond to crisis calls with a 
clinician, peer, or other social services staff. 
Teams may ride and respond together, arrive 
separately, or involve the clinician via phone or 
video. There is no consensus on which model is 
most effective, and programs should be adapted 
to the local needs, such as geography and ser-
vice availability. Qualitative research indicates 
that most people prefer MCT or co-responder 
teams to police-only teams (Boscarato 2014). 
In particular, they value responders with mental 
health knowledge and verbal de-escalation 
skills and a compassionate, empowering, and 
non-criminalizing approach (Lamanna et  al. 
2018). Studies of other outcomes have been 
mixed (Watson et al. 2019). A review of police 
and mental health co-responder programs con-
cluded that these programs decreased arrests 
and the amount of time officers spent handling 
mental health calls, but evidence was limited 
for other impacts (Shapiro et  al. 2015). 
Furthermore, many programs are limited in 
hours or operation or geographical area served. 
In particular, programs experience difficulty 
when there is a lack of community mental 
health resources.

 911 Integration

Integration of crisis line functions with 911 sys-
tems is an emerging area of innovation. By iden-
tifying behavioral health emergencies as early as 
possible, callers can be triaged to the clinical 
intervention, such as telephonic crisis counseling 
or dispatch of an MCT to the person’s location, 
without the need for law enforcement involve-
ment. Strategies include protocols for call triage 
and transfer to the crisis line, physical co- location 
of crisis line staff within 911, and virtual co- 
location via shared access to computer-aided dis-
patch systems.

Crisis and Emergency Services



376

 Putting it All Together: Crisis 
System Versus Crisis Services

While each of the individual programs described 
in this chapter may improve outcomes, the impact 
is multiplied when a robust continuum of pro-
grams and services work together as a coordi-
nated system to achieve common goals (Balfour 
et al. 2021). This approach is illustrated in Fig. 1. 
In this model, based on the crisis system in 
Tucson, Arizona, healthcare and law enforcement 
stakeholders agree on a common goal of prevent-
ing avoidable jail, ED, and hospital use by pro-
viding care in the least restrictive setting that can 
safely meet the needs of an individual experienc-
ing a crisis. Because less restrictive settings tend 
to be less costly, clinical and financial goals are 
aligned as well. The crisis continuum is com-
posed of an array of services organized along a 
continuum of intensity, restrictiveness, and cost. 
At all points along the continuum, easy access for 

law enforcement (e.g., 911 co-location, co- 
responder teams, “no wrong door” policies) facil-
itates connection to treatment instead of arrest.

Governance and accountability are key to 
ensuring that crisis services operate as an orga-
nized and coordinated system. In the Arizona 
model, the Regional Behavioral Health Authority 
(RBHA) serves as the “accountable entity” via its 
role as the single payer and regulator for the crisis 
system. The RBHA contracts with multiple ser-
vice providers to create the crisis continuum and 
set expectations for system performance that are 
aligned with overarching system goals. Contracts 
confer a “preferred customer” status to law 
enforcement, so that, for example, response time 
targets for MCTs are faster for calls that involve 
law enforcement. The RBHA is financed via 
braided funding from a variety of sources (e.g., 
Medicaid, SAMHSA block grants, state and local 
funds) and accountable to the state for both clini-
cal and fiscal outcomes.

Person
in

Crisis

Mobile
Crisis

70% resolved
in the field

Crisis Line
988

80% resolved
on the phone

60-70%
discharged

to the community

Acute Crisis
Facili�es

Result:
Decreased Use 
of jail, ER, hospital

LEAST Restric�ve = LEAST Costly

Alignment of crisis services toward common goals
care in the least restric�ve (and least costly) se�ng

Easy access for police = Connec�on to care instead of arrest
(Sequen�al Intercept Model 0 and 1)

85% remain stable
in community-based care > 45 days

Post-Crisis Care

Post-crisis 
wraparound

Crisis Residen�al
& Crisis Respite

Inpa�ent 

Services are easily accessible with a no-wrong door culture across the con�nuum, 
e.g., walk-ins at crisis facili�es, police or mobile drops-offs to crisis residen�al, etc.

911 integra�on Collabora�ve 
responses

5-10 min drop-off
No refusal policy

Fig. 1 Alignment of crisis services toward a common 
goal. In a high-functioning system, the individual services 
in the continuum work together to achieve a common 
goal, in this case, stabilization in the least restrictive 
(which is also the least costly) level of care. Data is pro-
vided courtesy of Johnnie Gasper at Arizona Complete 
Health/Centene and applies to the southern Arizona geo-
graphical service area for 2019 (Cochise, Graham, 
Greenlee, La Paz, Pima, Pinal, Santa Cruz, and Yuma 
counties). Crisis line resolved calls is the percentage of 

calls resolved without dispatching MCT, LE, or 
EMS. MCT resolved cases is the percentage of face-to- 
face encounters resolved without the need for transport to 
a higher level of care. Crisis facilities community disposi-
tion is the percentage of discharges to levels of care other 
than hospital, ED, or jail. Continued stabilization is the 
percentage of individuals with an MCT or crisis facility 
encounter who did not have a subsequent ED visit or hos-
pitalization within 45 days

M. E. Balfour and M. L. Goldman



377

 Cost Savings Across Systems

The power of a systems approach becomes appar-
ent when considering the impact across multiple 
silos. For example, an analysis of the crisis sys-
tem in Maricopa County, Arizona, which includes 
many of the elements described in this chapter, 
estimated that a $100 million investment in crisis 
care resulted in savings of $260 million in psy-
chiatric inpatient spending, $37 million in ED 
costs, 45 years of ED psychiatric boarding hours, 
and 37 full-time equivalents (FTEs) of police 
officer time and salary (Crisis Tech 360 2018).

 Financing

Crisis financing models are rapidly evolving, 
vary widely by state, and often draw upon multi-
ple funding sources. From a parity standpoint, 
the cost of providing crisis care can and should be 
primarily financed via Medicaid and other health-
care payers, as is care for other health emergen-
cies. Supplemental funds are needed for 
nonbillable services such as admin, infrastructure 
maintenance, caring for the uninsured, and the 
idle capacity needed to staff to a “firehouse 
model” that ensures services are always available 
(Shaw 2020). State general funds, local funds, 
and federal block grants are often used for this 
purpose, and SAMHSA added an annual crisis 
“set aside” to the Mental Health Block Grant in 
2021. Medicaid 1115, 1915(b), or 1915(c) waiv-
ers provide states a powerful tool to braid together 
multiple funding streams, maximizing efficiency 
and accessibility by pooling resources to create a 
common safety net crisis infrastructure that can 
serve anyone in need, regardless of payer 
(Substance Abuse and Mental Health Services 
Administration 2014).

The 988 implementation has been an impetus 
for states to bolster crisis infrastructure via fed-
eral planning grants, telecom fees, and new 
appropriations of state funds for crisis services. 
Emerging financing models such as value-based 
payments provide additional mechanisms to 
invest in crisis and other social services (Hogan 
and Goldman 2021).

In contrast, Medicare and most private health 
plans provide little or no coverage for crisis ser-
vices, and oftentimes the care for their members 
is financed by the safety net mechanisms 
described above. These payers must be held 
accountable to provide parity coverage for behav-
ioral health emergency care. The Centers for 
Medicare & Medicaid Services (CMS) 
Emergency Triage, Treat, and Transport (ET3) 
demonstration program provides parity Medicare 
reimbursement for EMS to transport to “alterna-
tive” destinations other than the ED, including 
crisis facilities. Models like this are a step in the 
right direction.

 Data and Quality Improvement

At the individual level, data sharing can help law 
enforcement agencies and behavioral health pro-
viders coordinate care. For example, knowing 
that someone is receiving behavioral health ser-
vices can help officers choose the right interven-
tion. Conversely, law enforcement often has 
information about past interactions and psycho-
social factors that can aid clinicians in their 
assessment. The Health Insurance Portability and 
Accountability Act (HIPAA) is often seen as a 
barrier but does allow data sharing in emergen-
cies. Data can also be shared via Business 
Associate Agreements (BAA) or by obtaining 
consent from the individual receiving services. 
When developing protocols, it is important to 
reach consensus regarding relevant state and fed-
eral laws and to include input from stakeholders 
with lived experience so that concerns about pri-
vacy and other potential negative consequences 
of data sharing can be addressed.

At the system level, data is a powerful tool for 
quality improvement (Balfour et  al. 2018) and 
will also be increasingly tied to financing as alter-
native payment models evolve. However, very 
few quality measurement standards exist for cri-
sis services. Some standard measures are in use 
by crisis call centers (Wireline Competition 
Bureau and Office of Economics and Analytics 
2019), and a measure set for crisis facilities has 
been proposed (Balfour et  al. 2016). Reporting 
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through SAMHSA’s Uniform Reporting System 
may be expanded to include crisis metrics as a 
condition of the new MHBG crisis services set 
aside (Hogan and Goldman 2021). In the mean-
time, communities can choose metrics that guide 
their system toward common goals. For example, 
in Fig. 1, the various system components report 
the percentage of individuals stabilized without 
the need for a higher level of care. Each of these 
measures is one facet of the overarching goal of 
crisis stabilization in the least restrictive setting 
possible.

Data is an important tool in addressing dis-
parities and racial bias. Stratifying outcomes by 
race, gender, socioeconomic status, and other 
demographic characteristics can reveal inequities 
in access to quality care. Disparities in key law 
enforcement outcomes such as use of force, 
arrest, and connection to care can reveal implicit 
bias in policing (Council of State Governments 
2019). Openly and transparently sharing such 
data with the public is an important first step 
toward gaining trust and implementing policies 
to address these problems.

 Research Considerations

As crisis services rapidly expand across the 
nation, there is an urgent need to deepen the evi-
dence base. Established clinical standards are 
needed to guide program implementation, set 
quality benchmarks, justify financing, and ensure 
that equity and justice diversion goals are truly 
being achieved. Current quality measurement in 
crisis services tends to focus on descriptive struc-
ture measures (e.g., how many teams, how many 
beds) and simple process measures (e.g., response 
times, call and visit duration). To expand the evi-
dence base for these services, programs will need 
to collect more sophisticated outcome measures 
(e.g., suicide rate, overdose rate, symptom reduc-
tion, client satisfaction). Equity analyses that 
stratify measures by race and ethnicity are needed 
to examine impact on disparities for all of these 
measures.

Researchers and stakeholders must come 
together to develop a research agenda for crisis 

services, with direct involvement of people with 
lived experience. Federal funding of mental 
health services research is needed both from the 
National Institute of Mental Health to develop 
clinical models and from federal agencies such as 
SAMHSA to promote evaluation in a “services to 
science” paradigm. Technical assistance to pro-
grams can promote best practices for obtaining, 
linking, and analyzing complex multi-sector data 
for both quality and research purposes. Advocates 
can support this work by including mandates and 
funding for rigorous evaluation in crisis legisla-
tion. By bridging entrenched silos between health 
officials and academic partners, learning commu-
nities can be built to support and sustain these 
efforts.

 Addressing Racism and Inequity via 
a “Health-First” Approach

The crisis system has been called “a cauldron of 
the intersection of the criminal legal system with 
the health care system, both of which have well- 
documented histories of disproportionately nega-
tive outcomes for Black, Indigenous, and People 
of Color (BIPOC)” (Fountain House 2021). This 
history underscores the importance of involving 
communities of color and people with lived expe-
rience in the design, delivery, and oversight of 
crisis services. While each community will have 
its own unique experiences and priorities, initia-
tives like the Front End Project have begun to 
define a unifying set of principles and strategies 
based on input from a diverse convening of cross- 
sector subject matter experts, many of whom 
with lived experience as recipients of crisis ser-
vices. The resulting report From Harm to Health: 
Centering Racial Equity and Lived Experience in 
Mental Health Crisis Response envisions a 
“health-first” approach that is centered around 
public health rather than public safety. A public 
health framing shifts the focus away from law 
enforcement in favor of clinical services centered 
on crisis response, recovery, and prevention. 
Social determinants of health and systemic rac-
ism are framed as upstream risk factors for future 
crisis and thus become targets for ongoing 
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 prevention efforts after the acute crisis. Other key 
principles include significant involvement of 
peers, self-determination and autonomy through 
the use of Psychiatric Advance Directives, and 
use of alternatives to emergency departments.

 Improving Crisis Care in Your 
Community via Stakeholder 
Engagement

Strong partnerships are critical to generating the 
enthusiasm and political will to design, fund, and 
implement crisis systems and ensure they func-
tion effectively on an ongoing basis. Potential 
stakeholders include state and local governmen-
tal agencies, payers, law enforcement, 911, 
behavioral health providers, social service agen-
cies, advocacy groups, and individuals with lived 
experience of a behavioral health crisis. It is criti-
cal that these processes actively engage and 
incorporate input from community members with 
lived experience of receiving crisis services.

How to begin largely depends on the dynam-
ics of each local community. Momentum may be 
driven by county leadership seeking to reduce the 
jail population, hospital leaders strained by ED 
boarding, or community leaders advocating for 
policing reform. Collaborative groups can be 
built upon existing organizational infrastructure 
(e.g., a county task force or CIT steering commit-
tee) or created de novo. For communities just 
beginning to organize, data collection can be a 
good first step. Data helps to engage stakehold-
ers, build the business case for investing in crisis 
services, and garner trust and legitimacy via 
transparency. Most localities already have at least 
some components of a crisis system, and system 
mapping exercises such as Sequential Intercept 
Mapping serve as a process to both ensure under-
standing of the existing context and engage addi-
tional stakeholders. The Stepping Up Initiative 
(stepuptogether.org) challenges counties to sign a 
resolution pledging to reduce the prevalence of 
mental illness in jails and includes a framework 
for engaging stakeholders, setting goals, and 
learning from the over 500 counties who have 
made the pledge thus far.

Successful collaborations are iterative and 
longitudinal and may begin with small, simple 
improvements that require no additional resources 
(e.g., setting up a process for partners to commu-
nicate with one another). By building on the suc-
cess of these “easy wins,” partners can progress 
to more sophisticated solutions. Eventually, the 
collaborative is no longer building a crisis system 
but rather monitoring and improving the system 
they built.

 Role of Psychiatrists

Crisis care is nuanced and complex, in terms of 
both clinical assessment and intervention at the 
individual patient level and coordination of care 
across the multiple systems involved in crisis 
response. With such complexity come significant 
risks for negative outcomes and the need for clin-
ical expertise and leadership. Psychiatrists are an 
integral part of the interdisciplinary care team 
and can provide clinical care in a variety of set-
tings ranging from direct in-person care at a crisis 
stabilization facility to as-needed telepsychiatry 
support to MCTs in the field. Psychiatrists often 
play a key role in civil commitment processes as 
well. As the medical director of a crisis program, 
psychiatrists ensure that clinical activities, poli-
cies, and procedures meet the standard of care 
and are appropriate and effective in responding to 
crises.

As crisis services grow, new opportunities are 
emerging for psychiatrists to provide medical 
leadership at the system level. Similar to how 
emergency medical services have system-wide 
medical directors, a crisis services medical direc-
tor can be uniquely positioned to provide direc-
tion and oversight of administrative, operational, 
educational, and clinical activities related to cri-
sis care (National Council for Mental Wellbeing 
2022). Even if not in a formal medical director 
role, psychiatrists can serve as effective advo-
cates and educators, for example, volunteering to 
give a lecture for CIT training. Opportunities for 
psychiatrists will only increase as the field con-
tinues to evolve. It is an exciting time for the cri-
sis field!
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Epidemiology in Community 
Psychiatry

Andrew Wooyoung Kim and Ezra Susser

Psychiatric epidemiology has played a central 
role in shaping the development of psychiatric 
care in the community over a period of 150 years. 
Signal developments in the evolution of commu-
nity psychiatry emerged in tandem with psychiat-
ric epidemiology in the mid-nineteenth century 
and again in the mid-twentieth century (Susser 
et al. 2010). In the current era, this close relation-
ship continues, especially in the effort to “close 
the mental health gap,” that is, give the same pri-
ority to mental as to other health conditions in 
national as well as global health initiatives.

In this chapter, we offer an introduction to two 
central topics in psychiatric epidemiology: (1) 
observational studies of incidence and prevalence 
and (2) observational studies of causes. These 
concepts are then exemplified in a case study 
from South Africa, which examines the mental 
health impacts of the 2019 coronavirus 
(COVID- 19) pandemic in Soweto, a major urban 
township located southwest of Johannesburg. We 

omit key research areas that emerged from psy-
chiatric epidemiology before branching out as 
partially separate disciplines that are still closely 
related to epidemiology: randomized clinical tri-
als (especially preventive trials), mental health 
services research, and cross-cultural psychiatric 
research. For more in-depth discussion and a 
wider range of topics, see this chapter’s refer-
ences (Bhattacharya et al. 2010; Frank and Glied 
2006; Susser et al. 2006; Thornicroft and Tansella 
2009; Tsuang et al. 2011). For more on services 
research, also see chapter “Mental Health 
Services Research and Informatics”.

 Incidence and Prevalence

It is useful to distinguish between two measures 
of disease/disorder occurrence, prevalence, and 
incidence, as they serve distinct purposes for 
community psychiatry. Prevalence is the number 
of cases of disease or disorder in a given popula-
tion at a particular time or during a particular 
time frame. Prevalence includes both new and 
existing cases. Prevalence is useful to determine 
the burden of disease and helps to determine the 
demand for care and services. Incidence is the 
occurrence of new cases of disease or disorder 
over a specified period of time in a given popula-
tion. Thus, incidence times duration is equal to 
prevalence. Incidence is expressed as a rate, 
reflecting the change in cases of disease over 
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time. In community psychiatry, incidence is par-
ticularly useful in surveillance (i.e., is the number 
of new cases per year of autism on the rise in the 
United States?) for determining causes of disease 
(i.e., why is the number of new cases per year of 
autism on the rise? Is it because the distribution 
of some risk factor has shifted such that it is more 
common?). We discuss studies that use these 
measures of disease occurrence and their utility 
in depth below.

 Prevalence of Common Mental 
Disorders

Cross-sectional studies that measured prevalence 
of common mental disorders in adults comprise a 
large swath of the observational epidemiologic 
studies informing community psychiatry. Such 
studies have for decades cataloged the burden of 
various mental disorders, thereby determining 
the need for services. In tandem, these studies 
often have examined patterns of service use, thus 
providing a critical epidemiologic frame for the 
distribution and provision of psychiatric care in 
the community. Such studies have both a funda-
mental utility and a rich history that has tran-
scended shifting notions of what causes mental 
illness over time. This section of the chapter 
highlights the context, contributions, and limita-
tions of key cross-sectional studies over time to 
community psychiatry, with special attention to 
the United States. These studies, which have 
been related integrally to public health policy, 
have established primarily that mental disorders 
are common and disabling and that there is a 
need to reconcile gaps in service use with disor-
der burden.

 The Burden of Proof: The Midtown 
Manhattan and Stirling County Studies
Severe shortages in psychiatric services during 
World War II formed an advocacy platform for 
leading psychiatrists in the United States and 
cemented the foundation for critical policy shifts 
in the postwar years. The community became the 
focus of renewed attention generated by the inter-
play between the field of psychiatry and policy-

makers in the United States. The National Mental 
Health Act of 1946 initiated a cascade of funding 
for psychiatric education and research that 
resulted in the establishment of the National 
Institute of Mental Health in 1949 and financial 
support for epidemiologic research in service of 
community psychiatry. Over the ensuing decades, 
an institutional and research context took shape 
in which the dynamic between community psy-
chiatry and public policy would play out. 
Generations of key cross-sectional studies, which 
we examine here, were born of this marriage.

One of the earliest community-based cross- 
sectional studies conducted in the context of pol-
icy shifts and blossoming psychiatric research 
and education was the Midtown Manhattan Study 
(Srole et al. 1962). The purpose of the Midtown 
Study, initiated in 1952, was tripartite: to canvas 
the community for variations in mental health, to 
examine sociocultural determinants of mental 
health, and to establish the need for psychiatric 
services in the community. The Midtown Study 
examined mental health in 1660 adults culled 
from 1911 Midtown dwellings, selected as a 
probability sample. All participants were white, 
ethnically heterogeneous, and similar in age and 
sex to the Midtown population, comprising 
approximately 100,000 adults. The outcomes of 
Midtown were framed and defined in terms of 
health. Among several sources of data, interview-
ers collected data about symptoms and described 
systematically their observations.

One or more psychiatrists evaluated all of the 
components for each participant to arrive at an 
ecologically informed global judgment, which 
ranged from extremes of “symptom-free” to 
“incapacitated,” and included intermediate grades 
of symptom severity. Impairment in one or more 
areas of social functioning was chosen, according 
to the investigators, as the “arbitrary benchmark 
of morbidity” (Srole et al. 1962). By and large, 
the same ecological approach and set of methods 
employed by the Midtown Manhattan Study were 
used by Alexander Leighton, himself a Midtown 
investigator, in the non-urban context of Stirling 
County, Nova Scotia. It reflected the recognition 
that the specificity of the context necessarily 
influenced the specific distribution of psychopa-
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thology—a hallmark of early epidemiologic 
studies informing community psychiatry. The 
Stirling County study also collected information 
on disorders as defined by the first edition of the 
Diagnostic and Statistical Manual (DSM-I) 
(Association 1952; Leighton 1959; Leighton 
et al. 1963a, b).

Importantly, because of the pitfalls of measur-
ing lifetime disorders, Midtown and Stirling 
County investigators studied the point prevalence 
of psychiatric morbidity, which would become a 
standard metric in the major psychiatric epide-
miologic studies that would follow. Over 80% of 
those surveyed, chosen to reflect the ethnic het-
erogeneity of Midtown, had some form of psy-
chopathology. About a quarter (23.4%) were 
classified as impaired, signifying the presence of 
marked, severe, or incapacitating symptoms—
mostly anxiety. Moreover, about three quarters of 
those who were impaired had never sought help 
for their symptoms (Srole et al. 1962). In Stirling 
County, lifetime prevalence of any DSM-I mental 
disorder was about 57%; point prevalence was 
estimated at 90% of the lifetime prevalence, and 
like Midtown, significant impairment was found 
in about 24% of participants (Leighton 1959; 
Leighton et al. 1963a, b).

Most in the scientific community found these 
rates shocking. However, the Midtown and 
Stirling County investigators believed the results 
were reasonable, given the composition and con-
text of the community. Despite social status, 
members of these communities were burdened 
with a range of mental problems, and the avail-
ability of mental health services was, quite sim-
ply, inadequate.

 The Proof of Burden: The Next 
Generation of Epidemiologic Studies
As controversial as they were, the results of these 
key studies highlighted important differences 
from previous studies, such as the Baltimore 
Morbidity Study (Illness 1957), which found 
rates of mental disorder in the community to be 
about half that of the Midtown Manhattan and 
Stirling County Studies, and set the stage for 
increasingly sophisticated contemporary psychi-
atric epidemiology studies. In conjunction with 

major advances in diagnostic criteria and nomen-
clature, the 1961 Joint Commission on Mental 
Illness and Health and a cascade of other shifts 
that prioritized systematic data collection in ser-
vice of community psychiatry gave rise to a new 
era of community-based epidemiologic studies.

The Epidemiologic Catchment Area Study
The Epidemiologic Catchment Area (ECA) study 
was a signal study of this new era. The ECA was 
initiated in response to the 1977 Report of the 
President’s Commission on Mental Health, which 
described the state of American mental health 
research and services (Grob 2005). NIMH needed 
to provide descriptive psychiatric epidemiologic 
data to the President’s Commission, since the 
clinical picture of community mental health was 
incomplete (Regier et  al. 1978; Robins 1978). 
The ECA, therefore, sought to address the gaps 
identified in the President’s commission report 
(Robins and Regier 1991).

The ECA was done in five US communities: 
Baltimore, New Haven, St. Louis, Durham, and 
Los Angeles. Each site was a defined “catchment 
area” accessible to a skilled research team. 
Investigators collected data on a common set of 
core questions and sample characteristics and 
sampled over 3000 community residents and 500 
institutionalized residents. Together, the 5-site 
ECA collected diagnostic and service need and 
use data on 20,861 adults, aged 18 and over. The 
ECA used the lay-administered NIMH Diagnostic 
Interview Schedule (DIS), Version III, and the 
newly issued third edition of the DSM 
(Association 1980) for diagnostic classification 
(Robins and Regier 1991). The ECA was the first 
study to document the prevalence of DSM-III 
disorders. Overall, the ECA found a somewhat 
similar burden of mental illness documented by 
the Midtown Manhattan and Stirling County 
studies; lifetime diagnoses of anxiety disorders 
were reported in nearly a third of respondents, 
compared to mood disorders in about 8% 
(Table 1).

The ECA was critical in determining the prev-
alence of specific psychiatric disorders, as well as 
service needs and use patterns in the five com-
munities studied. The study once again supported 
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Table 1 Prevalence estimates from contemporary psychiatric epidemiology surveys

Study
%
ECA NCS NCS-R World Mental Health Surveys

Mood disorders
12-month 3.7 11.3 9.5 0.8–19.6
Lifetime 7.8 19.3 20.8 3.3–21.4
Anxiety disorders
12-month 18.1 17.2 18.1 2.4–18.2
Lifetime 28.8 24.9 28.8 4.8–31.0
Psychotic disorders
12-month 0.5 – –
Lifetime 1.4 0.7 – –

the notion that services were inadequate relative 
to need; under 20% of respondents with recent 
mental disorders accessed services in the year 
prior to study participation (Regier et  al. 1993; 
Robins and Regier 1991). However, because the 
samples in the ECA were not collected to be 
nationally representative, there was an imperative 
to address epidemiologic gaps regarding the 
prevalence and distribution of psychiatric disor-
ders in the United States. Moreover, the ECA 
could only provide basic information regarding 
the comorbidity of psychiatric disorders; it was, 
therefore, necessary to determine patterns of 
comorbidity and the complexities of the affiliated 
need for and use of services.

The National Comorbidity Surveys 
and the Collaborative Psychiatric 
Epidemiology Surveys
Some of the limitations of the ECA influenced 
deeply the National Comorbidity Survey (NCS), 
a study of the prevalence, causes, and conse-
quences of comorbidity between psychiatric and 
substance use disorders (Kessler 1994). The 
NCS, which began in 1990, was the first survey 
of mental and substance use disorders in the 
United States to use a completely structured 
diagnostic interview, the Composite International 
Diagnostic Interview (CIDI), to determine the 
prevalence and correlates of DSM-III-R disor-
ders in a nationally representative sample of 8098 
individuals, aged 18–54. The prevalence esti-
mates of lay-administered CIDI-diagnosed psy-
chiatric disorders were higher than those reported 

by the ECA, with the exception of psychotic dis-
orders and lifetime anxiety disorders (Table  1). 
Almost half of those surveyed reported at least 
one lifetime disorder, and about 30% endorsed a 
psychiatric disorder within the past year. Notably, 
over 50% of all lifetime disorders occurred in a 
small proportion of the respondents with a his-
tory of three or more comorbid disorders (Kessler 
et  al. 1994). Like the ECA, the NCS reported 
underuse of mental health services—about 13% 
of respondents accessed outpatient services in the 
prior 12 months. One of the most striking find-
ings of the NCS indicated a problem with “met 
unneed”—that is, people with low levels of need 
had a higher probability of accessing treatment 
(Kessler et al. 1997; Mojtabai et al. 2002), with 
implications for policies affecting the distribu-
tion of community-based mental health services.

Similar prevalences of DSM-IV (Association 
1994) disorders and service use patterns were 
observed in the NCS Replication (NCS-R), con-
ducted about a decade later in a nationally repre-
sentative sample of 9282 respondents, aged 
18–54 (Table  1) (Kessler et  al. 2005a, b). 
Harkening to the results of the Midtown 
Manhattan Study, 26.2% of respondents reported 
a past-year psychiatric disorder; nearly a quarter 
those with a past-year psychiatric disorder were 
classified as serious (Kessler et al. 2005b). As in 
the NCS, comorbidity was common; nearly 30% 
of the people surveyed had two disorders, and 
almost 20% had three (Kessler et al. 2005a, b). 
Likewise, significant unmet need for services 
was observed in the NCS-R; nearly 60% of those 
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endorsing a past-year psychiatric disorder 
remained untreated. Racial/ethnic minorities, low 
SES individuals, elderly persons, the uninsured, 
and rural residents were least likely to receive 
services (Wang et al. 2005). Moreover, the “met 
unneed” assessed originally in the NCS showed 
that the bulk of services for psychiatric or sub-
stance use problems are delivered to people with 
indicators of need, including past year diagnoses, 
and that those without indicators of need are in 
care delivered outside of the formal healthcare 
system (Druss et al. 2007).

Along with the NCS-R, two other cross- 
sectional studies examining the prevalence and 
correlates of psychiatric disorders and rates of 
service utilization among specific racial/ethnic 
groups in the United States—the National Survey 
of American Life (NSAL) and the National 
Latino and Asian American Study (NLAAS)—
comprised the Collaborative Psychiatric 
Epidemiology Surveys (CPES). Together, these 
studies indicate that the prevalence of common 
mental disorders is higher in non-Hispanic white 
Americans than in other racial/ethnic groups 
except Puerto Ricans (Alegria et al. 2007; Kessler 
et  al. 2005a, b; Williams et  al. 2007), although 
this has been the subject of much debate. 
Critically, despite a purported lower prevalence 
of common mental disorders among most racial/
ethnic minority groups, the course of disorder is 
more chronic, disabling, and more likely to 
remain untreated.

In the United States, therefore, community 
psychiatry faces particular and historically endur-
ing challenges of meeting the complex needs of 
those with psychiatric disorders, particularly 
those that are more common. The burden of com-
mon mental illness, and the relative lack of ser-
vices for those most in need, has been well 
documented, with increasing diagnostic preci-
sion and methodological advances—albeit not 
without growing pains—over the postwar 
decades. The “proof” of the burden of mental ill-
ness demonstrated by cross-sectional epidemio-
logic studies carries with it directives to those 
responsible for shaping policies allocating the 
requisite resources for community psychiatry. 
Unfortunately, the response is somewhat diffuse 

and insufficient, underscoring the need for con-
tinued and expanded advocacy in this arena.

World Mental Health Surveys
Efforts to determine the burden of mental illness 
in communities across the world have been 
plagued by diagnostic difficulties; specifically, 
cross-national studies prior to the ECA and NCS 
eras lacked a common format. Structured diag-
nostic instruments facilitated the conduct of large 
psychiatric epidemiology surveys across settings. 
In the 1980s and the 1990s, cross-national epide-
miologic surveys were conducted using the DIS 
(as in the ECA) and the CIDI (as in the NCS and 
NCS-R). However, while these instruments pro-
vided a means of obtaining comparable preva-
lence estimates, they did not adequately assess 
severity, impairment, or treatment. Thus, in 1998, 
the World Health Organization established the 
World Mental Health (WMH) Survey Consortium 
in 1998 to create a diagnostic instrument that 
would fill these gaps (Consortium 2004). After 
extensive cross-national piloting, the WHO 
Composite International Diagnostic Interview 
(CIDI) was ready for use (Consortium 2004).

The WMH surveys, which spanned 14 coun-
tries ranging in development status, were based 
on the NCS model. Face-to-face community 
interviews were conducted with 60,343 adults. 
The WMH surveys estimated the prevalence of 
mental disorders worldwide to be approximately 
30% (Consortium 2004). Moreover, mental dis-
orders account for nearly 40% of healthy years 
lost from disease and are the leading cause of dis-
ability worldwide, even in low- and middle- 
income countries, where the burden of other 
communicable and non-communicable diseases 
is substantially greater than in high-income coun-
tries (Wang et al. 2007).

 Limitations of Cross-Sectional Studies 
of Common Mental Disorders
While the strengths of cross-sectional studies 
have been extremely useful, especially for 
informing community psychiatric care, it is 
important to keep in mind their limitations. First, 
cross-sectional studies are restricted in their abil-
ity to identify causes. That is because cross- 
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sectional studies are unable to establish 
temporality or the temporal ordering of exposure 
and outcome. It is also because prevalence, the 
metric of burden established by cross-sectional 
studies, reflects both incidence, or the occurrence 
of new cases over a given period of time, and 
duration of illness (Susser et al. 2006). Second, 
with few exceptions (Phillips et al. 2009), these 
studies only provide good estimates of common 
disorders and have not proved useful for studying 
the prevalence of severe but less common disor-
ders such as schizophrenia. Third, they have 
focused largely on young and middle-aged adults, 
leaving a gap for information on mental disorders 
in childhood and later life. Fourth, faced with 
limited resources and the need to apply the same 
procedures across settings, they have in general 
not given sufficient attention to cross-cultural dif-
ferences in the expression and measurement of 
mental disorders, although there are some excep-
tions (Kim et  al. 2011). Finally, these cross- 
sectional studies perform much better for 
estimates of current prevalence (whether the indi-
vidual had the disorder over the past 3 or 
12 months) than for estimates of lifetime preva-
lence (whether the individual ever had the disor-
der) (Susser and Shrout 2009). In public and 
policy forums, however, the far less reliable life-
time prevalences tend to be used; when there is a 
need to make sweeping statements about needs 
and services to policymakers and the public, life-
time prevalences are elusively simple and more 
likely to engage the audience.

 Incidence Studies

For severe mental disorders that often persist 
over a long period, such as schizophrenia, inci-
dence studies have provided more information 
than cross-sectional community surveys. We use 
examples of incidence studies of schizophrenia, 
where incidence studies have provided vital 
information on the occurrence of disease across 
time and place and thereby have provided key 
information regarding paths to pursue to under-
stand causes (see the next section).

In the 1960s, the International Pilot Study of 
Schizophrenia (IPSS), sponsored by the WHO, 
set out to determine if it was feasible to engage in 
large-scale epidemiologic research of psychiatric 
disorders, specifically schizophrenia, with com-
parable methods across different contexts and to 
determine what, if any, differences existed in the 
incidence of schizophrenia across contexts 
(Sartorius et al. 1974). Indeed, the IPSS, which 
included 1202 participants in its initial assess-
ment, showed that this type of study was feasible. 
The IPSS also demonstrated that what schizo-
phrenia was, both broadly and narrowly defined 
as a construct with extensively tested instru-
ments, was fairly consistent across contexts 
(Sartorius et al. 1974).

Later, the WHO sponsored the Determinants 
of Severe Mental Disorders (DOSMeD), also 
known as the Ten-Country Study, which built on 
the work of the IPSS to study the variation in 
incidence and course of severe mental illness, 
particularly schizophrenia, across 13 sites in 10 
countries. The DOSMeD found that that nar-
rowly defined schizophrenia arose at about the 
same rate across the countries; more broadly 
defined schizophrenia was far more variable, 
ranging from 1.5 to 4.2 per 100,000 persons aged 
15–54. In addition, the DOSMeD showed a better 
course of schizophrenia in developing versus 
developed countries over a period of 2  years 
(Jablensky et al. 1992), which gave rise to a long 
debate over the potential factual and artifactual 
explanations (Hopper and Wanderling 2000). 
These findings have recently been challenged 
(Saha et al. 2006), and a new study is underway 
to examine whether they hold in contemporary 
societies (Morgan et al. 2015).

As demonstrated by the IPSS and WHO Ten- 
Country Study, incidence studies across contexts 
can show uniformity in rates of a given out-
come—here, schizophrenia. A meta-analysis by 
McGrath shows considerable variation in schizo-
phrenia across population and context (McGrath 
et al. 2004). Some of the most interesting studies 
of schizophrenia incidence, which integrate both 
population and context, are the studies of 
migrants. Elevated rates of schizophrenia have 
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been shown among migrants since the 1930s 
(Cantor-Graae and Selten 2005; Kirkbride et al. 
2006; Ødegaard 1932; Veling et al. 2006). More 
recent studies of schizophrenia incidence have 
examined rates in migrants to Holland in a first- 
contact study in The Hague compared to those in 
the native Dutch (Veling et al. 2006) and a study 
of schizophrenia rates in African Caribbean 
migrants compared to native British in Southeast 
London (Kirkbride et al. 2006). Rates are consid-
erably higher among migrants in these studies. 
That variation of incidence rates exists among 
these populations indicates that a potential social 
mechanism is at play. For instance,  discrimination 
has been shown to be related to elevated rates 
among migrants in The Hague (Veling et  al. 
2006). In addition, other community-level fac-
tors, such as social fragmentation, have been 
shown to be related to the elevated rates among 
African Caribbean people in Southeast London 
(Kirkbride et al. 2006). Other studies have exam-
ined race/ethnicity pursuant to these findings and 
have found, for example, variation between 
blacks and whites in the United States (Bresnahan 
et al. 2007).

Some of the most compelling avenues to pur-
sue involve studying the cascades of social fac-
tors that may produce variation in rates of 
schizophrenia across place and population 
(March et  al. 2008). Upstream social factors, 
such as poverty or structural discrimination, are 
by themselves insufficient to cause disease or dis-
order. However, these upstream risk factors either 
shape or work in conjunction with other, risk fac-
tors more proximate to the individual that accu-
mulate to produce illness (Susser et al. 2006). By 
studying these multilevel factors, we can work to 
identify multiple levels of intervention for ill-
nesses like schizophrenia.

 Limitations of Incidence Studies
While incidence studies can help to address some 
of the limitations of prevalence studies and can 
permit the examination of underlying causes, 
should variation exist, they also have limitations. 
For example, incidence studies are often first- 
contact studies or studies that rely necessarily on 
the incident cases presenting to services for 

ascertainment. Therefore, in contexts that do not 
have coordinated or linked health service records, 
incidence studies prove quite challenging. 
Increasingly, psychiatric registries are used to 
determine incidence rates in given populations 
(e.g., Denmark, Sweden, and Finland), although 
these also have similar limitations because they 
require cases to present to services.

 Observational Studies of Causes

 Natural Experiments

Natural experiments constitute the strongest 
observational design. Natural experiments capi-
talize on external circumstances (whether natu-
rally occurring or, on some level, human-made) 
that select people into groups that are exposed or 
unexposed to a risk factor for disease in order to 
study causes. In natural experiments, the popula-
tion under study has little or no control over the 
circumstances that render them either exposed or 
unexposed to a risk factor or set of risk factors for 
a particular outcome of interest. Because people 
often have the ability to shape their exposure to a 
given set of risk factors for disease (e.g., individ-
ual dietary choices, smoking habits, etc.), and 
because those choices are often linked (e.g., peo-
ple who eat high-fat foods tend to exercise less), 
those who are exposed or unexposed to a particu-
lar risk factor are likely to differ on many other 
factors that may influence a particular outcome of 
interest. That is, the association between expo-
sure and outcome may be confounded by other 
factors that are related to both the exposure and 
the outcome. Isolating the effect of the cause, 
therefore, may prove difficult. Natural experi-
ments, however, help to isolate the causal effect 
of the risk factor of interest by removing from 
consideration other factors that may influence the 
association between exposure and outcome 
(Susser et al. 2006).

Many examples of natural experiments exist 
(Susser et  al. 2006), but we will focus on two 
instances that help elucidate the association 
between prenatal exposure to famine and adult 
schizophrenia here. The first natural experiment 
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we highlight here is the Dutch Famine Study, a 
study of prenatal exposure to famine in Holland 
during the Dutch Hunger Winter of 1944–1945. 
A Nazi blockade of Western Holland at the end 
of World War II gave rise to a severe famine that 
had a clear beginning and end in a particular 
location. In the cities that experienced the fam-
ine, the birth cohort in gestation during the fam-
ine period was nutritionally deficient during 
gestation. Birth cohorts before and after the 
Nazi blockade were not nutritionally deficient 
during gestation, and neither were the birth 
cohorts in cities that were not subject to the 
Nazi blockade. Rates of schizophrenia during 
adulthood were twice as high among the birth 
cohorts exposed to prenatal nutritional defi-
ciency than those that were not (Susser et  al. 
2006; Susser and Lin 1992).

Another natural experiment in China 
obtained similar results. During the Great Leap 
Forward in China in the 1950s and 1960s, the 
collectivization of agriculture, adoption of poor 
agricultural practices, and reduction of culti-
vated land contributed to a famine that affected 
the entire country. However, certain provinces 
in China were more profoundly affected than 
others. Anhui province was one of the most 
severely affected. By the spring of 1959, people 
in Anhui were starving and began dying in 
masses. In early 1961, the famine had receded, 
whereas it continued in other provinces in 
China throughout the year—circumstances that 
were beyond the control of those exposed or 
unexposed. As in the Dutch Famine Study, 
researchers capitalized on this natural experi-
ment to examine the rates of adult schizophre-
nia among those exposed to famine in utero. 
And, as in the Dutch Famine Study, rates of 
schizophrenia were twice as high among the 
people in provinces exposed to famine during 
gestation as those who were not exposed to 
famine during gestation (St Clair et  al. 2005). 
Both studies provided robust evidence in the 
context of a string design consisting of natu-
rally occurring (albeit man-made) experiments 
indicating that prenatal nutritional deficiency 
was associated with increased risk of schizo-
phrenia during adulthood.

 Limitations of Natural Experiments
While natural experiments assess conditions that 
are arguably the most reflective of everyday life 
because of the high ecological validity of the 
study design, these studies are not without limita-
tions. First, natural experiments are difficult to 
replicate in the same form as they derive from 
conditions uncontrolled by study investigators. 
For example, the famines in the Netherlands and 
in China affected different kinds of societies for 
different lengths of time. Nonetheless, these dif-
ferences resulted in complementary results, lend-
ing strength to the inference that early prenatal 
maternal famine was linked to schizophrenia in 
offspring. Natural experiments can be biased by 
unadjusted confounding, because investigators 
typically conduct these studies retrospectively 
and opportunistically and are unable to fully 
assess potential differences between exposed and 
unexposed populations. Finally, in some natural 
experiments, follow-up data may be subject to 
recall bias affected by memory, emotional states, 
and an awareness of the study’s goals.

 Cohort Studies

Cohort studies, which are longitudinal observa-
tional studies of subjects with a shared character-
istic (e.g., birth date) or experience (e.g., military 
service), can grapple with the issue of temporal-
ity and distinguish between cause and effect. One 
of the most notable cohort studies with real rele-
vance to community psychiatry is the British 
1946 birth cohort study, known formally as the 
National Survey of Health and Development 
(NSHD). This particular study is the oldest—
now in its 65th year (Pearson 2011)—among the 
British birth cohort studies, which include sam-
ples from 1946 (Wadsworth et  al. 2006), 1958 
(Power and Elliott 2006), 1970 (Elliott and 
Shepherd 2006), and 2000 (Parkinson et  al. 
2011), and the longest ongoing birth cohort study 
in the world (Council 2011). The NSHD com-
prises a cohort of 5362 children born in the 
England, Scotland, and Wales in the same week 
of March 1946, which has been assessed 22 times 
to date. The 5362 cohort members were culled 
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from an original sample of 13,867 children born 
to 91% of all British mothers giving birth during 
the weeklong time frame. Like the cross- sectional 
studies described in the previous section, the 
NSHD was initiated in response to a set of social 
contextual concerns—poverty, employment, 
housing, declining birth rates, and health—and in 
service of shaping policies that might make a dif-
ference in the health and lives of a generation 
coming up in a dramatically changed postwar 
Britain (Council 2011).

The architect of the study, physician James 
Douglas, wove an interest in mental health and 
wellbeing into the study, undertaken originally to 
examine the quality of maternity services across 
social class, very early on. As a result, cohort 
assessments during childhood included maternal 
and teacher questions regarding children’s behav-
ior and mental wellbeing. Over the course of the 
entire study—during some childhood assess-
ments and all assessments during adulthood, 
cohort members have been surveyed on their 
thoughts and emotions (Council 2011) using a 
variety of validated instruments for surveying 
symptoms of mental disorders. With implications 
for prevention, assessments of cognitive func-
tioning, and aspects of physical health, the NSHD 
offers a trove of epidemiological information 
regarding how these illnesses unfold over time 
together with the types of exposures that are par-
ticularly important.

The NSHD has provided some key informa-
tion regarding mental health over the life course, 
including early determinants of mental health, 
the course of mental disorders over the life span, 
the role of reproductive issues in the mental 
health of women, and treatment use. For exam-
ple, researchers have documented long-term psy-
chiatric effects of child and adolescent 
psychological conditions 40 to 60  years later 
(Colman et al. 2007; Stafford et al. 2015) as well 
as strong associations between vascular risk, cog-
nitive function, and brain function in older adults 
(Lane et al. 2019, 2020).

Over time, new cohort studies of psychiatric 
epidemiology have emerged to examine trends 
among diverse study samples (e.g., National 
Latino and Asian American Study) and extend 

well-known, existing studies through follow-up 
data collection waves (e.g., National 
Epidemiologic Survey of Alcohol and Related 
Conditions I–III) (Grant and Dawson 2006). 
Large population birth cohorts have been 
launched with mental disorders as a central out-
come of interest and biological as well as ques-
tionnaire data (Fraser et al. 2013; Magnus et al. 
2006; Olsen et  al. 2001). Additionally, studies 
have increasingly utilized electronic medical 
records and medical registries as rich sources of 
psychiatric epidemiological data and have also 
incorporated the collection of a wide range of 
genetic and biological data to better assess the 
physiological correlates and underlying molecu-
lar mechanisms of psychiatric disease (e.g., 
iPSYCH) (Pedersen et al. 2018).

 Strengths and Limitations of Cohort 
Studies
Perhaps the most notable strength, cohort studies 
permit an assessment of a causal relation between 
exposure and outcome, because they satisfy the 
hallmark criterion for causality—that the expo-
sure preceded the outcome. Cohort studies also 
permit the examination of the relations among a 
variety of exposures and outcomes, as they unfold 
over the life course. The major drawbacks to 
cohort studies are the investments required, in 
terms of financial and temporal commitments. 
Two factors underlying the marked success of the 
NSHD, for example, are the virtually continuous 
stream of funding and the continuity of investiga-
tors and research personnel.

 Case-Control Studies

Case-control studies, which examine exposure to 
a given risk factor of interest among pre-defined 
outcome groups (e.g., one with the disorder of 
interest and one without), can be used to answer 
a question more efficiently than a cohort study, 
particularly for outcomes that occur in less than 
10% of the population. The efficiency offered by 
a case-control study outweighs the potential for 
bias, although steps can be taken to minimize 
bias. There are also many other advantages and 
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disadvantages to the use of each of these designs, 
elaborated elsewhere (Rothman et  al. 2008; 
Susser et al. 2006).

One way to conceptualize a case-control study 
is as an efficient way of sampling an underlying 
cohort of exposed and unexposed people, some 
of whom develop the disease of interest (Rothman 
et  al. 2008; Susser et  al. 2006). This is most 
clearly seen in the context of a nested  case- control 
study where the underlying cohort is enumerated, 
though the same logic applies to all case-control 
studies. A good example of a nested case-control 
study is the ABC study of autism within a large 
Norwegian birth cohort, which drew both the 
autism cases and the controls from the same 
source population, i.e., the large research cohort 
(Stoltenberg et al. 2010).

The goal of a case-control study is to obtain 
the result that one would have obtained in a per-
fect cohort study, but using far fewer respon-
dents. The validity of the case-control study 
depends on two critical steps regarding selection 
of controls: (1) selecting controls from the same 
source population that gave rise to the cases and 
(2) selecting controls independent of exposure 
status. When these two principles are applied, 
the controls will represent the ratio of exposed to 
unexposed in the population from which the 
cases were derived.

Under these conditions, other things being 
equal (e.g., control of confounding, validity of 
exposure data), the odds of exposure for cases 
versus noncases (exposure odds ratio from a 
case-control study) is equal to the odds of disease 
for exposed versus unexposed (disease odds ratio 
from a cohort study based in the same source 
population). This equality of the exposure odds 
ratio in a case-control study and the disease odds 
ratio in the underlying cohort can be demon-
strated algebraically. Thus, the relation of expo-
sure to disease, in the form of an odds ratio, can 
be obtained from a case-control study. In a nested 
case-control study, when the underlying cohort 
can be fully enumerated, one can select controls 
from the source population (i.e., the underlying 
cohort) independent of exposure status and 
thereby obtain the same odds ratio in a case- 
control study as one would have obtained in a 

cohort study, but at much less cost and in a much 
shorter time.

The majority of case-control studies, however, 
are not nested in a fully enumerated cohort. One 
has to conceptualize and then sample the source 
population that gave rise to the cases. This intro-
duces potential for bias, because there is gener-
ally some uncertainty about the source population 
and the best approach to sample it. In many 
though not all scenarios, this potential bias can be 
minimized by a thoughtful design, and case- 
control studies will produce valid results. Like 
cohort studies, there are numerous variations of 
the case-control design, but they are all based on 
the premise that the (exposure) odds ratio from 
the case-control study will approximate the (dis-
ease) odds ratio that would have been obtained 
from a cohort study of the source population.

Here, we use the example of a case-control 
study that examined the contribution of heavy 
alcohol use to the increase in adult mortality rates 
in Russia in the 1990s (Zaridze et al. 2009). By 
the year 2000, in Russia, the probability that a 
15-year-old man would die before age 35 was 
10% and that a 35-year-old man would die before 
age 55 was 27%; in Western Europe, these prob-
abilities were only 2% and 6%, respectively 
(Zaridze et  al. 2009). This reflected a dramatic 
increase in mortality that was unprecedented for 
an industrialized society, except in the context of 
war. Researchers hypothesized that the increase 
in mortality could be related to increased alcohol 
consumption in the context of the social upheaval 
that accompanied the dissolution of the Soviet 
Union.

The investigators studied three industrial cit-
ies in western Siberia with 2002 census popula-
tions of 0.5 million, 0.7 million, and 0.2 million 
and principally European Russian populations. 
In these cities, both the overall mortality rates 
and the distribution of certified causes of death 
were similar to those in the whole of Russia and 
fluctuated in a similar way, with a sudden large 
increase in mortality from 1992 to 1994 (Men 
et  al. 2003). The cases and controls were 
selected from 200,000 residents of these 3 cities 
who died age 15–74  years between 1990 and 
2001. In addition to name, age, sex, and cause of 
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death (recoded to ICD by the investigators), the 
address of the deceased was recorded on death 
records. The investigators culled information 
about alcohol use by the deceased by visiting 
their addresses in death records and conducting 
proxy interviews with family members. Cases 
were defined as persons who died from causes 
suspected beforehand to be related to alcohol or 
tobacco. Controls were persons who died from 
any other cause.

We call attention to three key results of this 
study. First, the authors inferred that there was a 
causal relation between heavy alcohol use and 
mortality. Further, they estimated that alcohol 
was responsible for about one half of deaths 
among men and one quarter of deaths among 
women in the age group 35–54 and was also a 
major cause of death among men and women in 
the age group 55–74. Second, the largest contrib-
utors to alcohol-associated excess mortality were 
accidents and violence.

Third, after their case-control data suggested 
that the association between heavy alcohol use 
and mortality was likely to be causal, the authors 
turned to another approach to help rule out alter-
native explanations. They examined the ecologi-
cal relationship between alcohol use and 
mortality in the 1980s in Russia, the period prior 
to the social upheaval that accompanied the col-
lapse of communism. They showed that between 
1985 and 1987, following a short-lived 1985 
restriction placed on alcohol use under the 
Gorbachev regime, both alcohol use and mortal-
ity declined suddenly and sharply. This sug-
gested that other effects of the social upheaval of 
1991 were less viable explanations for the 
increased mortality of the 1990s and supported 
the view that increased mortality was mediated 
by increased alcohol consumption, as suggested 
by their case-control study. This finding is also 
remarkable for the closeness in timing of the 
fluctuations in alcohol use and mortality, again 
suggesting that immediate behavioral effects of 
alcohol mediated much of the relationship to 
mortality. It provides an informative contrast 
with cigarette smoking, for which mortality is 
mainly related to long-term effects on disease 
risk later in life.

 Case Study: Evaluating the Mental 
Health Impacts of the COVID-19 
Pandemic During the First Six Weeks 
of the National Lockdown in Soweto, 
South Africa

In this section, we provide a case study to illus-
trate some of the concepts explored in this chap-
ter using a prolonged global health catastrophe 
that has highlighted the importance of psychiatric 
epidemiology worldwide: the coronavirus 
(COVID-19) pandemic. COVID-19 began in 
December 2019 originating in Wuhan, China. 
COVID-19 quickly traveled out of its initial epi-
center to affect the rest of the world. The first 
confirmed case of severe acute respiratory syn-
drome coronavirus 2 (SARS-CoV-2) infection in 
South Africa appeared on March 5, 2020. South 
Africa quickly became a site of international 
interest for the public health community as the 
pathophysiological sequelae of the novel virus 
among those with pre-existing chronic conditions 
and broader societal impact of the COVID-19 
pandemic in low- and middle-income countries 
(LMIC)—with exception to China—were 
unknown at the time. The country’s high preva-
lence of disease morbidity (including HIV/AIDS 
and tuberculosis) and socioeconomic constraints 
posed major concerns for the country’s public 
health infrastructure.

Similar to other LMICs, South Africa already 
faced high rates of psychiatric morbidity and low 
mental healthcare access and usage (Docrat et al. 
2019; Williams et al. 2008). The rapid onset of 
the pandemic and its drastic societal conse-
quences, including the national lockdown and its 
harsh enforcement, introduced new adversities to 
existing problems. Evidence on COVID-19 
reported that forced quarantine and its secondary 
impacts, including social isolation, psychological 
distress, and household socioeconomic damages, 
have had widespread psychiatric consequences 
among affected communities (Kim et al. 2020).

Soon after President Cyril Ramaphosa com-
menced the national lockdown on March 27, 
2020, the first author and colleagues quickly 
shifted an ongoing survey to examine the mental 
health impacts of the COVID-19 pandemic in 
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Soweto, a major urban city located southwest of 
Johannesburg. Soweto was a major site of politi-
cal resistance in the anti-apartheid movement and 
is now a diverse African township comprised of 
many communities from various ethnic, linguis-
tic, and socioeconomic backgrounds. The preva-
lence of infectious and non-communicable 
diseases is also quite high among residents 
(Hopkins et  al. 2019). During this time, the 
 epidemiological literature on COVID-19 lacked 
sufficient data from studies with longitudinal 
designs and was thus limited to cross-sectional 
analyses. Furthermore, many of these studies uti-
lized online surveys to collect data on COVID-19 
experiences, excluding hard-to-reach and other 
marginalized communities with little to no access 
to the internet, computers, and other electronic 
devices. Thus, using a community-based epide-
miological study, our study team combined pre- 
existing data with telephonic follow-up survey 
data on COVID-19 and mental illness risk to 
understand experiences during lockdown and the 
mental health impacts of living through the pan-
demic. Our follow-up interviews extended what 
was initially a cross-sectional survey into a longi-
tudinal cohort study among those who partici-
pated in our COVID-19 study.

We reported that higher perceived risk of 
COVID-19 infection predicted greater depressive 
symptoms (p < 0.001; Fig. 1). This cross- sectional 
association was stronger among adults who 
reported worse histories of childhood trauma, 
assessed through the adverse childhood experi-
ences (ACEs) survey, though after adjusting for 
covariates this effect was marginally significant 
(p  =  0.063; Fig.  2). The strong association 
between perceived COVID-19 risk and depres-
sive symptomatology remained after controlling 
for a suite of demographic, socio-environmental, 
and psychological data that came from the first 
wave of data collection of the study before the 
onset of the pandemic, which allowed us to rule 
out the possibility that pre-pandemic mental 
health status and social circumstances con-
founded the relationship between COVID-19 risk 
perceptions and depressive symptoms. These 
variables included recent psychiatric risk 
(assessed by the General Health 

Questionnaire-28), perceived quality of life, 
social stress, coping behaviors, and demographic 
factors, all of which were assessed during the first 
wave of data collection, and COVID-19 knowl-
edge. We also found that childhood traumatic 
events were common in our sample as the aver-
age number of ACEs was 3.5 events. Furthermore, 
14.5% of participants exhibited symptoms of 
major depressive disorder, which was assessed 
using the Center for Epidemiologic Studies- 
Depression 10-item screener. Depressive risk 
was determined if participants surpassed the cut- 
off score of 10.

Notably, our study only assessed the psycho-
logical impacts of the pandemic during the first 
6 weeks of the national lockdown, which is when 
rates of COVID-19 infection were still quite low 
in Soweto relative to the initial origin sites in the 
wealthier, white northern suburbs of 
Johannesburg, where many travelers from Europe 
resided and were understood to have brought 
COVID-19 to the country. Outbreaks of 
COVID- 19 were most severe during the first peak 
of the pandemic during July–August 2020, which 
likely led to greater psychological and social bur-
dens in Soweto. As we are continuing to survey 
individuals in this study, we aim to continue trac-
ing the mental health impacts throughout the 
course of pandemic. In summary, our results 
highlight the compounding effects of past trau-
matic histories and recent stress exposures from 
the COVID-19 pandemic on exacerbating the 
severity of depressive symptoms among adults 
living in urban South Africa.

Since the completion of this analysis, the 
course of the COVID-19 pandemic in South 
Africa rapidly shifted after several key events 
occurred: the introduction of new viral variants, a 
second wave of COVID-19 cases, the successful 
development of several vaccines, subsequent 
global inequities in vaccine availability and dis-
tribution, and the limited efficacy of early vac-
cines. The South African public saw temporary 
relief from the daily adversities and elevated risk 
of infection stemming from the first wave for a 
few months after peak levels substantially 
declined in September 2020. Yet millions of fam-
ilies were left to face the ongoing consequences 
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Fig. 1 Predicted depression scores by perceived 
COVID- 19 risk group. Note: Greater perceived risk of 
COVID-19 infection corresponds with greater depression 
symptomatology in adults living in Soweto. The effect of 
being in the “More risk” group is highly significant 
(p  =  <0.001) relative to being at “Less risk,” while the 

effect of perceiving that one is at the “Same risk” of 
COVID-19 infection relative to other individuals living in 
Soweto on depression symptoms is marginally significant 
(p = 0.088). The respective predicted CES-D-10 scores for 
each group are as provided

Fig. 2 Childhood trauma (ACEs) and depression scores 
(CESD) by COVID-19 risk group. Note: Greater child-
hood trauma (ACEs) potentiates the positive relationship 
between greater perceived COVID-19 risk and the sever-

ity of depressive symptomatology. The effect of the inter-
action between childhood trauma and perceived 
COVID-19 risk on depression is marginally significant 
(F[1, 208] = 3.51, p = 0.0625)
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of the pandemic and lockdown, including intense 
economic insecurity, the physical and psychoso-
cial effects of the prolonged quarantine, and, for 
some who contracted COVID-19, the lingering 
effects of the relatively unknown disease and its 
side effects.

 Conclusion

In this chapter, we have covered epidemiological 
terrain with particular relevance to community 
psychiatry. We have focused and anchored his-
torically our discussion on two key areas: obser-
vational studies of incidence and prevalence and 
observational studies of causes. In examining 
first observational studies of incidence and preva-
lence, we have provided basic information on the 
measures of disease occurrence and their practi-
cal uses. We have sketched the epidemiology of 
mental disorders in the United States through 
select surveys, presented the key results of an 
important cross-national survey, and addressed 
their implications for public policy and the allo-
cation of resources for prevention and treatment.

In subsequent discussions of observational 
studies of causes, we have covered in-depth natu-
ral experiments, cohort studies, and case-control 
studies by use of examples that highlight the con-
nection between epidemiology and community 
psychiatry and indicate how useful methodologi-
cally sound epidemiologic studies can be for the 
purposes of undertaking studies of causes in the 
broad range of outcomes with which community 
psychiatry concerns itself.

Psychiatric epidemiology is needed to track 
mental health profiles of population, especially 
during public health emergencies and pandemics 
like COVID-19. In our case study in Soweto, we 
illustrated the numerous barriers that limited 
resources settings faced for effective sampling 
strategies, especially during COVID-19.

In closing, epidemiology and its armamentar-
ium of methods provide a set of tools that can be 
put to good use in community psychiatry. 
Epidemiology helps provide an evidence base for 
community psychiatry, with an eye, ultimately, 
toward intervention. Indeed, epidemiologic stud-

ies have contributed much to the evidence base 
policymakers leverage to allocate funding for 
interventions, services, models of treatment pro-
vision, and directions in what treatments work 
best for people in a given circumstance. Finally, 
we propose that professionals in community psy-
chiatry and the people they hope to serve should 
be actively involved in determining the most 
important questions to which epidemiology 
should be applied in the coming era. New meth-
ods might be needed, but these should be driven 
by new as well as still unresolved questions.
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Social and Political Determinants 
of Health and Mental Health

Ruth S. Shim and Monica Taylor-Desir

 Introduction

The rise of the Community Mental Health 
Movement in the early 1960s, bolstered by the 
Civil Rights Movement, brought the biopsycho-
social model to the center of mental health care, 
resulting in a greater acknowledgment that bio-
logical, psychological, and social factors interact 
to create poor mental health outcomes. At the 
same time, deinstitutionalization, coupled with 
inadequate and underfunded community mental 
health services, led to an exacerbation of mental 
health inequities among marginalized popula-
tions with serious mental illness and substance 
use disorders. These marginalized populations 
were most susceptible to the damaging effects of 
the social and political determinants of health 
and mental health. The World Health Organization 
(WHO) defines the social determinants of health 
as “the conditions in which people are born, 
grow, work, live, and age, and the wider set of 
forces and systems shaping the conditions of 
daily life” (World Health Organization 2020). 

The WHO goes on to implicate the social deter-
minants of health as the major cause of health 
inequities worldwide. When considering com-
munity psychiatry in the modern era, one cannot 
begin to consider mental health disparities and 
inequities without accounting for the social deter-
minants of mental health. While not distinctly 
different from the social determinants of health, 
the social determinants of mental health deserve 
special emphasis because they may lead more 
robustly to poor mental health outcomes and 
mental health inequities seen in society.

With increased attention to the social determi-
nants of health and mental health over time, com-
munity psychiatrists have a greater understanding 
of its importance. Much awareness was gained 
with the release of the seminal report, Closing the 
Gap in a Generation, written by the WHO’s 
Commission on Social Determinants of Health 
(2008). This report assembled the data on the role 
of the social determinants of health in perpetuat-
ing social injustice and inequities in health out-
comes, leading to a significant increase in 
publications and initiatives focusing on these 
issues. Healthy People 2020 emphasized five 
social determinant areas: economic stability, edu-
cation, social and community context, health and 
health care, and neighborhood and built environ-
ment. Healthy People 2030 builds on this work, 
identifying the social determinants of health as 
one of its five overarching goals (US Department 
of Health and Human Services 2020). 
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Additionally, over the years, there have been calls 
to action to address the social determinants of 
mental health within the behavioral health field 
(Shim and Compton 2018). This chapter dis-
cusses the importance of the social determinants 
of mental health, presents evidence highlighting 
specific social determinants, and identifies inter-
vention points to illustrate how community psy-
chiatrists can combat structural racism by 
addressing the social and political determinants 
of mental health, leading to more equitable and 
improved mental health outcomes.

 Framework for the Social 
Determinants of Mental Health

In considering the social determinants of mental 
health, a conceptualization (see Fig. 1) is helpful 
to enhance understanding of multiple contextual 
factors (Shim and Compton 2020).

The top of the figure represents poor mental 
health outcomes (and mental health inequities). 
Moving down the figure, underlying poor mental 
health outcomes are risk factors for mental ill-

nesses and substance use disorders. Risk factors 
are defined as characteristics that precede a disor-
der and are statistically associated with the devel-
opment of the disorder. These include 
physiological stress responses, psychological 
stress, behavioral risk factors, “poor choices,” 
and reduced options. Psychiatry places a great 
deal of emphasis on the identification and stratifi-
cation of risk factors, especially when conducting 
suicide risk assessments. However, when consid-
ering the social determinants of mental health, it 
becomes increasingly clear that if one is interven-
ing at the level of the risk factor (i.e., at the level 
that directly precedes the development of dis-
ease), the intervention may be too late. Rather, 
research on the social determinants of health 
advocates moving “upstream” to address “the 
causes of the causes” (Marmot 2007). Moving 
upstream (or down the figure) leads to the social 
determinants of mental health. These are grouped 
into four categories in Fig. 1: (1) pervasive US 
societal problems (adverse early life experiences, 
discrimination and racism, exposure to violence, 
and interaction with the criminal justice system), 
(2) opportunities for accruing wealth (low edu-

Reduced options,

Homelessness,

Food insecurity
Transportation

insecurity
Poor access to

health care

Adverse features
of the built
environment

Neighborhood
disorder

Pollution exposure

Climate change

Adverse early life
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Exposure to vio-

lence,conflict
Interaction with
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justice system
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Unemployment,
Underemployment

Poverty,income
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Area-level poverty
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Physiologic stress
responses

Psychological
stressfactors

Behavioral risk
“poor choices”

Adverse mental health outcomes

Unfair and unjust distribution of opportunity

Public policise Social norms

Fig. 1 A conceptualization of the social determinants of mental health
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cation, unemployment and underemployment, 
poverty and income inequality, and area-level 
poverty), (3) basic needs (housing instability, 
food insecurity, transportation insecurity, and 
poor access to health care), and (4) the physical 
environment (adverse features of the built envi-
ronment, neighborhood disorder, exposure to 
pollution, and climate change) (Compton and 
Shim 2020). This is not meant to be a complete 
list of social determinants of mental health, but it 
should serve as a starting point for considering 
the upstream “causes of the causes” of poor men-
tal health outcomes.

In further examining the conceptualization, 
beneath these social determinants of mental 
health are the unfair and unjust distribution of 
opportunity – a concept defined as social injus-
tice. The driving forces behind injustice in soci-
ety are the public policies and social norms that 
govern that society. Public policies are the laws, 
policies, ordinances, and rules (both written and 
unwritten) that regulate institutions, communi-
ties, and governments. The political determinants 
of health describe these public policies which 
influence relationship structures, resource distri-
bution, and the administration of power. These 
elements influence one another to tip the balance 
of health equity and health inequities (Dawes 
2020). Social norms are the values that we intrin-
sically place on population groups – specifically, 
those groups we choose to value as a society and 
those groups we choose to diminish or devalue. 
Throughout history, people with serious mental 
illnesses and substance use disorders have been 
consistently stigmatized, devalued, and 
oppressed. Social norms include beliefs that peo-
ple with mental health problems and substance 
use disorders are morally and spiritually defi-
cient, make poor decisions, or are emotionally 
weak. As a result, society passes laws and creates 
policies to reflect these values. For example, the 
policy that creates a lack of insurance parity for 
mental health and substance use disorders ensures 
that people with mental illnesses and substance 
use disorders have less access to services com-
pared to people with physical health conditions. 
Similarly, other damaging policies have led to 
people with mental health problems and sub-

stance use disorders being criminalized, resulting 
in disproportionate levels of interaction with the 
carceral system (Dvoskin et al. 2020).

 The Social Determinants of Mental 
Health Evidence Base

Social determinants of mental health are impor-
tant contributors to poor mental health outcomes 
and mental health inequities. This chapter will 
highlight evidence that demonstrates how the 
social determinants of mental health impact the 
lives of individuals and their communities. We 
will highlight the importance of addressing the 
social determinants of mental health in develop-
ing prevention, treatment, and research 
strategies.

 Exposure to Violence

Violence is an expressed form of oppression, 
meaning that commonly oppressed groups 
(minoritized populations, people of lower socio-
economic status) are at risk for being victims of 
physical and structural violence (Young 1990). 
Recent studies have estimated the prevalence of 
US children’s exposure to community violence 
ranging from a shocking level of 50–75%, and 
one study found that the number of indirect vio-
lence exposures was significantly associated with 
any adverse mental health outcome, especially 
posttraumatic stress disorder (PTSD) and depres-
sion (Gollub et al. 2019). The National Survey on 
Children’s Exposure to Violence surveyed chil-
dren of various races, gender, socioeconomic sta-
tus, family structure, region, and developmental 
stage of the child, noting that most children in the 
United States have experienced direct or indirect 
exposure to violence within the previous year, 
with 10% reporting five or more violent expo-
sures within the previous year (Finkelhor et  al. 
2013). Additionally, among North American 
Indigenous youth populations, Hautala and 
Sittner (2018) found an association between 
direct and indirect violence exposure and 
increased risk of substance use disorders.

Social and Political Determinants of Health and Mental Health
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 Unemployment and Job Insecurity

The mental health impacts associated with 
employment have been exposed in the wake of 
the coronavirus disease 2019 (COVID-19) 
pandemic, in which a significant portion of the 
US population has lost their jobs or have been 
deemed “essential workers,” requiring them to 
take significant risks to their health to main-
tain employment. During the COVID-19 pan-
demic, job insecurity was associated with an 
increase in anxiety symptoms (Wilson et  al. 
2020). Unemployment is associated with poor 
mental health, and, in Norway, one study 
found a direct association with increased pre-
scriptions of psychotropic drugs at times of 
unemployment compared to times when indi-
viduals were employed (Kaspersen et al. 2016; 
Øverland 2016).

 Homelessness and Housing 
Instability

Housing instability and homelessness is a major 
contributor to poor health outcomes for chil-
dren, adults, and families. While it is difficult at 
times to determine causality, data suggests that 
serious mental illness is not the main contribu-
tor to homelessness in the United States 
(Substance Abuse and Mental Health Services 
Administration 2011). The United States 
Conference of Mayors conducts an annual sur-
vey of hunger and homelessness which has con-
sistently showed the dearth of affordable 
housing is the leading cause of homelessness. 
The other top contributors to homelessness 
include unemployment, poverty, and low wages 
(National Law Center on Homelessness and 
Poverty, 2018). However, evidence does support 
that being homeless does contribute to worse 
mental health outcomes, including suicidal ide-
ation, trauma, and substance misuse (Padgett 
2020). Similarly, a systematic review of people 
under threat of eviction found associated poor 
mental health outcomes, including depression, 
anxiety, and psychological distress (Vásquez-
Vera et al. 2017).

 Climate Change

The most recent United Nations (UN) Climate 
Report sounded the alarm for a concerted global 
effort to address climate change. The UN noted 
that a rise in global temperatures of 1.5 °C could 
lead to the displacement of millions of people, 
rising sea levels, decreased production of critical 
crops, forest fires, and pandemics (World 
Meteorological Organization 2020). 
Nevertheless, it is challenging to attribute climate 
change to adverse mental health outcomes for 
several reasons, including lack of data on pre-
morbid mental health problems, associated tran-
sient stress responses associated with 
weather-related disasters, and interaction with 
various other social determinants of mental 
health (Hayes et al. 2018). That said, data on the 
aftermath of Hurricane Katrina found sustained, 
elevated rates of PTSD over time. These findings 
have persisted across many other extreme weather 
events, including floods and drought (Rataj et al. 
2016). The impact of climate change as a social 
determinant of mental health is still an emerging 
area of research and investigation (see chapter 
“Climate Change: Impact on Community Mental 
Health”).

 Points of Intervention to Address 
the Social Determinants of Mental 
Health

 Discrimination and Racism

The Aspen Institute defines structural racism as 
“a system in which public policies, institutional 
practices, cultural representations, and other 
norms work in various, often reinforcing ways to 
perpetuate racial group inequity” (The Aspen 
Institute 2016). These racial group inequities are 
often expressed in actions as discrimination. 
Structural racism contributes to the unjust and 
unfair distribution of opportunity in society, 
which leads to the creation of the various social 
determinants of mental health. As racial inequi-
ties are baked into the structures of society 
(through policies and institutional practices), 
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they cannot be easily undone by changing indi-
vidual interpersonal interactions. Dismantling 
structural racism involves ending old, racist poli-
cies and creating new, anti-racist policies. For 
example, in 2018, the majority of Black (69%) 
and Latinx (67%) people with mental illnesses 
reported not receiving treatment, compared to 
51% of White people (Substance Abuse and 
Mental Health Services Administration 2019). 
For people with serious mental illnesses, the 
numbers were equally concerning, with 42% of 
Black and 44% of Latinx people not receiving 
treatment, compared to 33% of White people 
with serious mental illnesses (Substance Abuse 
and Mental Health Services Administration 
2019). If these numbers are considered through 
the lens of patient-level factors, it is easy to con-
clude that Black and Latinx people do not access 
or receive treatment due to stigma, lack of insight 
about illness, and poor adherence to treatment 
recommendations (Nadeem et  al. 2007). 
However, recent studies have determined that 
cost and lack of insurance are the most common 
cause given for those that report unmet need, 
almost twice as often as minimization of symp-
toms and nearly five times as often as perceived 
stigma (Alang 2019; Walker et al. 2015). Thus, 
structural forces, not individual patient prefer-
ence, are the main drivers of poor access to men-
tal health care.

Another factor contributing to the significant 
lack of access to mental health services of minori-
tized populations includes the low numbers of 
psychiatrists that accept insurance compared 
with physicians in other specialties (Bishop et al. 
2014). In 2009–2010, only 55% of psychiatrists 
accepted private, noncapitated insurance, and 
only 43% accepted Medicaid (compared to 88% 
and 73% of physicians in other specialties). There 
are many explanations for this inequity in insur-
ance acceptance, including lower reimbursement 
rates, coupled with longer visits needed to pro-
vide psychotherapy. However, the shortage of 
psychiatrists and general high demand for mental 
health care services mean that psychiatrists have 
the power to dictate how they interface with the 
mental health care system. For those psychiatrists 
without a background or interest in community 

psychiatry, the desire to provide psychotherapy 
to patients of a higher socioeconomic status 
(patients that are of similar backgrounds and 
experiences) may be very strong. Similarly, psy-
chiatrists who have implicit bias and discrimina-
tory beliefs toward Black, Indigenous, and other 
People of Color, operating a solo private practice 
that takes cash only can ensure less interaction 
with these populations.

Lack of equitable insurance access is the result 
of discrimination and structural racism – policies 
that promoted desegregation of the health care 
system in the United States were often coupled 
with pushes for universal health care coverage 
(Hoffman 2008). During these efforts, the 
American Medical Association was strongly 
opposed to expanding health care coverage to all 
Americans, leading to widening gaps in access. 
Efforts to expand Medicaid and decrease unin-
surance rates in the United States (including the 
Affordable Care Act) continue to be met with sig-
nificant opposition that ensures the persistence of 
racial and other inequities in health care coverage 
(Lantz and Rosenbaum 2020).

Thus, in considering improving mental health 
treatment outcomes and closing the gap of mental 
health inequities, greater attention should be paid 
to ensuring that everyone has access to health 
insurance at rates that cover mental health and 
substance use disorders at the same level as phys-
ical health conditions. Further, policies must 
ensure that mental health professionals can pro-
vide services to all sectors of the population, not 
just those people with access to insurance or with 
income levels that enable people to pay out-of- 
pocket for treatment services.

The point of intervention involves changing 
existing policies and laws that regulate mental 
health care insurance access. This requires elect-
ing public officials with a commitment to advo-
cate for more racially equitable policies that 
support greater access to mental health services 
and incentivize training mental health workers 
with an interest in providing services in commu-
nity settings. Thus, laws and policies that impede 
or suppress voting result in perpetuating the sta-
tus quo. Because of policies and laws that have 
criminalized mental illness, many people with 
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substance use disorders and mental illnesses 
access mental health services after they have 
been arrested or served time in criminal justice 
settings. As a result, some of the very people who 
could vote to improve policies for people with 
serious mental illnesses and substance use disor-
ders (people with lived experiences of substance 
use disorders and serious mental illnesses) have 
been marginalized in society and unable to vote. 
Thus, policies need to focus on improving com-
munity power and political voice for oppressed 
and marginalized communities.

 Adverse Early Life Experiences

Childhood trauma is a powerful social determi-
nant of mental health. Previous studies (utilizing 
the Adverse Childhood Experience [ACE] study) 
have found correlations between early childhood 
trauma and a host of poor health and mental 
health outcomes, including increased behavioral 
risk factors (e.g., early age of initiation of sexual 
activity and cigarette smoking), increased suicide 
attempts, and early mortality (Felitti et al. 1998). 
These findings are remarkably consistent, but 
also made more concerning in light of newer 
findings that show that the original ACE study 
did not include many common traumatic experi-
ences that are more often experienced by children 
of color, including interaction with the foster care 
system, experiencing racism, and witnessing vio-
lence in neighborhoods (Cronholm et al. 2015). 
Additionally, the concept of complex posttrau-
matic stress disorder (C-PTSD), recognized as a 
mental illness internationally, but not in the 
United States, highlights the unique risk that chil-
dren and adolescents who are unable to remove 
themselves from traumatic circumstances face 
when they have the potential to be re-traumatized 
in their social environments (Kazlauskas et  al. 
2020). Thus, unfair and unjust distribution of 
opportunity is a major contributor to differential 
experiences of childhood trauma that exist in 
society. Public policies and social norms drive 
these differential and inequitable opportunities. 
Children of lower socioeconomic status or of 
minoritized groups are often not valued (or given 

the same opportunities to achieve healthy lives) 
as children from higher socioeconomic status. As 
a result, these children often experience greater 
incidence and prevalence of adverse childhood 
experiences.

The intervention point for addressing the 
social determinant of adverse childhood experi-
ences involves taking action to change public 
policies and social norms. If the societal norms 
dictate that some children are not worthy of the 
same legal protections and support as other chil-
dren, then policies are implemented to support 
this claim – as evidenced by higher rates of disci-
pline of Black, Latinx, and Indigenous children 
in school compared to White children (Welsh and 
Little 2018). Therefore, the intervention involves 
undoing inequitable policies that disadvantage 
students of color. Investments in early childhood 
education programs (e.g., those programs mod-
eled after Head Start) demonstrate significantly 
improved outcomes and lower societal costs due 
to less criminal activity and less reliance on social 
welfare programs (Belfield et al. 2006). Similarly, 
the Nurse-Family Partnership program, which 
sends nurses out on home visits to pregnant 
mothers, has shown significantly lower rates of 
child mistreatment compared to usual care over 
the long term (Eckenrode et  al. 2017). These 
interventions require monetary and human capi-
tal investments in children and families of color 
in order to reap rewards 10–20 years in the future, 
far beyond a standard election cycle.

 The Moral Determinants of Mental 
Health

Berwick (2020) calls on health professionals to 
embrace the moral determinants of health, in 
which investment in human well-being takes 
precedent, and solidarity and shared responsibil-
ity are embraced above other values. Berwick 
lists several recommendations to take action to 
address the moral determinants of health, which 
equally apply to determinants of mental health, 
including ratification of human rights treaties and 
conventions, ensuring universal health care, lead-
ership in reversing climate change, reforming the 
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US carceral system, reforming immigration laws 
to protect families and reduce trauma, ending 
food and housing insecurity/homelessness in the 
United States, and resisting voter suppression 
tactics so that all voters have a voice in political 
institutions. These goals are simultaneously lofty, 
but also achievable with a clear plan of action that 
is bolstered by community empowerment and 
leadership that enacts policies that promote creat-
ing equitable opportunities for people to achieve 
health.

As previously discussed, action on the moral 
determinants of health involves interventions in 
public policies and social norms. From a public 
policy perspective, both global and local inter-
ventions are necessary. Psychiatrists and other 
mental health professionals must advocate for 
people with serious mental illnesses and sub-
stance use disorders, both by working to empower 
oppressed communities and by leveraging privi-
lege to effect change with those political actors 
that hold power. Many examples of organizations 
that develop and sustain community power exist 
across sectors. To address multiple social deter-
minants, including housing insecurity, area-level 
poverty, exposure to violence, and poor educa-
tion, Purpose Built Communities has redesigned 
and transformed neighborhoods, leading to 
increased employment, decreased violent crime, 
and dramatically increased school performance 
(Franklin and Edwards 2012). To tackle the social 
determinants of discrimination, unemployment, 
and poverty, the National Domestic Workers 
Alliance has organized domestic workers and 
helped to pass bills of rights in various states and 
cities, guaranteeing basic employment rights to 
minimum wage and overtime pay (National 
Domestic Workers Alliance 2020). Color of 
Change has worked to empower communities to 
address multiple social determinants of health, 
including, but not limited to, discrimination, 
interaction with the carceral system, unemploy-
ment, poverty, and neighborhood disorder (Color 
of Change 2020). These examples demonstrate 
how effective organization to build community 
power can lead to lasting changes in outcomes. 
The main question becomes, “How do commu-
nity psychiatrists and other mental health profes-

sionals contribute to this work?” These 
organizations are just some examples of 
community- based organizations that are making 
positive change in addressing social determinants 
of mental health. Community psychiatrists must 
partner with these and other organizations in their 
communities to implement and effect change in 
their local communities. Additionally, commu-
nity psychiatrists must also develop strategic 
relationships with lawmakers. This simultaneous 
top-down and bottom-up approach can lead to 
lasting improvements in addressing the social, 
political, and moral determinants of health.

To address the social norms that lead to harm-
ful policies, community psychiatrists and other 
community mental health professionals have a 
responsibility to increase their knowledge of the 
above noted inequities that are often not incorpo-
rated in medical or professional school curricula. 
Scholarly work informed by critical race theory, 
feminist theory, and queer theory, to name a few, 
helps to increase understanding of how systems 
of oppression and structural violence are perpetu-
ated in the assessment, diagnosis, and treatment 
of serious mental illnesses and substance use dis-
orders. Once armed with additional information, 
community psychiatrists and other mental health 
professionals have a moral responsibility to speak 
up when witnessing and observing injustice 
occurring. Existing social norms have made it 
acceptable to express discriminatory or exclu-
sionary thoughts, in the form of off-color jokes, 
microaggressions, and racial abuse. This cannot 
be tolerated in backrooms where power is being 
expressed, and it cannot be allowed to invade 
policies that occur in the open. Thus, racial equity 
impact assessments must be conducted on all 
proposed policies  to address the social determi-
nants of mental health.

There are challenges and threats to taking 
action to address the social determinants of men-
tal health. First, many community psychiatrists 
and other mental health professionals have made 
sacrifices (monetary, geographic, etc.) to work in 
the public sector. Often, their schedules are over-
loaded due to the demand for providers. 
Committing to additional work is challenging 
and working with communities is 
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 time- consuming. Furthermore, this work is far 
outside of most providers’ level of expertise, and 
a lack of mastery in this space might lead to frus-
tration or disillusionment for those providers 
that are used to appearing competent and fully 
knowledgeable. Finally, the scope of work to be 
done may seem insurmountable as there is much 
injustice in the world and people with serious 
mental illness and substance use disorders are 
suffering. For all of these valid concerns, it is 
important to consider the words of Nobel 
Laureate Elie Wiesel, who said:

But where was I to start? The world is so vast, I 
shall start with the country I know best, my own. 
But my country is so very large. I had better start 
with my town. But my town too, is large. I had best 
start with my street. No: my home. No: my family. 
Never mind, I shall start with myself! (Weisel 
1982, p. 135)

Community psychiatrists and community mental 
health professionals must begin with a deep self- 
inventory and then translate that investment out-
ward into their communities and work settings.

 Conclusion

The social and political determinants of mental 
health are primarily responsible for the vast dif-
ferences in mental health outcomes that are 
observed among gender, race and ethnicity, and 
other demographic groups. Prior tendencies 
toward individuation have led us to attribute per-
sonal responsibility and choices to these differ-
ences in outcomes, rather than examine the unjust 
and unfair policies and practices that set the con-
text for the social determinants of mental health. 
When community psychiatrists are better able to 
understand the driving factors that create mental 
health inequities, they are better able to design 
and execute effective interventions to begin to 
address the social determinants of mental health 
and improve outcomes for people with mental ill-
ness and substance use disorders. By intervening 
upstream at the level of social norms and public 
policies, community psychiatrists can effectively 
prevent a host of poor outcomes that routinely 

and characteristically occur downstream. 
Effective models exist that can help guide our 
efforts. There are many barriers to action, but 
everyone must start somewhere if we are to make 
lasting and sustainable change.
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Mental Health Services Research 
and Community Psychiatry

Nichole Goodsmith and Mario Cruz

 Introduction

Whether you are a mental health care administra-
tor, a medical director of a clinic, or a clinician, 
you likely find yourself asking questions about 
the quality, cost, reach, and value of your ser-
vices. Do our services aid service users in their 
recovery and in acquiring the ability to bounce 
back from life’s typical stressors or traumatic 
events? How do we identify gaps within our ser-
vice array? How do we decide what services 
would fill those gaps? And how do we implement 
those services in the most cost-effective and sus-
tainable way?

Mental health services research is a means of 
asking and answering questions like these—
questions about service delivery at the policy, 
system, clinic, provider, and consumer levels. To 
answer these questions, we need high-quality 
data on service use and quality measures. To 
make decisions on how to improve our services, 
we need results from well-designed studies that 
compare the effectiveness and costs of specific 
interventions in care settings similar to our own. 
Finally, we need evidence-based implementation 
strategies to ensure that any new interventions are 
effective and sustainable within our system. 
Addressing these issues is vital to our work as 
community psychiatrists.

This chapter will introduce the reader to the 
core features of mental health services research 
that are salient to the needs of community psy-
chiatrists. In the first section, “Defining Health 
Services Research,” we explain what we mean by 
services research and provide an overview of dif-
ferent areas within the field. Next, in “Putting 
Research into Practice,” we highlight the signifi-
cant gap between research supporting a new 
practice and the widespread uptake of that prac-
tice. We then discuss how health services research 
is evolving to close that gap. In the third section, 
“Mental Health Services Research: Examples 
and Impact,” we guide you through a range of 
approaches and topics encompassed by mental 
health services research, illustrated by specific 
highly impactful studies. In the fourth section, 
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we introduce the rapidly growing field of infor-
matics and explain how it applies to health ser-
vices research and to the work of community 
psychiatrists.

We approach this chapter from the view that 
research can help to improve the work of all 
community psychiatrists, and likewise, that all 
community psychiatrists can help to improve 
health services research. Whether you are a cli-
nician, administrator, policymaker, or trainee, 
we hope this chapter will leave you with the 
following:

• A basic understanding of the principles, 
vocabulary, and subfields of mental health ser-
vices research.

• An appreciation for how services research can 
apply to your practice, clinic, or system.

• An understanding of the important role clini-
cians and administrators can play on research 
teams.

• Curiosity and enthusiasm for mental health 
services research.

 Defining Health Services Research

Health services research is the multidisciplinary 
field of scientific investigation that studies how 
social factors, financing systems, organizational 
structures and processes, health technologies, and 
personal behaviors affect access to health care, the 
quality and cost of health care, and ultimately our 
health and well-being. Its research domains are 
individuals, families, organizations, institutions, 
communities, and populations. (Lohr and 
Steinwachs 2002).

In 2001, the Institute of Medicine published a 
landmark report, Crossing the Quality Chasm: A 
New Health System for the twenty-first Century, 
which outlined six major domains of quality in 
health services (Institute of Medicine Committee 
on Quality of Health Care in America 2001). 
These domains included (1) patient safety, (2) 
effectiveness, (3) timeliness, (4) patient- 
centeredness, (5) efficiency, and (6) equity. The 
objective of mental health services research is to 
use a scientific approach to improve care in these 
domains. The 2020 Strategic Plan of the National 

Institute of Mental Health highlights the potential 
for mental health services research in “optimiz-
ing the organization and sustained delivery of 
evidence-based prevention and treatment inter-
vention, speeding the implementation of 
research-informed innovations in community set-
tings, and ultimately ensuring optimal outcomes 
for all affected individuals, including those from 
underrepresented and underserved communities” 
(National Institute of Mental Health Strategic 
Plan for Research 2020). Mental health services 
research draws approaches and expertise from a 
range of disciplines, including biostatistics, epi-
demiology, behavioral economics, sociology, and 
psychology, among others. Mental health ser-
vices research has been instrumental to changing 
how we think, how we practice, and how we allo-
cate resources.

Health services research differs from clinical 
research in both the questions asked and settings 
in which the research takes place. In contrast to 
clinical research, which focuses on addressing 
the etiology and treatment of disease, mental 
health services research asks questions related to 
the cost, quality, usability, and effectiveness of 
services. Whereas clinical research tests hypoth-
eses in controlled settings, health services 
research takes place in the real world. For exam-
ple, a clinical research study on cognitive behav-
ioral therapy (CBT) for treating panic disorder 
might examine the impact of CBT on symptoms, 
with therapy delivered by specially trained 
research staff in a controlled research setting. In 
contrast, a mental health services study might 
examine the effectiveness of CBT versus usual 
care when implemented in a particular health 
system under real-world conditions. The mental 
health services version of this study might also 
assess cost, fidelity, feasibility, and/or acceptabil-
ity of implementing the CBT intervention, rather 
than focusing solely on patient-level outcomes 
(e.g., reduction in panic symptoms). Another 
mental health services study might look at demo-
graphic factors affecting access to CBT pro-
grams, or the impact of a health policy on access 
to anxiety treatment nationwide. Thus, services 
research goes beyond the question of, “Does 
treatment X work?” to address a broad set of 
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questions around access, cost, quality, effective-
ness, and implementation in the real world.

Health services researchers devote their atten-
tion to understanding how to provide effective 
services in an efficient, economical, and equitable 
manner. Topics in mental health services research 
range widely from the impact of policy changes to 
system organization, financing, and management, 
to implementation of evidence- based practices. 
Topics with particular relevance to community 
psychiatrists include the following:

• Identifying the nature and scope of local ser-
vice needs.

• Identifying the core features of treatment 
interventions that must be applied uniformly 
across service settings and all service users to 
achieve optimal impact.

• Identifying demographic, socioeconomic, or 
geographic factors associated with receiving a 
diagnosis, or accessing treatment.

• Developing the best strategies to implement 
and sustain evidence-based treatments.

• Allocating financial resources so that service 
users and providers have proper incentives to 
use services appropriately.

• Implementing statutory procedures such as 
civil commitment, consumer’s rights, 
informed consent, and confidentiality.

• Measuring the impact of an intervention on 
improving or worsening disparities in mental 
health care.

In Box 1 below, we define key terms in health 
services research that will be used throughout the 
chapter.

Box 1 Key Terms in Health Services Research

Quantitative research uses numerical data 
and statistical methods to test hypotheses. 
Quantitative research may utilize primary 
data collected expressly for the purpose of 
a given study, such as ratings or symptom 
scores measured for study participants at 
different time points. Quantitative research 

may also include analysis of preexisting 
secondary data obtained from state- or 
nationwide surveys, databases of health-
care utilization and expenditures, or other 
sources.

Qualitative research uses non- numerical 
data to deepen our understanding of an 
issue and generate theories and hypotheses. 
Common qualitative methods include 
interviews with key stakeholders, focus 
groups, document analysis, and observa-
tion (Palinkas 2014).

Mixed-methods research is just what the 
name implies: research using a combination 
of qualitative and quantitative approaches 
in a complementary fashion to understand 
different dimensions of a single topic.

Quality improvement is a field that often 
overlaps with health services research. The 
main distinctions between the two are in 
scope and generalizability: quality 
improvement aims to characterize and 
solve a specific problem in a specific set-
ting, while health services research aims to 
generate knowledge that can be applied 
more broadly.

Efficacy is a measure of how well an 
intervention or treatment works under 
ideal, controlled research conditions. This 
contrasts with effectiveness, a measure of 
how well an intervention works in real- 
world settings (Hohmann and Shear 2002).

Dissemination in health care is the tar-
geted distribution of information on 
evidence- based health interventions. An 
example of this is an educational presenta-
tion about new treatment guidelines, shared 
at a medical conference.

Diffusion is the spread and use of new 
ideas, behaviors, practices, or organiza-
tional forms in an unintended or spontane-
ous manner. An example is the use of 
assertive community treatment (ACT) 
teams to deliver services to populations for 
which ACT does not yet have a significant 
evidence base, such as individuals with 

Mental Health Services Research and Community Psychiatry



414

 Putting Research into Practice

 The Science-to-Practice Gap

The so-called science-to-practice gap is well 
recognized, with an estimated 17-year delay 
before original research translates into changes 
in patient care (Balas and Boren 2000). Early 
 theories suggested a “pipeline” model of 
research dissemination, beginning with research 
funding priorities, funneled through peer review 
and publication, progressing to release of guide-
lines for evidence-based practice, and finally, 
making it to practitioners, who implement the 
intervention. This model implied that road-
blocks or acceleration at one of these points 
would be key to influencing the duration of the 
science-to-practice gap.

Critics including Lawrence Green have sug-
gested the pipeline model presupposes that the 
provider is an empty vessel waiting for new 
knowledge (Green 2008). In reality, the qualities 
of the intervention are not the only—or even the 
primary—drivers of adoption. Mental health 
organizations and providers typically react 
quickly to changes in mental health care financ-
ing and reimbursement, the political landscape 
that impacts the sustainability of any new inter-

vention, and an ever-increasing demand for a 
diverse array of services. Adoption may be influ-
enced by local contextual factors, such as the 
organizational climate (e.g., staff attitudes toward 
the work environment and job satisfaction), per-
ceived support for quality improvement, or 
dimensions of organizational culture such as 
shared beliefs on how to deliver quality care and 
the services that are considered valuable 
(Greenhalgh et al. 2004).

Together, these contextual factors call into 
question the pipeline model’s assumption of a 
passively waiting provider and suggest that it 
takes more than knowledge of an effective inter-
vention for that intervention to be implemented 
widely. For example, despite extensive evidence 
and agreement on effective mental health prac-
tices and interventions for persons with severe 
mental illness, many of these practices, such as 
supported employment and ACT, are not 
employed in typical mental health care settings 
(Drake et  al. 2009). Health services research 
seeks to minimize the science-to-practice gap, so 
that we can ensure that important services reach 
those who need them most.

 Barriers to Success of Evidence-Based 
Practices

Widespread implementation is only one barrier to 
the success of evidence-based practices. Even 
when evidence-based practices are implemented, 
they may fail to have the anticipated impact. 
Many promising interventions in controlled envi-
ronment trials fail to be as effective in real-world 
settings. One reason for this failure in effective-
ness is that many clinical studies exclude service 
users who have difficulty accessing or adhering 
to care. The characteristics of the excluded ser-
vice users may be more consistent with the popu-
lation we serve than those who were included in 
the intervention trial. Other reasons for the inef-
fectiveness of controlled trial interventions in 
real-world settings are the costs associated with 
implementing and sustaining a new intervention, 
the incapacity of organizations to negotiate 
change, or difficulty in implementing with high 

borderline personality disorder or develop-
mental disabilities.

Implementation is the translation and 
application of innovations, recommended 
practices, and policies. An example of suc-
cessful implementation would be executing 
a new ACT program with a high level of 
fidelity to the evidence-based ACT model.

Implementation science is a field of 
research examining the processes and strat-
egies that move or integrate evidence-based 
treatments into real-world settings (Bauer 
et al. 2015). An example is a study of barri-
ers and facilitators to implementing an 
evidence-based collaborative care depres-
sion treatment program in a new setting.
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fidelity to key components of the original 
intervention.

In light of these reasons behind the science-to- 
practice gap, changes are occurring in the 
research and development process. Specifically, 
it is becoming increasingly common for research-
ers to collaborate with clinicians and other stake-
holders in all aspects of the research process, 
from defining the questions that are asked to 
developing details of the study design, to brain-
storming implementation models and strategies 
(Green 2008; Sullivan et al. 2005). The involve-
ment of key stakeholders, including clinicians 
and administrators as well as service users, has 
the potential to dramatically improve the rele-
vance and effectiveness of research studies and 
findings. This partnered approach is exemplified 
by community-based participatory research 
(CBPR), discussed below.

 Community-Based Participatory 
Research

With growing recognition of the gross inequities 
both in access to treatment and in outcomes, poli-
cymakers, communities, providers, and research-
ers alike have recognized the need for inclusive 
and community-informed research. Community- 
based participatory research (CBPR) meets this 
need through a collaborative approach that equita-
bly involves researchers and community stake-
holders, recognizing the unique strengths that each 
brings to the research endeavor (Israel et al. 2008; 
Jones and Wells 2007; Wallerstein et al. 2018). In 
CBPR, academic and community partners collab-
orate in the development of the questions asked, 
the methods employed to address the question, the 
interventions developed, and the kinds of out-
comes desired, valued, and measured.

CBPR is participatory and cooperative, 
grounded in a two-way exchange of knowledge 
in which researchers and community stakehold-
ers learn from one another. The approach involves 
systems development and local community 
capacity building, thereby achieving a balance 
between research and action. For community 
psychiatrists, CBPR affords an orientation to 

research that allows for their direct involvement 
in the research process as well as the develop-
ment and tailoring of research interventions that 
take into consideration the unique features of the 
setting in which they work.

Although CBPR is often referred to as a 
research method, it is actually an orientation to 
research. What is new is not the use of unique 
research methods or study designs. Rather, the 
uniqueness lies in the attitudes of the researchers, 
which in turn determines how research is concep-
tualized and conducted. The location of power 
and control over the research process is another 
distinctive factor. CBPR ensures that relevant 
stakeholders share power in the research process, 
rather than the traditional unidirectional model in 
which researchers develop, implement, and ana-
lyze the study in relative isolation. Community 
partners give their knowledge and experience to 
the formulation of research questions and to 
many other aspects of the research process. As a 
consequence of this change in location of power 
and control over the research process, CBPR 
strengthens the awareness of community mem-
bers’ own capabilities as researchers while pro-
viding a depth and relevance to the research that 
might otherwise be lacking.

 Mental Health Services Research: 
Examples and Impact

Mental health services research serves many 
varied purposes. In this section, we discuss 
some of these purposes, using examples of 
studies to highlight the potential impact of this 
work. We focus on six key areas: policy impact, 
service utilization, disparities, costs, practice 
patterns, and implementation. These topic 
areas are not intended to comprise an exhaus-
tive list, but rather, to provide a glimpse of 
some of the many forms mental health services 
research can take. For each area, we provide 
context and relevance to community psychia-
trists, accompanied by a case study to illustrate 
the approach and potential impact. We hope 
these cases will spark curiosity and help you to 
see how mental health services research can 
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apply to your work—and how your work can 
be a part of mental health services research.

 Understanding the Impact of Policies

Policies at the national, state, and local levels can 
have major impacts on access, utilization, and 
cost of mental health services, as well as clinical 
outcomes. Policies with a significant impact on 
mental health services include national initiatives 
such as the Community Mental Health Act of 
1963, which spurred deinstitutionalization in 
favor of community-based care. The Affordable 
Care Act (ACA) of 2010, which expanded insur-
ance coverage and requirements for mental health 
parity, is another example. State initiatives such 
as the California Mental Health Services Act of 
2004, designed to increase funding for a broad 
expansion of behavioral health services, can also 
have a significant impact. Studies examining the 
impact of policy changes are typically quantita-
tive analyses (see Box 1), drawing on data sources 
such as large national surveys and insurance 
databases and applying sophisticated statistical 
methods.

An example of policy-related mental health 
services research is a 2011 study by Rachel 
Garfield and colleagues looking at the anticipated 
impact of the ACA on mental health service use 
(Garfield et  al. 2011). The passage of the ACA 
spurred the authors to ask how the new policies 
might affect health coverage for individuals with 
serious mental illness (SMI). Aiming to estimate 
the impact well before it could be measured, they 
used data from the Medical Expenditure Panel 
Surveys (MEPS) from 2004 to 2006. MEPS is a 
large, extensive national survey conducted annu-
ally, collecting demographic data as well as 
information on sources of health care coverage. 
They compared individuals with and without a 
diagnosis of SMI, looking at insurance coverage 
and use of mental health services.

The authors highlighted several findings with 
potential to shift the landscape of mental health 
services. First, they showed that people with SMI 
were less likely to have insurance coverage than 

those without SMI. Second, they found that 
among people with SMI, those with insurance 
were much more likely to use mental health ser-
vices than those without insurance coverage. 
Using MEPS data, they predicted the scale of 
new enrollment, and the expected increase in ser-
vice use, under the ACA.  Because people with 
SMI were overrepresented among the uninsured 
prior to the ACA, they predicted that they would 
represent a disproportionate amount of increased 
demand under the ACA.  These estimates had 
major implications for allocation of scarce 
resources and raised questions of what changes 
to incentives and payment structures might be 
needed to ensure that increased demand was 
appropriately met, particularly for the patients 
with the greatest need (Essock and Hogan 2011).

Policy-related research like this is important 
to community psychiatrists at all levels. For poli-
cymakers, understanding the impact of policy 
changes is crucial to guide decisions. For clini-
cians, understanding the effects of policies on 
your patients and the treatment you offer can 
allow you to help them navigate complex sys-
tems. Additionally, understanding policy reper-
cussions helps you to advocate for equitable 
policies in the future.

 Understanding Service Utilization

To identify problems in care and potential inter-
vention strategies to improve care, we need data 
on the current state of care provision. Whether 
you are a State Behavioral Health Medical 
Director charged with offering recommendations 
to improve the care of the seriously mentally ill, 
or a clinician in a community-based mental 
health center concerned about no-show rates, you 
need information that can direct you to potential 
solutions to the problem at hand. Mental health 
services research that intends to inform funding 
decisions at the federal, state, local, or program 
level uses utilization data collected within defined 
periods.

To highlight the use of utilization data in men-
tal health services research, we can look at the 
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development of the movement to enhance mental 
health services in primary care practice settings. 
The White House Executive Order of February 
17, 1977, established the President’s Commission 
on Mental Health. As a first priority, the White 
House requested that the Commission seek to 
identify how the mentally ill were being served, 
to what extent they were being underserved, and 
who was affected by such underservice. At that 
point, a few studies had shown that primary care 
clinics were screening and treating a large per-
centage of mental health service users. However, 
it was unclear how essential primary care clinics 
were to mental health service delivery.

Regier and colleagues turned these potential 
policy-driving questions into study objectives. 
They sought to, first, produce the best available 
estimates of the number of individuals in the pop-
ulation who have mental disorders and, second, 
determine the number of people identified and/or 
treated within specified sectors of the mental 
health and health services system in a single year 
(Regier 1978). They defined the mental health 
system as a largely unorganized and “de facto” 
system comprised of four major sectors: spe-
cialty mental health, general hospital inpatient/
nursing home, primary care/outpatient medical, 
and not in treatment/other. They combined sev-
eral epidemiological datasets to assess the 
national prevalence of psychiatric disorders, inte-
grated with another dataset to assess service 
utilization.

Their results revealed that 54% of all mental 
health screening and treatment took place in pri-
mary care, compared to 15% in the specialty 
mental health sector. In addition, depression was 
more often treated in primary care than specialty 
mental health settings. The impact of this work 
was substantial, with considerable subsequent 
research focused on improving the detection and 
treatment of mental disorders in primary care set-
tings (Gilbody 2006). This research effort has 
resulted in the successful development and test-
ing of several evidence-based interventions for 
the treatment of depression in primary care 
settings.

 Understanding Inequities

Eliminating racial and ethnic disparities in diag-
nosis, access to treatment, and outcomes is a 
national priority (McGuire and Miranda 2008). 
Increasingly, the academic community recog-
nizes that such disparities are not driven by 
individual- level differences, but, rather, result 
from a history of structural racism (Ford and 
Airhihenbuwa 2010; Thomas et al. 2011). Mental 
health services research has the potential to help 
identify the extent of these inequities and, more 
importantly, to suggest approaches to build a 
more equitable system of care.

A classic example of research in this area is 
the work to understand racial inequities in psy-
chiatric diagnoses. By the early 1980s, psychia-
trists raised concerns about the overdiagnosis of 
Black patients, particularly Black men, with psy-
chosis (Bell and Mehta 1980). It was observed 
that Black men were far more likely to receive a 
diagnosis of schizophrenia, when their white 
counterparts might be diagnosed with affective 
psychosis (i.e., bipolar disorder). The 
Epidemiologic Catchment Area was a landmark 
national study that used lay interviewers to sur-
vey participants with standardized diagnostic 
questionnaires based on the DSM-III criteria 
(Robbins and Regier 1991). With data collected 
from approximately 20,000 individuals in the late 
1970s and early 1980s, this study provided 
invaluable estimates of the prevalence of differ-
ent psychiatric disorders and demonstrated con-
clusively that no significant racial difference 
existed in the prevalence of schizophrenia when 
using clear diagnostic criteria.

Numerous subsequent studies have affirmed 
trends in the misdiagnosis of schizophrenia for 
Black men with affective psychosis, showing 
race as the strongest predictor of receiving a 
diagnosis of schizophrenia (Schwartz and 
Blankenship 2014). For the community psychia-
trist, they encourage us not only to examine our 
own diagnostic choices, but also to examine how 
the systems in which we work may be promoting 
racially biased and harmful decision-making.
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 Understanding Costs

For policymakers, administrators, and clinicians 
alike, cost has a major impact on care delivery. 
Even the most impactful intervention will fail in 
the real world if it cannot be implemented in a 
cost-effective manner. Thus, mental health ser-
vices studies to examine costs of innovative ser-
vices are crucial to assist with planning of what 
to implement and how to allocate resources. 
Cost-effectiveness studies may involve complex 
statistical modeling techniques to estimate both 
cost of implementation and potential savings due 
to improved outcomes and reduced use of other 
services.

To look at cost-effectiveness, we use the 
example of the ACT, or assertive community 
treatment, model. Created in 1974, ACT has 
evolved and expanded over the years, gaining 
popularity in a range of settings (Dixon 2000). 
ACT teams include a multidisciplinary staff, 
working together to provide wraparound services 
and close contact with high-needs clients. Given 
the staff and labor involved, ACT teams are not 
inexpensive to operate. Several studies have 
sought to determine the cost-effectiveness of the 
approach. The earliest of these found promising 
results, with an overall cost savings to the system 
despite increased outpatient costs (Weisbrod 
et  al. 1980). A more recent study utilizing data 
from the Veterans’ Administration ACT program 
participants found that cost savings were most 
strongly correlated with reduction in inpatient 
hospitalizations, concluding that basing eligibil-
ity criteria on prior hospitalizations would 
increase cost-effectiveness (Slade et  al. 2013). 
This reflects prior research supporting cost- 
effectiveness for patients with frequent or 
extended inpatient admissions (Latimer 1999).

While costs cannot be viewed independently 
of corresponding clinical outcomes, cost- 
effectiveness studies help administrators and 
policymakers to understand how to allocate 
resources and funding. In the case of the ACT 
model, cost-effectiveness research helps us to 
understand how to best focus efforts to ensure 
sustainability and how funding streams and 
incentives might need to be modified in order to 

respond to the shift from inpatient to outpatient 
costs. Administrators may also consider whether 
cost-effectiveness might differ when the same 
intervention is applied in a special population, 
such as individuals experiencing homelessness or 
with concurrent substance use.

 Understanding Practice Patterns

Psychiatry has changed dramatically over the 
past several decades. Prior to the 1990s, psy-
chiatrists provided both pharmacotherapy and 
psychotherapy in longer and more frequent 
appointments. With the inception of managed 
behavioral care organizations, coupled with the 
rise in new pharmacologic treatments, there has 
been a significant shift in the role psychiatrists 
play in care. Since the 1990s, many psychia-
trists principally function as pharmacothera-
pists, i.e., psychiatrists who solely prescribe 
medications in brief and infrequent 
appointments.

Though many felt the impact of these 
changes, it was not known if this was a national 
or local trend. Olfson and colleagues performed 
an analysis of psychiatrist-reported practice pat-
tern data from the 1985 and 1995 National 
Ambulatory Care Surveys, an annually con-
ducted survey by the National Center for Health 
Statistics (Olfson et  al. 1999). In this survey, 
physicians, or their office staff, completed a 
one-page data form for each visit during a speci-
fied one-week period within a year. Olfson and 
colleagues extracted information on the charac-
teristics of psychiatric visits in both survey 
years to estimate changes in practice patterns 
over time. Compared to 1985, the 1995 survey 
revealed a significantly greater proportion of 
psychiatric visits by older individuals, individu-
als of color, publically insured individuals, and 
individuals who paid for their care through a 
managed care organization. In addition, there 
was a significantly higher rate of prescriptions 
and the appointment length was significantly 
shorter. More recent analyses by Olfson and col-
leagues show the trend toward psychiatrists 
practicing solely as pharmacotherapists contin-
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ues (Olfson et  al. 2002; Olfson and Marcus 
2009). This research helped us to better under-
stand changes in workforce practice that suggest 
a need to reassess workforce training and educa-
tion (Cruz and Pincus 2002) and call for further 
studies to determine the impact of psychiatrists’ 
role changes on treatment outcomes.

 Understanding Effective 
Implementation

As discussed above in “Putting Research into 
Practice,” many interventions that are effective in 
controlled research settings fail to show the same 
impact in the real world. Implementation science 
is a relatively young field of research that seeks to 
address this failure by looking not only at charac-
teristics of intervention themselves, but also at 
contextual factors that might impact implementa-
tion success (Bauer et al. 2015).

Implementation science research asks ques-
tions about acceptability, feasibility, and sustain-
ability of an evidence-based intervention in a new 
setting. Instead of asking, “Does the intervention 
work?” implementation research might ask, 
“What is helping it to work? What is getting in the 
way?” Implementation researchers often apply a 
mixed-methods approach (see Box 1), using both 
quantitative and qualitative data (Palinkas 2014). 
Quantitative data might include structured sur-
veys or administrative data, while qualitative data 

obtained from interviews or focus groups with 
key stakeholders, such as administrators or pro-
viders, can help to provide a fuller picture.

Implementation strategies can be broadly cat-
egorized as “top-down” or “bottom-up” 
approaches. Top-down implementation strategies 
originate from system or clinical administrators. 
Bottom-up implementation strategies intend to 
engage clinicians and office staff in the process 
of changing how they provide care. Top-down 
strategies include evidence-based practice tool 
kits and algorithms, practice guidelines, system 
and organizational interventions from manage-
ment science, and economic, fiscal, and regula-
tory incentive and disincentive strategies. 
Bottom-up strategies include quality improve-
ment interventions and techniques that engage 
practitioners and clinical staff in the process of 
improving care such as the Plan-Do-Study-Act 
(PDSA) cycle.

Proctor and colleagues developed a useful 
conceptual model to describe the process of 
translating evidence-based practices into service 
delivery systems (Proctor et al. 2009). This model 
incorporates theories of implementation, dissem-
ination, and diffusion of innovation and includes 
ways to assess the effectiveness of the implemen-
tation strategies used. The model presupposes 
three distinct types of outcomes: implementation, 
service, and client outcomes (Fig. 1). Considering 
this range of outcomes, Proctor’s model captures 
involvement of stakeholders at different levels 

Fig. 1 Proctor and colleagues’ conceptual model of implementation research
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within a system of care including payers, clinical 
administrators, providers, and patients.

Implementation studies look at the process of 
introducing and sustaining an evidence-based 
intervention in a real-world setting. The scale of 
such studies can vary widely, from implementa-
tion of a specific intervention at a single site to 
large studies taking place at dozens of sites 
nationwide. An example of the latter is the 
National Implementing Evidence-Based 
Practices Project, carried out at 53 sites across 
eight states beginning in 2002. Prior work showed 
that key interventions for people with SMI were 
underutilized, despite ample evidence of efficacy. 
In this study, researchers examined the use of 
toolkits to assist with implementation of five 
evidence- based interventions for people with 
SMI: ACT, family psycho-education, illness 
management and recovery, integrated dual disor-
der treatment, and supported employment. Each 
participating site implemented one of these prac-
tices. Taking a mixed-methods approach, 
researchers collected a range of implementation 
data—including information about fidelity, sus-
tainability, implementation challenges, and con-
textual factors—from a range of sources, 
including surveys and interviews with patients 
and administrators, observation of meetings, and 
chart review. This mixed-methods design allowed 
for a depth and breadth of understanding of the 
barriers and facilitators to effective implementa-
tion and for the evaluation of uptake, fidelity, and 
other implementation measures.

The rich data obtained in the National 
Implementing Evidence-Based Practices Project 
led to numerous important analyses. In one, 
researchers examined program fidelity to estab-
lished evidence-based models. They found that 
over half of the sites implemented programs with 
high fidelity, with an increase in fidelity over the 
first 12  months before leveling off (McHugo 
et  al. 2007). In another analysis, researchers 
looked at sustainability, finding that 80% of sites 
maintained the programs 4 years after initiation 
(Swain et al. 2010). Qualitative and quantitative 
survey assessment allowed identification of fac-
tors that differentiated sustaining from non- 
sustaining sites, including financing, training, 

fidelity, leadership, and degree of local adapta-
tion. Implementation research such as this has 
potential to bridge the research-to-practice gap 
by helping us to see not just what works, but how 
it works (or does not work) and how to make it 
work better.

 New Directions in Health Services 
Research: Informatics and Machine 
Learning

Despite a century of progress in our under-
standing of the underlying factors associated 
with mental illnesses, diagnoses are still 
unclear (Freedman et al. 2013; Hirschfeld et al. 
2003), psychotherapeutic or pharmaceutical 
treatments are often effective in only 30–50% 
of patients (Hofmann et  al. 2012; Rush et  al. 
2006; Wong et al. 2010), and prognoses remain 
uncertain (Wunderink et  al. 2009). Treatment 
choices are often guided by recommendations 
based on broad symptom classifications, such 
as current guidelines for treating depression, 
anxiety, and psychosis. Without personalized 
data to guide treatment decisions, determining 
the optimal treatment often requires sequential 
trials, leading to unnecessary suffering and 
increased health care costs (Rush et  al. 2006; 
Wong et al. 2010).

The field of informatics (Box 2) introduces 
promising approaches to address the clinical 
decision support needs of the community psy-
chiatrist. Informatics research employs machine 
learning, a subfield of artificial intelligence which 
aims to uncover general principles underlying a 
series of observations without explicit instruc-
tions or hypotheses (Bzdok and Meyer- 
Lindenberg 2018; Breiman 2001; Goodfellow 
et  al. 2016). Compared to traditional research, 
machine learning takes a markedly different ana-
lytic approach. Traditional research methods are 
hypothesis driven, limit analysis to a particular 
study sample, and employ a combination of sta-
tistical techniques that assess the significance of 
results, which are then generalized. The tradi-
tional research method approach is now being 
scrutinized due to issues with reproducibility 
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(Ioannidis 2005; Schooler 2014) and lack of clin-
ical significance (Ioannidis 2016).

Unlike traditional research methods, machine 
learning is neither hypothesis driven nor does it 
routinely require random sampling. Instead, 
machine learning seeks to find patterns of rela-
tionships within very large datasets. These pat-
terns can then be tested for reproducibility, 
accuracy, and generalizability with subsequent 
data sets (i.e., cross-validation procedures) 
(Shalev-Shwartz and Ben-David 2014). Models 
are refined over time as more data sets are pro-
cessed. Machine learning has been used in psy-
chiatry to identify characteristics of individuals 
with mental illness (e.g., genetic biomarkers, 
structural and functional brain imaging, psycho-
logical testing findings, symptom and diagnostic 
assessment tools, demographic and social assess-
ments) that predict treatment response and prog-
nosis in depression (Chekroud et al. 2016; Etkin 
et al. 2015; Khodayari-Rostamabad et al. 2013), 
schizophrenia (Khodayari-Rostamabad et  al. 
2010), and anxiety (Ball et al. 2014; Doehrmann 

et al. 2013; Hahn et al. 2015; Whitfield-Gabrieli 
et al. 2016). Machine learning has also been used 
to identify data-derived subgroups of patients 
that can predict treatment outcomes with greater 
accuracy than the DSM-V diagnostic classifica-
tion system (Bzdok and Meyer-Lindenberg 2018; 
Insel et al. 2010).

Machine learning can also be applied to the 
analysis of narrative electronic health record 
(EHR) data. Widespread use of EHRs provides 
opportunities for research using large data sets 
from real-world data (Friedman et  al. 2010). 
However, human-generated text—like the narra-
tive text comprising much of EHR data—can be 
challenging to analyze. Natural language pro-
cessing (NLP) is a method used to derive mean-
ing from human-generated text, allowing for 
differentiation between very similar text phrases 
with different meanings. When coupled with 
machine learning algorithms, NLP can be power-
ful. For example, NLP with machine learning has 
been used with EHR data to identify trauma 
patients at risk for future alcohol misuse (Afshar 
et al. 2019) and obsessive compulsive symptoms 
in patients with schizophrenia, schizoaffective, 
and bipolar disorders (Chandran et al. 2019).

Machine learning has several advantages 
compared to traditional research methods (Perna 
et al. 2018). First, the development of treatment 
strategies is not dependent upon a full under-
standing of complex disease mechanisms. 
Therefore, machine learning research may be less 
expensive and reduce the time it takes for discov-
eries to be translated into practice. Second, the 
discovered predictive models are translated into 
algorithms that can be used to develop decision 
support tools to aid community psychiatrists in 
making diagnoses and treatment decisions. Third, 
machine learning methods are naturally applica-
ble to prospective clinical predictions on the sin-
gle subject level as opposed to traditional research 
methods where predictions are based on group- 
level averages that may not be appropriate for the 
individual patient in front of you. Machine learn-
ing could thus be helpful in personalizing treat-
ment. Fourth, machine learning algorithms can 
be used to automate the analysis of electronic 
health record (EHR) data.

Box 2 Areas of Informatics

Informatics is a broad field encompassing 
many different topics and approaches. 
Public health informatics, also known as 
population health informatics, applies 
informatics approaches to problems of 
population-wide importance. Translational 
bioinformatics involves the development of 
storage, analytic, and interpretive methods 
to optimize the transformation of increas-
ingly voluminous biomedical and genomic 
data. Clinical research informatics applies 
informatics to the discovery and manage-
ment of new knowledge relating to health 
and disease. Clinical informatics relates to 
the delivery of healthcare services. Finally, 
consumer health informatics takes a 
consumer- focused (rather than provider- 
focused) approach, integrating multiple 
consumer and patient views.
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Machine learning research has the potential to 
reduce the time for translating research into prac-
tice, improve the specificity of mental health 
diagnoses, and personalize treatment decisions 
and the prediction of the future course of illness. 
NLP paired with machine learning algorithms 
can automate the extraction and analysis of EHR- 
derived real-world data to further our understand-
ing of illnesses, their treatment, and prognosis. 
The translation of these algorithms into decision 
support tools has the potential to improve clinical 
outcomes.

 Summary

Unlike other psychiatric subspecialties, com-
munity psychiatry embraces the complexity of 
mental health service systems and organizations 
and their impact on how treatment must be 
altered or changed to improve the quality, cost, 
and outcomes of care. In addition, community 
psychiatry focuses attention on community-
based factors that impede individuals’ access to 
care and the outcomes from the care they pro-
vide. We seek to employ evidence-based prac-
tices that are implementable and sustainable 
and aid service users in their recovery in real-
world settings. To achieve these goals, commu-
nity psychiatrists must have a sound appreciation 
of mental health services research methods, the 
strengths and weaknesses of interventions 
developed in the traditional pipeline research 
strategy, and the contextual factors that influ-
ence the dissemination, implementation, and 
sustainability of traditionally developed 
evidence- based research interventions. To pro-
vide services that are valuable to recovery, we 
must be involved in all aspects of intervention 
development— from the questions addressed, 
the methods used, and the analysis, interpreta-
tion, and application of study findings. Inclusive 
approaches to research such as CBPR provide a 
roadmap to how we can be more active in the 
creation of the interventions we employ.
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Climate Change: Implications 
for Community Mental Health

John Sullenbarger, Emily Schutzenhofer, 
and Elizabeth Haase

 Introduction

The term climate change encompasses all the 
planetary systems disrupted as a result of green-
house gas emissions. The most notable impacts 
due to rising atmospheric greenhouse gases 
include increased ambient temperatures, more 
acidic and warmer oceans, rising sea levels, 
extreme weather, poor air quality, and loss of bio-
diversity. These impacts, otherwise known as 
“climate drivers” or “exposure pathways,” 
directly interface with communities to harm 
human health. Respiratory illnesses, cardiovas-
cular deaths, allergies, kidney injuries, neurode-
velopmental impairment, preterm and low-weight 
births, food nutritional content, access to safe 
water, and neuropsychiatric illnesses are all see-

ing depreciated outcomes in relation to these 
exposure pathways. Consequently, climate 
change has been labeled “the single biggest 
health threat facing humanity” by the World 
Health Organization (WHO 2021).

Climate psychiatry has been defined as “that 
psychiatry which draws on an understanding of 
the direct and indirect links between climate 
change and mental health and wellbeing to trans-
form psychiatric practice. It enables psychiatrists 
to better and more equitably support patients and 
families, to communicate suffering from climate 
effects, and to contribute toward positive climate 
change adaptation and mitigation. The practice of 
climate psychiatry broadly includes, but is not 
limited to, clinical, educational, public health and 
systems, research, and advocacy work (Coverdale 
et al. 2018) and the related roles for the psychia-
trist of clinician, public health officer, mental 
health advocate, activist, researcher, community 
leader, and policy advisor” (Haase et al. In press).

Community psychiatrists are both obliged and 
uniquely positioned to embrace climate psychia-
try as part of their practice. Pernicious implica-
tions for public health affect every area with 
which community psychiatry is particularly con-
cerned: social equity, local prevalence of psychi-
atric illnesses and psychological distress, 
communal cohesion, and more. Thus, climate 
change undoubtedly impedes the mission of com-
munity psychiatry to “promote health, recovery, 
and resilience in people, families, and commu-
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nity” (AACP Mission Statement). The interde-
pendent connections of community psychiatrists, 
community mental health centers, local popula-
tions, and broader health systems fit well into 
models of optimal engagement with “wicked 
problems” like climate change, where solutions in 
one area tend to impact other parts of the system 
in mixed ways (Crowley and Head 2017). These 
connections can serve to simultaneously distrib-
ute centralized information and resources and act 
as a conduit for community input to larger inter-
ventions so that solutions can be tested and 
adjusted at multiple levels. Consequently, it is of 
critical importance that community psychiatrists 
familiarize themselves with the literature of cli-
mate change impacts on mental health and vulner-
able populations and champion the numerous 
potential interventions available for community 
and all other psychiatrists to implement—actions 
this chapter strives to aid.

 Climate Change and Mental Health

The effects of climate change on mental health 
are categorized into two broad areas: (1) direct 
and indirect impacts and (2) psychological 
responses to climate distress. Both of these are 
briefly reviewed within this chapter, along with 
their particular impacts on vulnerable popula-
tions, before exploring the role of community 
psychiatry in the climate crisis given these effects 
on mental health.

 Direct and Indirect Impacts

Direct impacts on mental health from climate 
change refer to the neurobiologic and psychiatric 
symptom responses to exposure to climate driv-
ers. For example,  the anticipation of climate 
disasters can trigger significant distress, while the 
traumatic experience of a climate disaster and the 
associated losses are associated with increased 
rates of psychological distress, depression, anxi-
ety, PTSD, cognitive impairment, substance use, 
psychiatric hospitalizations, suicides, and overall 

mortality in populations with mental illness 
(Charlson et  al. 2021). The indirect impacts of 
the array of  climate drivers, however, lead to 
more pervasive and long-lasting mental health 
consequences through significant economic 
losses, mass migrations, diminished natural 
resources and related conflicts, and environmen-
tal injustice. The impacts of the climate crisis are 
not shared equitably, which is why climate 
change is considered to be a “threat multiplier” of 
social determinants of health.

 Heat
As a result of increasing levels of greenhouse 
gases and their warming potential, the average 
ambient temperature has increased to 1.07  °C 
(1.97 °F) since the start of the industrial revolu-
tion, with the hottest years ever recorded increas-
ing in frequency since 2005 and the rate of 
temperature increase per decade escalating more 
rapidly than in any period observed in geological 
studies (Masson-Delmotte et al. 2021). This tem-
perature elevation and further anticipated 
increases in extreme heat have been associated 
with the following mental health ramifications in 
recent studies:

• A predicted nine to forty thousand additional 
suicides in the United States and Mexico by 
2050 attributable to temperature increase 
under current emission trajectories (Burke 
et al. 2018), and increases in suicide rates of 
1% for every one-degree increase in tempera-
ture over previous ambient means (Dumont 
et al. 2020).

• A 3.61 (95% CI 1.3–9.8) increased odds of 
heat-related death for those with preexisting 
mental illness, particularly those with psy-
chotic illness (Bouchama et al. 2007).

• Disruption of dopaminergic, adrenergic, and 
serotonergic function in thermoregulation 
placing those on psychotropics at 1.9 (95% CI 
1.3–2.8) increased odds for heat-related death 
(Bouchama et al. 2007), particularly those on 
antipsychotics and anticholinergics.

• A 3.9% increase in interpersonal violence and 
13.6% increase in intergroup violence per 
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standard deviation increase in temperature 
(Hsiang et al. 2013).

• Reduction in measured working memory, 
reaction times, and attention during heat 
waves (Schlader et al. 2015).

• Elevated rates of heat stroke that will particu-
larly affect those who are lacking housing or 
other protective resources commonly inade-
quate in a community psychiatry population 
(Lõhmus 2018).

• An increased risk of stroke by 5–20% and 
myocardial infarction by 20–40%, with their 
attendant psychiatric complications of disabil-
ity, depression, and cognitive impairment (Li 
et al. 2018).

• Loss of sleep quality and days of physical 
activity with elevated temperatures, with 
implications for depression, anxiety, bipolar 
disorder, and more (Obradovich and Fowler 
2017).

 Air Pollution
Climate change increases air pollution through 
increased dust, wildfires, ozone levels, and pollen 
in addition to the release of particulate matter 
(PM 2.5 μm, PM 10 μm, and ultrafine particles 
0.1 μm), nitric oxide compounds, and other gases 
when fossil fuels are combusted. Because 90% of 
the world’s population is affected by poor air 
quality, air pollution has been identified as the 
greatest global cause of lost life years—causing a 
loss of 4.2 years per person on average in recent 
decades (Cohen et al. 2017).

Many air pollutants, but especially particulate 
matter, can transmit systemically via alveoli and 
the olfactory tract, causing neuroinflammation 
and cerebral oxidative stress with corresponding 
neuropsychiatric impacts. Neuropsychiatric risks 
include:

• Increased risk of dementia (OR 1.16, 95% CI 
1.07–1.26), Parkinson’s disease (OR 1.34, 
95% CI 1.04–1.7), and Alzheimer’s disease in 
particular (OR 3.26, 95% 0.84–12.74) with 
prolonged exposure to PM 2.5 μm and other 
particulates (Fu et al. 2019).

• Elevated rates of ADHD, behavioral disor-
ders, reduced IQ, and developmental delay in 
children (Perera 2017).

• Increased risk for autism spectrum disorders 
(OR 1.02–1.68) (Fu et al. 2019).

• Increased odds of depression (OR 1.1–1.19) 
and suicide (RR 1.02, OR 1.05) (Gu et  al. 
2019).

• Increased rates of violence of 1.1% per each 
10  μm2 increase in PM 2.5  μm and a  0.6% 
increase on days with high ozone levels 
(Berman et al. 2019).

 Wildfires and Extreme Weather Events
Climate-related disasters, such as wildfires and 
severe storms, are occurring in escalating fre-
quency and severity. A warming climate intensi-
fies both precipitation events and drought 
(Masson-Delmotte et  al. 2021), and climate 
change doubled the forest fire area in the western 
United States between 1984 and 2016 
(Abatzoglou and Williams 2016) with dramatic 
consequences. The direct trauma of such events 
has a wide array of mental health outcomes, 
including prolonged indirect effects on mental 
health from economic, housing, and other losses. 
Specific impacts include:

• Individuals exposed to extreme weather events 
are approximately 90% more likely to experi-
ence psychological impairments such as 
hyperarousal, insomnia, concentration diffi-
culties, depression, anxiety, PTSD, and sub-
stance use (Chique et al. 2021).

• Flood survivors experience depression at rates of 
16.5–20%, anxiety at rates of 20.6–28.3%, and 
PTSD at rates of 13.1–36% (Chique et al. 2021).

• Severe storms (e.g., hurricanes and derechos) 
have been associated with prevalence rates of 
21.2% for depression, 13.7% for anxiety, and 
17.8% for PTSD (Chique et al. 2021).

• The population affected by Hurricane Katrina 
experienced a doubling of the prevalence of 
any mental illness from 15% to 31% and 
 “serious” mental illness from 6.1% to 11.3% 
(p < 0.001) (Kessler et al. 2006).
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• Direct exposure to wildfires has resulted in 
rates of 31–33% for major depressive disorder 
and 24–37% for PTSD (Chique et al. 2021).

• In 2020 alone, there were approximately 
30 million people displaced by climate-related 
disasters (Internal Displacement Monitoring 
Centre 2021), with hundreds of millions more 
predicted (Masson-Delmotte et al. 2021).

 Droughts
While extreme weather events have become more 
frequent in some areas of the world, droughts 
have also grown more frequent and intense with 
higher temperatures and longer periods between 
precipitation (Masson-Delmotte et  al. 2021). 
Groups more dependent on the land, such as 
farmers and indigenous peoples, are particularly 
susceptible to mental health effects during 
droughts given their reliance on the land’s pro-
ductivity for economic stability, identity, and 
social cohesion. These indirect impacts of 
drought will likely be the most detrimental long 
term. Repercussions include:

• When drought conditions worsened from first 
to third quartile, rural middle-aged males had 
a 15% increased risk (95% CI 8–22%) of sui-
cide (Hanigan et al. 2012), a finding supported 
by other studies (Parida et al. 2018).

• Drought has been associated with a wide 
range of negative mental health outcomes, 
including increased anxiety, depression, and 
domestic violence and adverse effects on 
spousal, interpersonal, and community con-
flicts (Vins et al. 2015).

 Vector-Borne Diseases
Vector-borne neuro-encephalitic diseases will 
also increase with climate change. Modeling 
these changes can be difficult due to the complex 
and variable interactions between CO2 concentra-
tions, higher temperatures, precipitation, shifting 
host and vector species’ niches, and seasonal 
changes. However, recent trends correlated with 
climate change show mosquito- and tick-related 
diseases tripling between 2004 and 2016  in the 
United States (Rosenberg et al. 2018), with clear 
neuropsychiatric implications related to the acute 

and chronic complications of diseases like Lyme 
disease, tick paralysis, and Zika virus. These dis-
eases add to the direct and indirect impacts of 
infectious waterborne diseases following extreme 
weather events. The penetrance of neuropsychi-
atric symptoms in such diseases include:

• 40% incidence of developmental delays and 
60% incidence of later seizures in infants 
affected by Zika virus (Souza et al. 2019).

• 60% incidence of at least one neurological 
symptom in those affected by malaria (Singh 
et al. 2016).

• Permanent neurologic sequelae in up to 70% 
of cases of equine encephalitic diseases 
(Simon et al. 2020).

• Neurologic symptoms in up to 40% of Lyme 
disease patients (Fallon and Nields 1994).

• 50% incidence of neurological impairment 
following Powassan disease, a viral tick-borne 
illness that has increased in prevalence in the 
midwest and northeastern United States by 
671% between 1997 and 2017 (Fatmi et  al. 
2017).

• Neuropsychiatric symptoms in 20% of cases 
of ehrlichiosis, which has increased by 200% 
in eastern and central United States between 
1990 and 2010 (Ismail et al. 2010).

 Nutrition and Water Security
Food and water insecurity, as well as malnutri-
tion, are increasing under current climate change 
trajectories, with estimates that one billion peo-
ple worldwide will experience increasing water 
scarcity (Masson-Delmotte et al. 2021) and 80% 
of populations living within areas vulnerable to 
environmental degradation will see threats to 
their food supply (Sova et al. 2019) over this cen-
tury. Food staples like wheat, maize, rice, and 
soybeans will see deficiencies in micronutrients 
such as iron, zinc, and protein as carbon dioxide 
concentrations continue to increase to 555 ppm, 
the current projection for 2050 (Smith and Myers 
2018). These effects would result in 122 million 
additional people having protein deficiency and 
175 million more people having zinc deficiency 
worldwide, while 1.4 billion young women and 
children would be located in areas at high risk for 
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iron deficiency (Smith and Myers 2018). Other 
effects include:

• Cognitive development, attention, depression, 
externalizing behaviors, stress, worry, sad-
ness, and anger have all been positively cor-
related with food insecurity (Jones 2017).

• Iron deficiency has been associated with a 5.6- 
fold increase of bipolar disorder in women 
and two- to threefold increases in autism, tic 
disorder, anxiety, and neurodevelopmental 
delay (Chen et al. 2013).

• Zinc deficiency has serious negative impacts 
on  major depression, immune function, and 
neurodevelopment (Wang et al. 2018).

 Psychological Effects

“Psychoterratic syndromes” is a term meant to 
encompass all the fear, grief, and other emotions 
derived from the innumerable losses, threats, 
uncertainties, and instability of the climate crisis 
(Albrecht 2011). The terms ecological grief and 
ecoanxiety further refer to psychological 
responses to that which has been lost and that 
which will be lost without intervention, respec-
tively. As people directly and indirectly experi-
ence the effects of climate change, the necessity 
for a shared language to describe psychological 
responses unique to climate change and the asso-
ciated environmental degradation has become 
clear. Solastalgia is one such term, capturing the 
emotional pain experienced from the loss of sol-
ace in one’s home or cherished environments 
(Albrecht et al. 2007). These responses to the cli-
mate crisis should not be treated as pathological, 
but as normal responses to a difficult reality 
requiring creative interventions to bolster indi-
vidual and community resilience as described 
later in this chapter.

While these terms have not been studied ade-
quately to have construct validity, they do serve 
to fill gaps within the lexicon of mental wellness 
and psychiatric symptoms. A 2021 survey on cli-
mate emotions showed that 70% of the public in 
the United States are worried about global warm-
ing, with 35% of that group identifying as having 

great worry (Leiserowitz et al. 2021). In a study 
of 10,000 youth in ten countries, 84% reported at 
least moderate anxiety with 45% noting a nega-
tive impact in their daily lives and functioning 
(Hickman et al. 2021). These high levels of dis-
tress are likely to only increase, as the full effects 
of climate change are expected to intensify over 
this century on the current emissions trajectory.

 Subpopulations Most Vulnerable 
in the Context of Climate Change

The direct and indirect effects of climate change 
touch all individuals, warranting community psy-
chiatrists’ intervention. However, climate change 
is most urgently and devastatingly affecting the 
health of individuals in underserved and margin-
alized communities. Those of higher social vul-
nerability experience magnified effects due to 
disproportionately increased exposure to natural 
hazards, decreased resources to mitigate the 
effects of climate change, and uneven burdens 
imposed by policies, which constitute social 
determinants of equity. This next section exam-
ines what is known about the unique climate- 
driven challenges posed to various vulnerable 
populations, especially highlighting aspects criti-
cal for community psychiatrists providing their 
mental healthcare to consider.

 Individuals Experiencing 
Homelessness

Individuals experiencing homelessness are regu-
larly exposed to harsh natural elements and cli-
mate drivers likely to negatively impact health 
such as heat and air pollution. Most notably, 
extreme temperatures put them at higher risk for 
hyperthermia or hypothermia than non-homeless 
individuals (Bezgrebelna et al. 2021). Beyond the 
lack of reliable temperature-controlled shelter, 
health conditions such as mental illness, chronic 
diseases, and abuse of substances and alcohol—
all highly prevalent among those experiencing 
homelessness—increase an individual’s vulnera-
bility to heat events (Gronlund et al. 2018). Due 
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to alterations in perception, cognition, and physi-
cal abilities, these health conditions may limit an 
individual’s ability to take precautionary mea-
sures against environmental conditions and adapt 
to protect themselves. Furthermore, individuals 
experiencing homelessness are less likely to 
receive communication on heat advisories 
because the media does not adequately target 
warning messages to them (Bassil and Cole 
2010). Homelessness in urban areas carries two 
additional distinctive risks relative to extreme 
heat. Urban areas are at increased risk of heat 
waves due to the “heat island effect,” a phenom-
enon often worsened by coincident entrapment of 
heat by higher air pollution. Meanwhile, urban 
areas often lack greenspace, which can be protec-
tive against heat waves and air and noise pollu-
tion while also reducing the mental fatigue, 
stress, depression, aggression, and anxiety that 
climate drivers like high temperatures exacerbate 
(Beyer et al. 2014).

In addition to disproportionately affecting 
those who are already experiencing homeless-
ness, climate drivers increase homelessness 
through a variety of means of displacement and 
will increasingly do so without climate mitiga-
tion. As just one example, energy bills increase as 
people seek to cool or warm their homes in 
response to extreme temperatures and natural 
disasters, and failure to pay these bills results in 
utility shutoffs and evictions (Bezgrebelna et al. 
2021; Jessel et al. 2019). Damage to homes from 
natural disasters and the erosion of habitable land 
increasingly leads to the displacement of people 
across both rural and urban areas. This migration 
further strains already low housing resources, 
contributing to homelessness. Finally, inability to 
afford to move to new areas after climate damage 
to homes contributes to homelessness or drives 
individuals to remain in hazardous conditions as 
their only alternative (Bezgrebelna et al. 2021).

 Children and Adolescents

Many of the aforementioned impacts of climate 
change have outsize impacts on youth, including 
increased rates of malnutrition, neurodevelop-

mental disorders, infectious diseases, ecoanxiety, 
and overall mortality. Exposure to various cli-
mate drivers during pregnancy is associated with 
lower birth weight, stillbirth, and preterm births 
(Hellden et al. 2021). Children’s higher exposure 
to pollution per unit body weight, greater time 
outdoors, rapid growth, and developmental win-
dows, as well as their immature physiology, all 
place children at greater risk of adverse outcomes 
from environmental insults (Sheffield and 
Landrigan 2011). Documented worsening of 
interpersonal violence with droughts and elevated 
temperatures includes increased rates of child 
abuse (Seddighi et  al. 2019) and gender-based 
violence (Gearhart et al. 2018) within families, as 
well. Additional evidence points to the negative 
impacts of climate change on economics and 
social stability leading to increased rates of child-
hood marriage as a means to alleviate financial 
concerns (Asadullah et  al. 2020). To this point, 
there is no data on how this increase in adverse 
childhood events linked to climate change will 
burden future population physical and mental 
health. With over 88% of the known burden of 
climate change-related diseases falling on chil-
dren born in the twenty-first century (Zhang et al. 
2007), few should be surprised that climate- 
related anxiety is higher in youth populations 
overall (Hickman et al. 2021) or that it is spurring 
documented phenomena like many youth and 
young adults developing hesitance to bear chil-
dren of their own.

 Older Adults

Climate change is known to both exacerbate and 
create vulnerabilities for older persons, particu-
larly those with mental illness, leading to dispro-
portionate rates of climate-related mortality 
among this population. Older persons with men-
tal health conditions tend to suffer disproportion-
ately from social isolation, which serves as a 
barrier for both adapting to climate change and 
protecting their own safety during climate disas-
ters (Ayalon et al. 2021). Older persons experi-
ence a disproportionate amount of heat-related 
adverse medication effects and heat mortality due 
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to changes in body composition and the thermo-
regulatory system; in fact, heat stroke occurs in 
individuals over age 65  years at rates up to 23 
times higher than in other age groups (Gamble 
et  al. 2013). This must be taken into special 
account when working with older adults with 
mental illness. Higher rates of chronic medical 
comorbidities, such as cardiovascular disease and 
diabetes, among older adults with mental illness 
further exacerbate their sensitivity to extreme 
heat.

Beyond temperature changes and heat events, 
several climate drivers, such as air pollution and 
loss of green spaces, demonstrate detrimental 
effects on the mental capacities of older persons, 
leading to increased rates of cognitive decline 
and increased risk of dementia (Cianconi et  al. 
2021; Béjot et  al. 2018). Disasters such as 
droughts have been linked with increased suicid-
ality among older persons (Sena et  al. 2018). 
Finally, unique causes of psychological distress 
related to climate change—such as survivor’s 
guilt among the elderly who have lost younger 
loved ones due to climate change and internal-
ized ageism from the villainization of older adults 
for contributing to greenhouse gas emissions—
take a toll on older persons’ mental health 
(Ayalon et al. 2021).

 Ethnic/Racial Minorities

Hazardous waste sites and fossil fuel pollution 
output have been disproportionately located in 
neighborhoods of ethnic and/or racial minorities. 
For instance, African American populations in 
counties with oil refineries range from 16% to 
54% compared with 13% of the total US popula-
tion comprised by African Americans in 2010 
(Fleischman and Franklin 2017). Redlined com-
munities, demarcated by a racist convention of 
limiting financial support to minority communi-
ties as a form of segregation, have been associ-
ated with higher rates of air pollution exposure 
from traffic sources, diminished green spaces, 
greater risk of floods, and exposure to higher 
temperatures as a result of urban heat-island 
effect (Tessum et  al. 2021; Katz 2021). In fact, 

compared to non-Hispanic Whites, the likelihood 
of residing in areas with elevated heat-related 
risks has been shown to be 52% higher for 
African Americans, 32% higher for Asians, and 
21% higher for Hispanics (Jesdale et  al. 2013), 
while African Americans and Hispanics also have 
experienced 56% and 63% excess exposure to 
particulate matter air pollution, respectively 
(Tessum et al. 2019). All of these factors contrib-
ute to the greater impact of climate change on 
ethnic and racial minorities’ health, along with 
the obligation of psychiatrists to understand and 
address racial injustices pertaining to environ-
mental and social determinants of health.

 Rural Communities

Rural communities rely upon agriculture for eco-
nomic stability. Because the geographic location 
of these communities puts them in closer proxim-
ity to flood and wildfire-prone areas, they are vul-
nerable to climate disasters that destroy crops and 
devastate local economies while making access 
to crisis resources more difficult. Additionally, 
the dependency on and close relationship with 
the land and landscape of rural people increases 
their risk of psychological distress and mental ill-
ness compared to urban populations when 
climate- driven disasters disrupt that relationship 
(OBrien et  al. 2014), as evidenced by the 
increased risk of suicide by farmers during peri-
ods of drought (Vins et al. 2015). The difficulty in 
responding to these vulnerabilities is com-
pounded by the higher rates of poverty and lower 
emphasis on planning capacity in rural communi-
ties when compared to urban areas, exemplified 
by their much lower likelihood of having a land- 
use planner compared to metropolitan counties 
(NCA 2014).

 Indigenous Peoples

Many Indigenous populations live subsistence 
lifestyles in deep connection with the land. 
Similar to rural communities, this greater identi-
fication with nature and landscapes confers a 
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greater risk of negative mental health impacts by 
climate change, magnified by the unjust exploita-
tion of natural resources by non-Indigenous pop-
ulations (Middleton et  al. 2021). Meanwhile, 
similar to other ethnic minorities, discriminatory 
practices expose them to further risk related to 
fossil fuel consumption. As wildfires, deforesta-
tion, drought, and flooding damage crops and 
disrupt animal reproductive and migration pat-
terns, risks of food insecurity and poverty—
already overrepresented in Indigenous 
populations worldwide—are multiplied. For 
example, Inuit communities’ mental health and 
livelihood have been threatened by sea-ice insta-
bility, which disrupts whale and other hunting 
activities that make up the backbone of their cul-
tural tradition and sustenance. This disruption is 
reflected by increased rates of substance abuse, 
mental disorders, and suicidal thoughts 
(Middleton et  al. 2021). For Yolngu Aboriginal 
peoples, self-concept includes a literal under-
standing of the relation of one’s footprints 
(djalkiri) to the footprints of one’s ancestors and 
the footprints of the land, and social networks 
(gurrutu) are intimately defined by the sustain-
able use of a set of natural resources (Christie and 
Greatorex 2004). Ultimately, these climate 
changes and environmental injustices jeopardize 
the social connections, spiritual practices, tradi-
tional foods, mental health, and ancestral culture 
of Indigenous groups (Durkalec et al. 2015).

 Community Psychiatry, Climate 
Change, and Social Justice

As discussed above, the effects of climate change 
fall disproportionately across the population. The 
ethical practice of both community psychiatry 
and climate psychiatry, therefore, requires a 
foundational engagement in social justice and 
health equity. In enacting these core values to 
serve underserved and marginalized communi-
ties who often face a plethora of challenges 
related to basic human needs and social justice, 
community psychiatrists have to consider how to 
prioritize attention to climate change and related 
mental health effects in the context of other 

important, urgent psychosocial forces affecting 
their patients. Yet efforts that drive policies to 
counteract climate change, design a more sus-
tainable future, and enable a just transition will 
inherently also create economic opportunity and 
promote equity across races, genders, cultures, 
and socioeconomic backgrounds. In this way, cli-
mate action unites other movements for social 
justice and health equity.

This relationship is not unidirectional; poli-
cies to promote social justice also empower 
climate- vulnerable populations and often pro-
mote a more sustainable future. In contrast, 
ambivalence in climate action permits continued 
harm to health as well as to community resources 
such as food, water, and shelter which will, in 
turn, only worsen psychological and psychoso-
cial conditions. For these reasons, engagement in 
addressing climate change by community- 
focused psychiatrists is not only morally impera-
tive, but well aligned with the values and other 
goals core to the practice of community 
psychiatry.

Solutions designed to both protect mental 
health and decrease disparities exacerbated by 
the effects of climate disruption on health are for-
tunately also well aligned with five core skill sets 
of the community psychiatrist. Recovery and 
person-centered care, contributions to population 
health and preventive efforts, community leader-
ship and collaboration with local departments 
and organizations for collective action, skilled 
advocacy and social justice efforts, and expertise 
in navigating and driving systems toward a just 
transition and sustainable future will all be criti-
cal components of the response by psychiatrists 
to address climate change in their communities. 
Here, we outline examples of climate-related 
interventions that are practical for the community 
psychiatrist, set in the foundation of these five 
pillars of community psychiatry.

 Recovery and Person-Centered Care

The emotional responses and mental health 
implications of climate change for each individ-
ual vary, and the community psychiatrist may 
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best be prepared to address individual responses 
by adapting the framework of person-centered 
care and recovery. Emotional reactions in the 
context of climate change depend on how one 
makes sense of what is happening and how one 
frames their own response. Mental health promo-
tion in this context requires mental health provid-
ers to help patients realistically understand how 
climate change affects them and what actions 
they can take on both individual and collective 
levels (Fritze et al. 2008).

Using person-centered communication—such 
as noting the need to prepare for heat waves in 
order to protect their families or in recognizing a 
pattern of experiencing more frequent asthma 
attacks as being related to increasing pollen 
counts and air pollution—may be the most effec-
tive way for psychiatrists to frame educational 
messages about the health risks of climate change 
for each individual and also ultimately have the 
broadest community impact (Senay et al. 2021). 
Effective climate communication skills rely sig-
nificantly on respect for, responsiveness to, and 
empowerment of patient preferences, needs, and 
values—principles that are also core to person- 
centered care (Stanhope et al. 2021).

The community psychiatrist’s additional ther-
apeutic role is also to normalize the emotional 
response of patients confronting the frightening 
reality of the climate crisis. First, because psy-
chiatrists are equal stakeholders in our behavior- 
driven planetary crisis, it may be particularly 
helpful to highlight that the psychiatrist and the 
patient are in a shared circumstance as related to 
climate disruption. Personal sharing—which 
overlaps with the concepts of intersubjective 
“metaphorizing empathy” and “narrative empa-
thy” often used in person-centered care—can be 
a tool for empowering the patient through identi-
fication with the capabilities and strength of the 
physician and through demonstrating how to 
build a supportive community (Mezzich et  al. 
2016). Second, psychiatrists can help individuals 
leverage their unique strengths to enter a phase of 
adaptation and transformation parallel to the 
journey of the recovery model. This process will 
utilize positive psychology to redirect anxieties 

and despair toward hope and resilience through 
collective action (Fritze et al. 2008; Baudon and 
Jachens 2021). Finally, psychiatrists may use 
social prescriptions for sustainability-oriented 
activities and/or education on what can be done 
toward collective action, which has powerful 
healing benefits for the individual while also gal-
vanizing community collaborative efforts and 
transformation. Further recovery-oriented activi-
ties include:

• Educating oneself and other mental health 
professionals about the local effects of climate 
change on overall health and mental health, as 
well as the mental health benefits of a transi-
tion to a clean economy for local businesses 
and workers.

• Educating patients and the community on 
local climate-related risks and how to protect 
themselves (e.g., heat impacts on psychiatric 
medications, air pollution and air filtration, 
fires and “go kits,” tornado and in-ground 
shelter).

• Educating oneself and one’s patients about 
local sustainability initiatives affecting their 
health.

• Issuing social prescriptions to patients to 
spend time in nature or connect with nature, 
including animal life (Dean et al. 2018).

• Issuing social prescriptions to participate 
in  local collaborative action on sustainable 
habitat improvement, which can include sus-
tainability efforts such as community garden-
ing, or air, water, and land advocacy efforts 
(Hayes et al. 2020).

• Referring patients to group therapy oriented 
toward addressing climate distress through 
shared experiences of recovery (Mark and 
Lewis 2020).

• Adapting current methods of psychotherapy 
to address climate psychological issues. ACT, 
feminist therapy, ecotherapy, and dialectical 
techniques may be particularly helpful 
(Baudon and Jachens 2021; Lewis et  al. 
2020).

• Adapting existing person-centered treatment 
planning instruments to ensure long-term 
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patient goals are sustainable in the face of 
likely climate disruption (Stanhope et  al. 
2021).

 Population Health and Prevention

Mental health promotion in the context of climate 
change extends beyond care of the individual and 
presents an opportunity for community psychia-
trists to practice prevention and health promotion 
at the level of their community. First, in order to 
detect and track the effects that climate change is 
having on the health of any given community, 
surveillance and needs assessments must be con-
ducted to ensure that communities are equipped 
with resources to adapt. Community psychiatrists 
with close exposure to the challenges faced by 
their patients can aid these assessments by col-
lecting data on and reporting prevalence of health 
effects to health department officials and local 
organizations providing services in their area 
(Hayes et al. 2020) and assessing the adequacy of 
local health services to address local climate 
challenges. Second, community psychiatrists 
may examine the adequacy of health system 
responsiveness to regional climate needs through 
health services research which may be used to 
direct adaptive measures (Haase 2020). This 
research should be used to inform policymakers, 
who otherwise may not have regionally specific 
understanding of how to prioritize health services 
development to provide the most regionally 
responsive adaptive and preventive services. 
Most importantly, contributions by community 
psychiatrists to encourage groups of patients, 
health systems, local organizations, and policy-
makers to engage in strategies to mitigate climate 
change ultimately serve the purpose of preven-
tion of its varied health sequelae. Psychiatrists’ 
knowledge of theories of psychology, behavior 
change, and trauma and fear responses, as well as 
their abilities with processing difficult emotions 
at the group and individual level, are critical to 
enhancing capacities for social change and help-
ing communities articulate new self-defining nar-
ratives under evolving circumstances, particularly 

under the conditions of ongoing personal and 
collective trauma that climate change will bring.

Additional activities include:

• Screening patients for climate-related psycho-
logical distress; useful scales may include the 
Environmental Distress Scale (Higginbotham 
et al. 2006), the Solastalgia Scale (Eisenman 
et  al. 2015), and the Kessler Psychological 
Distress Scale.

• Screening patients for their degree of climate 
awareness in order to prompt and personalize 
discussion; for example, the SASSY scale 
developed by Yale Climate Communications 
can be used to categorize an individual’s cli-
mate attitudes and suggest data-driven, effec-
tive communication strategies (Leiserowitz 
et al. 2020).

• Screening patients for access to protective 
measures, such as cooling centers during 
extreme heat, and protective factors, such as 
neighborhood greenness and sense of con-
nectedness to nature (Beyer et al. 2014; Dean 
et al. 2018).

• Participating in general community needs 
assessments to promote intentional inclusion 
of climate-based behavioral and mental health 
needs.

• Contributing expertise on community mental 
health to aid regional health officials in con-
ducting formal Health Impact Assessments, 
which assess and manage the community health 
risks of intended local development projects or 
actions, particularly when those actions have 
environmental implications (Bell 2011).

• Conducting community-based participatory 
research with members of vulnerable popula-
tions, so that they can provide nuanced feed-
back on how climate change is differentially 
affecting them in a local context (Bell 2011).

• Developing community-based climate change 
resilience plans, to address psychosocial well- 
being, that include measures of mitigation 
(increased greenspace, availability of public 
transportation, decreased food waste, insur-
ance of family planning, incentives for clean 
energy) and adaptation and resilience (disaster 
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response, clean water and water rights protec-
tions) (Masson-Delmotte et al. 2021).

• Educating about climate health risks through 
public service messages targeted to the most 
vulnerable populations.

• Spreading the word about the health harms of 
climate change through public health market-
ing campaigns, which help make the personal 
impact of climate change more relevant for 
individuals and inspire adaptive and mitiga-
tive behaviors on a population level (Krygsman 
and Speiser 2016).

 Leadership and Collaboration

Broad interventions to address climate change 
must be rooted in local knowledge and culture in 
order to meet the needs of those affected. Yet 
organizational hierarchy can create barriers to 
local voices being heard during pivotal decisions. 
Community psychiatrists and mental health cen-
ters are optimally positioned to serve as a pri-
mary channel between the local populace and 
national organizations since they are prominent 
members of both. Community psychiatrists fill 
numerous leadership roles, including education 
of future healthcare providers and leadership of 
both national organizations and community men-
tal health systems. As healthcare transforms to 
paying for value rather than just volume, psychia-
trists must expand their leadership roles to 
address issues that affect wellness, like climate 
change, as outlined below through:

• Partnering with other community and national 
organizations to reflect the interconnectedness 
of the climate crisis and mental health in order 
to build solidarity around calls for change, 
such as ceasing use of and divestment from 
fossil fuels.

• Forming consortiums to ensure that all com-
munal decisions and messaging include cli-
mate equity, including for infrastructure 
projects, legislation, land planning, and more 

(Climate Health Action Recommendations 
2021).

• Promoting climate health literacy by expand-
ing health professional curricula to include 
this material, with particular emphasis on ade-
quate climate mental health didactics (Pollack 
and Haase 2022).

• Including time and funding in community 
psychiatry leadership positions to participate 
in local initiatives and governance on commu-
nal wellness plans, such as land planning for 
green spaces that have co-benefits for  social 
connectedness and mental and physical health 
while providing buffers to climate drivers 
(Engemann et al. 2019).

• Introducing community mental health adapta-
tion strategies to climate change, such as 
transformational resilience practices (Doppelt 
2016) and emerging group support networks 
responsive to the unique qualities of the cli-
mate crisis, like Climate Cafes and the Deep 
Adaptation and Good Grief Networks (Mark 
and Lewis 2020).

 Advocacy and Social Justice

The American Association of Community 
Psychiatry’s (AACP) strategic plan includes 
“influenc[ing] health and social policies to 
develop and sustain coordinated public health 
and clinical delivery systems… guided by social 
justice and evidence informed clinical prac-
tices…” (AACP Strategic Plan). The mounting 
known harms from climate change present a 
moral imperative to include advocacy for climate 
mitigation, justice, and community resilience in 
all such efforts. Furthermore, expanding health-
care provider support for climate action is pivotal 
in growing public messaging, as health profes-
sionals are among the most trusted messengers 
(Maibach et al. 2021). Further actions include:

• Lobbying policymakers through organiza-
tional and established channels to adopt 
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 climate mitigation and adaptation legislation 
as a matter for public health.

• Educating the public regarding the implica-
tions that climate change has on health through 
marketing campaigns and local op-ed 
publications.

• Vocalizing and implementing the need for car-
bon footprint reduction within the healthcare 
sector, which currently emits 10% of US 
greenhouse gas emissions (Lenzen et  al. 
2020).

• Reducing the carbon footprint of psychiatric 
practice through measures including transi-
tions to zero carbon energy sources; office 
sharing; hospital bed reduction through use of 
mobile mental health teams; extension of tele-
medicine; geographically distributed care and 
collaborative care; reductions in overprescrib-
ing, low-yield prescriptions, and polyphar-
macy; and video-based attendance at CME 
events and conferences (Yarlagadda et  al. 
2014).

• Demanding strategies aimed at ending carbon 
emissions that incorporate “Just Transition” 
principles, ensuring resources and employ-
ment are distributed to frontline workers and 
fenceline communities that have suffered 
more climate impacts and are more at stake 
during the transition to sustainable energy 
(Krawchenko and Gordon 2021).

• Expanding programs such as the EPA’s 
Environmental Justice Screening Tool, 
CalEnviroScreen, to ensure that health invest-
ments are targeted to those most vulnerable 
and exposed to adverse climate impacts 
(Climate Health Action Recommendations 
2021).

• Correcting research practices, such as those 
used to estimate mortality from air pollution, 
that underestimate effects on minority and 
underrepresented populations (Spiller et  al. 
2021).

 Integrated and Comprehensive 
Systems

Although locally based work is vitally impor-
tant to ensure a just and smooth transition for 
communities, the breadth of climate change 

makes systematic improvements critical to 
maintain a healthy living environment. 
Comprehensive mental health systems are 
increasingly integrated into broader health 
systems along with longstanding integration 
into the communities in which individuals 
live. Solutions that address climate change 
must be integrated into these systems, and 
community psychiatrists must integrate them 
into the continuum of services provided. As 
with prior global health risks, climate change 
requires we increase the flexibility, respon-
siveness, and interactive feedback loops 
between centralized coordinating agencies and 
local convening bodies, as well as improve 
communication to patients (Overton et  al. 
2021). The Intergovernmental Panel on 
Climate Change (IPCC) recommends that pol-
icy initiatives perform three broad things: (1) 
promote decisions that produce decent out-
comes under a wide variety of scenarios, 
mathematical decision-making models, and 
institutional stability; (2) propagate credible, 
legitimate, actionable, and salient informa-
tion; and (3) engage stakeholders in ongoing 
education to solve their own problems over 
time (Masson-Delmotte et al. 2021). Specific 
actions include:

• Ensuring mental health impacts of climate 
change be prioritized in all national and local 
climate legislations, policies, and strategies, 
such as inclusion in the National Health 
Security Strategy (Climate Health Action 
Recommendations 2021).

• Conducting adequate research to define how 
the mental health impacts of climate change 
intersect with known psychiatric symptoms 
and disease.

• Advocating that all community mental health 
funding meet sustainability, decarbonization, 
and social determinants of health goals.

• Incentivizing healthcare system carbon foot-
print reduction by incorporating sustainability 
benchmarks into reimbursement metrics, such 
as increasing reimbursement amounts when 
clinics achieve higher efficiency certifications, 
and creating funds for smaller and rural 
healthcare systems to meet these metrics 
(Salas et al. 2020).
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• Mapping community assets to identify gaps in 
resources as well as coordinate adaptation to 
climate change and preparation for climate 
emergencies (Hayes et al. 2019).

• Building national surveillance and notification 
tools for climate-related health risks, such as 
alerts about vector-borne disease outbreaks or 
heat waves that include resources and 
evidence- based recommendations for both 
providers and patients (Salas et al. 2020).

• Adding capability at community mental health 
centers to act as hubs for climate-related 
disasters— for example, using these centers as 
cooling centers for those experiencing 
homelessness.

 Conclusion

Climate change is an existential threat to humans 
with far-reaching consequences for community 
healthcare, particularly mental health. Increasing 
temperatures, heat waves, extreme weather 
events, droughts, air pollution, vector-borne dis-
eases, and nutritional scarcity all stand to directly 
impact mental health by exacerbating current ill-
ness and increasing the incidence of mental ill-
ness. Furthermore, mounting financial, 
communal, housing, and personal losses indi-
rectly influence local population health, lasting 
long beyond any of the direct impacts and multi-
plying inequities in social determinants of 
health. The worst of these effects can be 
addressed with collaborative interventions 
between local, national, and international gover-
nance. Community psychiatrists have a responsi-
bility to safeguard the health, recovery, and 
resilience of the populations they serve and have 
a large and compelling role to play in developing 
and enacting these creative solutions as promi-
nent members of their local and broader 
communities.
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Disaster Victims and the Response 
to Trauma

Matthew N. Goldenberg, David Benedek, 
and Robert J. Ursano

Disasters are common and widespread. As this 
textbook chapter is being written, the United 
States and much of the world have been in the 
throes of the COVID-19 pandemic for more than 
two years. Not since the Spanish Flu of the 1918 
has the world witnessed such profound devasta-
tion to life, economies, and threats to social val-
ues. Much of the psychological impact of the 
pandemic remains to be studied, yet early data 
suggest a profound toll and a robust need for 
enhanced prevention and treatment resources. 
The scope, longevity, and nature of the pandemic 
distinguish it from more proscribed disaster 
events. In this chapter, we review elements com-
mon to all disasters and specifically address the 
COVID-19 pandemic.

 Introduction

In his 2020 memoir A Promised Land, former 
President Barack Obama cites the devastation of 
Hurricane Katrina, particularly the inadequate 
government preparation and response, as pivotal 
factors in his decision to seek the presidency 
(Obama 2020). In late August of 2005, just over a 
year into his first term as a U.S. Senator, Obama 
watched with sadness and dismay  as Hurricane 
Katrina roared ashore on the Gulf Coast of the 
southern United States, leaving in its wake large 
swaths of physical destruction and human trag-
edy. The storm resulted in the deaths of nearly 
2000 people, most of them residents of New 
Orleans, where the storm’s water surge breached 
nearby levees and flooded nearly 80% of the city. 
Coastal communities in Mississippi and Alabama 
were also ravaged by the hurricane. During and 
immediately following the storm, many residents 
experienced extreme adversity—life threats, 
physical injury, and lack of appropriate food, 
water, sanitation, or shelter. Some had to walk 
long distances through flood waters, while others 
were rescued from the rooftops of their homes by 
boat or helicopter. Many locals, including a dis-
proportionate number of poor and Black resi-
dents, were left homeless and unemployed, 
coping with the deaths of loved ones, the separa-
tion from family members, and the loss of impor-
tant social institutions such as churches, medical 
clinics and hospitals, and community centers. 
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The storm created a large diaspora, with thou-
sands of Gulf Coast residents relocating to cities 
such as Houston and Chicago. Property damage 
due to the storm was estimated at over $80 bil-
lion, with the total economic cost estimated at up 
to $150 billion (Tate 2010).

Because of the destructive toll of Hurricane 
Katrina, much attention has been paid to the 
storm from a variety of perspectives. The psycho-
logical impact of the storm on the residents of 
New Orleans and other affected regions has been 
the focus of significant interest among mental 
health and public policy professionals. The 
American Psychiatric Association held its 2010 
annual meeting in New Orleans in part to focus 
on important questions that Hurricane Katrina 
raised about the psychiatric dimensions of disas-
ter (American Psychiatric Association 2010). 
What are the psychological and behavioral effects 
of disaster or other traumatic events? What are 
the trajectories of such effects? Who is at risk for 
significant problems? To what extent and by what 
means can the adverse sequelae of disaster be 
prevented or mitigated? How can psychiatrists 
and other mental health professionals assist in 
disaster preparedness and response? This chapter 
will address these issues, especially highlighting 
the important roles that community psychiatrists 
and other mental health professionals can play in 
the pre-, peri-, and post-disaster setting.

 Defining the Problem

 Disasters

While the COVID-19 pandemic has undoubtedly 
been one of the great tragedies in American his-
tory (and a hugely devastating event around the 
world), it is hardly the only disaster that has or 
will befall the nation’s communities or citizens. 
By definition, disasters are events that overwhelm 
personal and/or social coping resources (Ursano 
et  al. 2007). Disasters are classically character-
ized in a variety of ways, differing in terms of 
type, intent of agent, and scale. Disasters can be 
natural (e.g., tornado) or man-made (e.g., terror-
ist attack), though the distinction blurs somewhat 

in instances like the COVID-19 pandemic or 
Hurricane Katrina where a natural event (a virus 
or hurricane) combined with human factors (defi-
cient public health policy/practice or inadequate 
levee construction) lead to such devastation. 
Disasters can result from intentional acts (e.g., 
bombing) or accidents (e.g., industrial spill). 
Disasters can affect a few individuals, a small 
community, an entire nation, or even large num-
bers of people in various countries simultane-
ously as in the COVID-19 pandemic or the Indian 
Ocean tsunami of 2004.

Worldwide between 1994 and 2013, nearly 
218 million people per year were directly affected 
by disasters, including natural events such as hur-
ricanes or earthquakes (Centre for Research on 
the Epidemiology of Disasters, 2015). Man-made 
disasters such as terrorism and war inflict a heavy 
burden in many parts of the world. In 2017, more 
than 49 armed conflicts raged in 34 countries 
(Project Ploughshares 2008). Millions of people 
have been forced to migrate as refugees as a 
result of conflicts. The US military has been at 
war with Afghanistan and Iraq for much of the 
last two decades. As of 2019, nearly 7000 
American service members and 8000 contractors 
had died in country, there had been over 50,000 
officially counted as wounded in action, with 
many of those individuals having suffered head 
injuries and/or amputations (Watson Institute for 
International and Public Affairs 2020).

As was the case with Hurricane Katrina, disas-
ters disproportionately affect the world’s poor. 
Over 90% of deaths due to natural disasters occur 
in poor countries (McMahon 2007). Even in 
developed countries, poor citizens are most 
affected by disasters including the COVID-19 
pandemic in the United States. An event of simi-
lar physical magnitude is likely to cause more 
deaths in a developing country than in a devel-
oped country. The disparity in disaster outcomes 
between rich and poor can be understood as a 
function of both pre-event vulnerability and post- 
event response. Factors such as geography, per-
sonal resources, community infrastructure, and 
political stability all impact the occurrence and 
consequences of natural disasters. Large 
 disparities in the distribution of wealth and 
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income may also lead to differential health 
outcomes.

 The Mental Health Effects of Disasters

In the immediate aftermath of many disasters, 
affected communities often respond with an 
increased sense of cohesion and commitment to a 
common purpose. On an individual level, most 
people exposed to a disaster actually respond quite 
well—resilience in the face of adversity is the rule, 
not the exception. But many are not as fortunate. 
Some of those exposed to a disaster develop psy-
chiatric disorders such as posttraumatic stress dis-
order (PTSD) or depression. Others experience 
reactions that, while not reaching a diagnostic 
threshold, are quite distressing, including feelings 
of grief, social withdrawal, sleep problems, or 
decreased concentration. Still others may change 
their health risk behaviors, including increasing 
their cigarette or alcohol use or altering their driv-
ing patterns (Hamaoka et al. 2007). Many disaster 
victims grow angry, resentful, or distrusting of 
those they deem either responsible for the disaster 
(e.g., industry in a chemical spill) or unhelpful in 
the response (e.g., government).

Distinguishing a “normal” reaction from a 
more problematic condition following a trau-
matic event continues to be a somewhat contro-
versial issue. Transient psychological reactions 
such as fear, sadness, helplessness, grief, or anger 
in the aftermath of trauma are common and often 
referred to as acute stress reactions (ASRs). 
ASRs could be considered to be psychiatry’s 
common cold—widely distributed, but mini-
mally disabling and with expected full recovery, 
often without significant intervention. Although 
the DSM-5 does not include ASR as a diagnos-
able mental disorder, the international classifica-
tion system (ICD) does. Unfortunately, the 
posttraumatic reaction for a subset of the popula-
tion seems more like a pneumonia or chronic 
bronchitis, with a more severe, protracted course. 
It is this prolonged symptomatology and signifi-
cant functional impairment that distinguish more 
pathological responses such as PTSD or acute 
stress disorder (ASD) from less severe ASR.

Posttraumatic stress disorder is the psychiatric 
condition most often associated with disasters, and 
it is often the primary focus of the post- disaster 
mental health response. PTSD is rare among men-
tal disorders in that an external event is etiologi-
cally necessary for the diagnosis. Posttraumatic 
stress disorder is characterized by the develop-
ment, after exposure to a traumatic event, of symp-
toms of (1) intrusion, reexperiencing of the event, 
often through involuntary thoughts, flashbacks, 
and/or nightmares; (2) avoidance of reminders of 
the event; (3) alterations in mood or cognition, 
inability to recall aspects of the event, exaggerated 
blame of self or others, or anhedonia; and (4) alter-
ations in arousal or reactivity, such as hypervigi-
lance, increased startle, poor sleep, irritability or 
aggression, and risk behavior. PTSD requires the 
presence of symptoms at least 1 month after the 
event and, like all mental disorders, impairment in 
psychosocial functioning. DSM-5 added a speci-
fier for patients experiencing dissociation, but 
eliminated the distinction between “acute” and 
“chronic” phases. PTSD is classified as “delayed 
expression” if criteria for the disorder are not met 
until at least 6 months after the event (American 
Psychiatric Association 2013).

Acute stress disorder (ASD) has similar clini-
cal characteristics as PTSD, differing only in 
time course. ASD may be diagnosed anywhere 
from 3 to 30 days post-event, whereas PTSD may 
only be diagnosed after 30 days or more. ASD is 
characterized by the same symptom domains as 
PTSD. In prior iterations of the DSM, a diagnosis 
of ASD required the presence of dissociation—
such as time distortion or feeling detached or out-
side oneself—at the time of the event (American 
Psychiatric Association 2013), but this require-
ment was removed in the DSM-5. Initially, the 
presence of ASD was thought to be the predictor 
of subsequent PTSD. Most current data support 
the finding that many but not all people with ASD 
go on to develop PTSD. And many of those who 
do not meet the criteria for ASD are later diag-
nosed with PTSD. ASD is neither necessary nor 
sufficient for the diagnosis of PTSD (Bryant et al. 
2008a). At present the best predictor of PTSD 
may well be high levels of PTSD symptoms in 
the first month.
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Although ASD and PTSD are the most recog-
nized disorders in the wake of the disaster, they 
may not even be the most common. Other psychi-
atric conditions may also occur either indepen-
dently or comorbidly with PTSD. Major 
depressive disorder (MDD) frequently develops 
following a traumatic event, and those with a his-
tory of depression may experience a recurrence 
of their symptoms in the post-disaster setting. 
Anxiety disorders including panic disorder and 
certain phobias may also emerge or be exacer-
bated following a disaster. Some individuals may 
experience severe grief or adjustment reactions 
that cause significant distress but do not meet cri-
teria for a specific disorder such as PTSD or 
MDD. There have been multiple studies that indi-
cate that substance use rises in the post-disaster 
setting, but it is not clear that the incidence of 
substance use disorders increases. While overall 
substance use may rise somewhat, research indi-
cates that most of the increased substance use 
occurs in individuals with preexisting substance 
use disorders.

Depending on the nature of the disaster, some 
victims may present with psychological and 
behavioral symptoms as a direct result of physi-
cal injury or illness. Disaster victims with head 
injuries may suffer neuropsychological symp-
toms as a direct result of traumatic brain injuries. 
Those who sustain injuries or develop illnesses 
may present confused or agitated as a result of 
delirium. Some people who are dependent on 
medication or other substances (including alco-
hol or illicit drugs) may experience withdrawal 
symptoms if there is an interruption in their sup-
ply chain. Persons who experience more serious 
physical disabilities as a result of injury may 
experience psychological distress due to the loss 
of prior function.

 Vulnerable Populations

Not all of those who experience a disaster are 
equally likely to develop psychological distress 
and/or psychiatric illness in its wake. Those with 
prior trauma exposure including adverse child-

hood experiences, those with premorbid psychi-
atric illness, females, children, the elderly, and 
the physically disabled are at increased risk of 
PTSD after traumatic events, including disasters 
(Hamaoka et al. 2007). In addition to the direct 
victims of disasters, first responders such as para-
medics, firefighters, police officers, soldiers, and 
other disaster workers are also at risk for the 
development of PTSD and other posttrauma psy-
chiatric disorders (Benedek et al. 2007). Rates of 
posttraumatic psychiatric illness vary depending 
on the type of trauma. Multiple studies (mostly 
focused on non-disaster-related trauma) have 
suggested that interpersonal violence such as 
rape or assault results in higher rates of PTSD 
than noncrime trauma (Breslau et al. 1998; Kelley 
et al. 2009). Combat exposure is the trauma most 
associated with PTSD development in men 
(Kessler et  al. 1995). Human-made disasters 
seem to be associated with higher rates of PTSD 
than natural disasters. It may be that the meaning 
of interpersonal trauma—where another person 
has intentionally harmed another—impacts the 
development of symptoms.

Persons with serious and persistent mental ill-
ness may be particularly vulnerable to disasters. 
Like much of the population, they often respond 
quite ably to assist themselves and others in a 
time of great need. But evidence suggests that 
they are less likely to have an emergency plan in 
place or appropriate access to supplies in the 
event of a disaster. They may be more reliant on 
others to assist them to evacuate or take other 
precautions prior to a disaster. Those with a his-
tory of mental illness may also be more likely to 
develop stress-related symptoms or a relapse of 
prior symptoms following a disaster. Those with 
prior diagnosis of PTSD may be particularly vul-
nerable to an exacerbation of symptoms due to an 
association of the current disaster and response 
(e.g., sirens) to their prior trauma (Center for the 
Study of Traumatic Stress 2011; Frieden 2006). 
Post-disaster disruptions in mental health care 
(including hospitals, physicians, and pharmacies) 
and other social services (including financial 
assistance, supported housing, and public 
 transportation) may greatly affect the seriously 
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mentally ill. Persons with chronic, severe mental 
health problems are often cared for by family 
members who may be injured or killed or have 
their attention otherwise diverted during and after 
a disaster. Because overall demand for mental 
health services often increases in the wake of a 
disaster due to the mass trauma exposure, diver-
sion of resources away from care for the chroni-
cally mentally ill may result.

 The Mental Health Interventions 
in the Disaster Setting

 Prevention

ASD and PTSD are rare among psychiatric con-
ditions in that a necessary etiologic element for 
the diagnosis is exposure to a specific traumatic 
event, including disaster. As a result, these disor-
ders offer clinicians and policy makers the spe-
cific opportunity to focus on prevention. Prior to 
or following a disaster, interventions may be 
designed to reduce the likelihood of a disorder 
(primary prevention). It may also be possible to 
identify persons with early symptoms in order to 
mitigate their suffering and prevent progression 
to a more chronic condition (secondary preven-
tion). Among those who develop an illness such 
as PTSD, treatment of the disorder can reduce the 
negative impact of the illness and avert negative 
outcomes such as suicide (tertiary prevention). 
Tertiary prevention can be seen as synonymous 
with standard psychiatric treatment and 
rehabilitation.

Preventive interventions are often subdivided 
into three categories: (1) universal prevention, (2) 
selective prevention, and (3) indicated preven-
tion. Universal interventions target the entire 
affected population. Psychological first aid 
(PFA), discussed in more detail below, is a uni-
versal intervention that can be employed for all 
affected individuals following a traumatic event. 
Selective interventions focus on groups or indi-
viduals whose risk for developing PTSD or other 
long-term problems may be particularly high. 
Provision of additional support to all first 

responders is a selective intervention. This may 
take the forms of psychoeducation, stress man-
agement, and self-care tips and resources, pro-
vided via web-based outreach or embedded 
providers within response teams, and must target 
not only frontline response workers, but also their 
leadership (Wynn et  al. 2020). Indicated inter-
ventions identify and treat persons who are 
already experiencing some distress in order to 
prevent a worsening of symptoms. Providing pro-
longed exposure therapy to people with ASD to 
prevent PTSD is an indicated intervention 
(Bryant et al. 2008b).

 Before the Event

Given that, by definition, posttraumatic syn-
dromes develop after a horrible event, prevention 
of the event itself could be an effective way to 
limit psychological distress. Cessation of war 
would reduce the amount of property damage, 
lower the number of displaced persons, limit the 
injuries and deaths of civilians and soldiers, and 
lessen the psychological sequelae of battle. 
Securing the levees in New Orleans or develop-
ing a more effective evacuation strategy may 
have reduced the scope of the disaster and pre-
vented much physical and psychological suffer-
ing. In 2020, developing and implementing more 
effective public health measures to limit 
COVID- 19 spread could have saved lives, liveli-
hoods, and psyches. These interventions are 
undoubtedly valuable in their own right, but they 
have traditionally been seen as beyond the scope 
of mental health professionals’ practice. 
Increasingly, though, extraclinical advocacy 
around issues that directly and indirectly affect 
our patients’ lives are viewed to be within our 
professional purview. At both the individual and 
community levels, in both the clinic and outside 
its walls, clinicians and especially public health 
practitioners can take action in anticipation of a 
disaster in order to prevent disasters and post- 
event distress.

Planning at both the individual and commu-
nity levels in anticipation of a disaster is vital to 
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an appropriate, organized response once an event 
occurs. For individuals and families, prepared-
ness includes the creation of a disaster plan, 
including storage of at least two days of food and 
water, a flashlight, a portable radio and spare bat-
teries, emergency phone numbers, and a meeting 
place for family members should evacuation be 
necessary. A large national survey suggested that 
nearly two-thirds of respondents had not formu-
lated a basic family emergency plan (National 
Center for Disaster Preparedness 2004). Public 
education campaigns can increase preparedness 
among families and potentially lower disaster- 
related distress. Because patients with severe and 
persistent mental illness are even less likely to 
appropriately plan for disaster, they may benefit 
from assistance in preparation from their mental 
health treatment team.

At the community level, pre-disaster pre-
paredness involves ensuring that appropriately 
trained human resources (e.g., police, firefight-
ers, military, and health care providers), adequate 
physical resources (e.g., food supply, shelters), 
and a functioning communications system are 
available when needed. Role definition and coor-
dination of activities among various government 
and other community agencies is very important 
and can best be accomplished if organized in 
advance of a traumatic event. Gaining an under-
standing of why some people do not heed protec-
tive warnings, such as social distancing or mask 
wearing during the COVID-19 pandemic or evac-
uation in the face of Hurricane Katrina, may help 
limit these maladaptive disaster behaviors and 
reduce traumatic exposure in the future. Pre- 
event identification of those who may be most 
vulnerable to disaster—for example, knowing the 
location of nursing homes, group homes, or hos-
pitals—can help prioritize the response and pre-
vent later distress. Health care facilities, including 
psychiatric units or hospitals, should make appro-
priate preparations in the anticipation of disas-
ters, including keeping emergency provisions on 
hand and developing appropriate staffing and 
evacuation plans.

Another concept of pre-trauma prevention of 
PTSD or other posttraumatic psychological dis-
tress is the “inoculation” of people who may later 

be exposed. The related notions of enhancing 
resistance to psychological injury and building 
the capacity for resilience in the face of injury 
have led to a variety of policies and programs 
aimed at preventing adverse psychological 
sequelae. Current U.S. military policies encour-
age training in simulated combat environments at 
least in part to reduce the likelihood of develop-
ment of stress-related symptoms after genuine 
combat exposure. Such training decreases nov-
elty of combat (and, therefore, the associated 
anxiety), increases self-efficacy and social sup-
port skills, and directly decreases the risk of 
injury. A school-based, universal, or selective 
intervention that teaches cognitive-behavioral 
and social problem-solving skills to children has 
been shown to lower rates of depressive symp-
toms, though results have been inconsistent 
(Gillham et al. 2008). The U.S. Army has begun 
a program known as Comprehensive Soldier 
Fitness, a set of universal interventions address-
ing physical (e.g., sleep, exercise, nutrition), 
emotional, and spiritual aspects of a service 
member’s life, which seeks to enhance soldiers’ 
psychological resilience in the face of war 
(Cornum 2009). It is not yet known whether this 
program will have a positive impact on soldiers’ 
mental health including rates of PTSD or, by 
extension, whether even broader-based initiatives 
in resistance- and resilience-building may be 
helpful in averting adverse outcomes following a 
disaster.

It is difficult to measure the value of preven-
tive interventions, but the cost of inadequate 
preparation transcends the burden of the diseases 
such as PTSD or depression. Distress-related 
absenteeism and presenteeism (e.g., “at work but 
distracted by symptoms so not productive”) and 
work missed to attend to the care needs of chil-
dren affected also need to be factored into the 
cost. The financing of disaster preparedness and 
response is shared by federal, state, and local 
governments as well as private citizens and busi-
nesses. Emergency and disaster management 
agencies at the national and local levels are 
charged with the planning and execution of pre-
vention and response efforts. Mental health pro-
fessionals can become involved in larger-scale 
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planning efforts through involvement with those 
agencies or through the Medical Response Corps, 
a volunteer division of the Office of the Surgeon 
General. Preparedness at the level of the physi-
cian office, clinic, or business is also important. 
Training is an essential element of budgets for 
most industries (including health care), so pre-
paredness efforts should be factored into faculty/
staff training and education budgets. Professional 
training of teachers, clergy, law enforcement, 
physicians, and other community leaders that 
includes concepts of psychological first aid (see 
below) may prove to lower disease/distress bur-
den and even be cost-effective.

 During or Soon After the Event: 
Psychological First Aid and Primary 
Prevention

Since distress reactions—even in those without 
prior psychiatric illness—are common in the 
aftermath of trauma, emphasis should be placed 
not only on identifying and treating psychiatric 
illness, but also on sustaining the mental health of 
the broader population. Vulnerable populations, 
including those physically injured in the event, 
first responders, and those with a history of men-
tal illness, require planned intervention. A com-
bination of universal and selective approaches 
may be the best approach, though specific 
evidence- based interventions are lacking and 
have proven difficult to research in traditional 
randomized controlled trials in the immediate 
aftermath of disaster. Using a combination of 
broad-based interventions for many and specific 
interventions for a few may optimize the care 
provided and efficiently utilize available 
resources.

Psychological first aid (PFA) is a set of 
evidence- informed, guiding principles that are 
recommended as a first-line intervention for all 
individuals following traumatic events, prior to 
the development of any disorders (Hobfoll et al. 
2007). PFA principles include (1) safety, (2) 
calming, (3) connectedness to both instrumental 
and emotional support, (4) self-efficacy (both the 
belief one can do what is needed and has the 

skills to do so), and (5) optimism/hope. Mental 
health professionals familiar with these princi-
ples can advocate for their inclusion in any disas-
ter response.

Establishing a sense of safety is paramount to 
the initiation of recovery. Until a person feels 
safe from an immediate threat—an earthquake 
aftershock, rising floodwaters, crime, spreading 
infection—fear may persist, and it is difficult to 
restore a sense of healthfulness. Transporting vic-
tims to higher ground, out of the crossfire, toward 
stable structures, or otherwise away from danger 
are important first steps. Providing appropriate 
security is another initial intervention that can 
yield benefits. Ensuring safety can go a long way 
in addressing the second component of psycho-
logical first aid—calming. Anxiety and physio-
logic hyperarousal are normal and, often, adaptive 
responses to a stressful event. Acknowledging, 
normalizing, and validating these reactions are 
helpful for many, as is assisting in positively 
channeling increased energy. Community leaders 
are critical in promoting public calm in the face 
of a crisis by modeling a calm approach, deliver-
ing clear, accurate risk assessments, and provid-
ing explicit directions (Bushnell 2003). Mental 
health practitioners can assist other community 
leaders by emphasizing the importance of calm 
and clear information delivery. Clinicians, in car-
ing directly for a recently traumatized patient, 
can be helpful in establishing a sense of safety 
and calm by providing appropriate direction and 
reassurance. The nature of COVID-19—unseen, 
widespread transmission and highly variable but 
sometimes lethal course—along with the incon-
sistent and at times inaccurate communication 
from leadership has challenged feelings of the 
safety and calmness during the pandemic.

Another important element in a posttraumatic 
response is the promotion of connectedness. Social 
support is a relatively robust protective factor for 
psychiatric illness including PTSD (Brewin et al. 
2000; Butler et al. 2009; Pietrzak et al. 2009). In 
the wake of a mass trauma, social and community 
structures may be compromised, especially if a 
population is geographically displaced or families 
are separated. Interventions that encourage recon-
necting with friends, family, or others in one’s 
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social network can relieve both short-term distress 
and longer-term problems. Providing access to 
communication tools such as a telephone or email 
is helpful. Encouraging, as much as possible, geo-
graphic unification of families and/or friends is 
extremely beneficial. As a result of social distanc-
ing to minimize viral spread, enhancing social 
connectedness has been particularly challenging 
during the COVID-19 pandemic. Use of distanced 
communication (phone, video chat) has been 
increasingly employed to help connect loved ones, 
friends, colleagues, and health care providers.

One of the effects of a traumatic event is that 
people often feel they lack control—over the 
event itself as well as over their post-event life. 
Restoring self-efficacy—a sense of control and an 
ability to affect positive change—and instilling 
hope for the future are major goals of a success-
ful response (Flatten et al. 2008). Only with hope 
do disaster and trauma victims begin to think of a 
future, perform work to care for themselves and 
others, and begin to rebuild a future. Encouraging 
a widespread return to work and school when 
possible is one good approach. Enlisting the pop-
ulation in key decisions and recovery projects is 
important to restoring a sense of self- and collec-
tive efficacy while also strengthening social ties. 
For individuals, cognitive-behavioral therapy 
may be able to assist in restoring that sense of 
control over one’s life.

Operationalizing these five PFA principles is 
the challenge for disaster planners and clinicians 
who work with disaster and trauma victims. Ideal 
interventions in the posttrauma setting must be 
flexible and adaptable but also be able to be deliv-
ered on a broad scale by laypersons who may not 
have a background in mental health. More 
research is needed to establish evidence for spe-
cific programmatic elements, but there is increas-
ing support for using these five principles in the 
development of population-based, posttrauma 
interventions.

Certain psychotherapeutic interventions 
should be used with caution or avoided in the 
acute setting. Once the standard of care following 
various traumatic exposures, universal, individ-
ual psychological debriefing (often referred to as 
critical incident stress debriefing, or CISD) has 

not proven to be helpful either in the relief of 
short-term psychological distress or in the pre-
vention of PTSD (Rose et al. 2002). It is not clear 
why this is the case, but it may be that requiring 
people to discuss their recent traumatic experi-
ence in a prescribed fashion serves to activate 
rather than calm them. A more selective approach 
may more appropriately target those who could 
benefit from psychotherapy.

 One Week to One Month After 
Traumatic Events: Acute Stress 
Disorder and Secondary Prevention

Those people whose adverse psychological 
responses are more severe or prolonged warrant 
special attention and monitoring. Most who are 
experiencing significant distress following a trau-
matic event visit a primary care provider—not a 
psychiatrist or psychologist—so screening for 
psychiatric disorders such as ASD may be more 
appropriate in that setting (Benedek and Wynn 
2011). Recent studies have examined the use of 
short screening forms to identify PTSD in pri-
mary care (Gore et al. 2008). Regardless of diag-
nosis, most posttrauma care is accomplished in 
the primary care setting. This environment may 
also be less stigmatizing to many patients than 
the specialized mental health care clinic. Primary 
care providers often have longitudinal relation-
ships with patients so they can provide additional 
support. Furthermore, in the wake of a trauma, 
many patient complaints are physical in nature, 
and primary care physicians are often skilled at 
determining how to evaluate and treat such symp-
toms (Engel et al. 2003). Supportive psychother-
apeutic techniques including helping a patient to 
problem-solve can also be accomplished in the 
primary care setting. Primary care providers can 
also monitor their patients’ clinical status and can 
screen for psychiatric conditions including ASD, 
PTSD, and depression.

Pharmacologic intervention to reduce acute 
posttraumatic distress may seem intuitive, but 
there is scant evidence that medication is particu-
larly beneficial. There is little or no evidence that 
benzodiazepines are helpful in the prevention of 
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or treatment of PTSD (D.  Benedek and Wynn 
2011). Though widely used and theoretically 
helpful—they are useful in the treatment of gen-
eralized anxiety disorder—benzodiazepines have 
shown little efficacy in treating the core symp-
toms of PTSD except for some hyperarousal 
symptoms. Risks also include rebound anxiety 
when stopping the medication and dependence. 
There is also some evidence that early treatment 
with a benzodiazepine may lead to increased 
incidence of PTSD at 1 and 6  months (Gelpin 
et  al. 1996). There had been initial suggestions 
that beta-blockers used in the hours and days 
after the traumatic event might mitigate acute 
symptoms and prevent the development of PTSD. 
Despite some signs that beta-blockers reduced 
exposure-related physiologic arousal, a more 
recent placebo-controlled study failed to demon-
strate superior efficacy of propranolol (Stein 
et al. 2007). Presently there is interest in deter-
mining whether other classes of medication often 
administered in the trauma setting, such as opi-
ates, might be helpful in preventing PTSD 
(Bryant et  al. 2009; Zatzick and Roy-Byrne 
2006).

Psychotherapeutic interventions that target 
patients with ASD have been shown to have some 
efficacy in the prevention of the development of 
PTSD. Data on ASD is somewhat limited, largely 
because enrollment in a research study during the 
acute posttraumatic phase (less than one month) 
can be difficult. Cognitive-behavioral therapy in 
patients with ASD has been effective in reducing 
rates of PTSD when compared with supportive 
therapy (Bryant et al. 1999). Prolonged exposure 
is thought to be an important component of that 
therapy.

 Months After the Trauma: Treatment 
of PTSD and Tertiary Prevention

Much more is known about treatment once a 
diagnosis of PTSD has been made. Perhaps no 
intervention for the treatment of PTSD has as 
much evidence of its utility as exposure-based 
cognitive-behavioral therapies (EBCBTs). There 
is no consensus on the appropriate categorization 

of the many varied psychotherapeutic interven-
tions for PTSD. But the Institute of Medicine and 
the APA have both utilized EBCBTs as a broad, 
inclusive designation for therapeutic approaches 
and techniques that share, as the name suggests, 
common elements of exposure as well as cogni-
tive reprocessing and/or behavioral modification 
(D. Benedek and Wynn 2011). Multiple clinical 
trials have demonstrated the efficacy of these 
psychotherapies.

Eye movement desensitization and reprocess-
ing (EMDR) is a psychotherapeutic technique 
that combines elements of cognitive-behavioral 
therapy, exposure therapy, and prescribed atten-
tion to eye movements of the patient. While there 
have been a number of studies that seem to sug-
gest a benefit of EMDR, it is clear that the benefit 
is not due to the focus on eye movements. Instead, 
evidence suggests that the therapeutic benefit is 
related to the elements of exposure therapy and 
CBT—sharing the trauma experience and repro-
cessing its emotional content (Ursano et  al. 
2004).

The APA guidelines note the lack of formal, 
randomized controlled trial data to support the 
efficacy of psychodynamic psychotherapy. As 
with the study of psychodynamic therapy for 
other problems, data is limited due to challenges 
in study design. However, the conclusion reached 
by the APA leaves open the use of this psycho-
therapy for addressing the long-term personality 
elements of trauma exposure. Based on clinical 
consensus, the guidelines state that “a psychody-
namic approach is useful in helping the patient 
integrate past traumatic experience(s) into a more 
adaptive or constructive schema of risk, safety, 
prevention, and protection, thereby reducing core 
symptoms of PTSD” (Benedek et al. 2009).

Psychopharmacologic therapy is a mainstay in 
the clinical management of PTSD, and evidence 
supports a role for medication in treatment. There 
is substantial evidence that selective serotonin 
reuptake inhibitors (SSRIs) are efficacious in the 
treatment of PTSD, especially in women with the 
disorder who have been exposed to civilian 
trauma including physical or sexual assault and 
motor vehicle accidents. There is less data to sug-
gest that combat-related PTSD is as responsive to 
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SSRI therapy, and their use is recommended with 
less confidence in treating that disorder (Benedek 
et al. 2009). There is some evidence that SNRIs, 
particularly venlafaxine, are efficacious in the 
treatment of PTSD. Other classes of antidepres-
sants that include bupropion, mirtazapine, and 
nefazodone have not demonstrated significant 
efficacy. Tricyclic antidepressants and mono-
amine oxidase inhibitors, though less widely 
studied than SSRIs, have also been demonstrated 
to be effective in the treatment of PTSD (Ursano 
et al. 2004). However, concern about safety often 
leads to physicians’ reluctance to prescribe those 
classes of medication. Of interest, a small study 
of pediatric burn patients with ASD suggested 
that tricyclic antidepressants quickly, dramati-
cally, and effectively reduced symptoms for most 
children compared to those who received chloral 
hydrate, though no follow-up was performed to 
determine longer-term outcome (Robert et  al. 
1999).

One of the most encouraging recent discover-
ies in the treatment of PTSD is that the alpha- 
adrenergic antagonist prazosin, in a number of 
placebo-controlled trials, reduced trauma-related 
nightmares and sleep disruption (Raskind et  al. 
2007; Taylor et al. 2008). There is some evidence 
that second-generation antipsychotic medica-
tions (SGAs) may lessen intrusive and hyper-
arousal symptoms, but more research is needed 
to establish whether or not SGAs are useful and 
safe in the treatment of PTSD (Benedek et  al. 
2009). Caution about side effects including 
weight gain and metabolic syndrome is required.

There are other emerging somatic treatments 
including ketamine and stellate ganglion block 
that show early promise but require further study 
to clarify their efficacy and determine in which 
populations they might be effective (Liriano et al. 
2019; Odosso and Petta 2020). The FDA also 
recently approved a nightmare-disrupting watch 
(U.S. Food and Drug Administration 2020).

 COVID-19 Pandemic

As of early  August 2022, the virus had killed 
over six million people around the world, includ-
ing over 1 million in the United States. A large 

majority of Americans had been infected, includ-
ing a subset whose symptoms persist. The 
nation’s economy experienced its worst crisis 
since the Great Depression, with tens of millions 
of people having lost their jobs and millions 
newly facing housing and food insecurity. Virus- 
related precautions upended the ways of life for 
many as people were encouraged to limit travel 
and limit in-person social contacts. The families 
of the dying were often unable to be with their 
loved ones or mourn their loss with traditional 
rites. Governments at various levels have come 
under criticism for failures in planning, messag-
ing, and responding to the crisis.

In the face of such loss and uncertainty, tradi-
tional sources of support have been compro-
mised. Engaging the practices of psychological 
first aid have therefore been particularly chal-
lenged. To reduce risk of contagion, many people 
went more than a year without socializing with 
family or close friends outside their immediate 
households. Workplaces, schools, houses of wor-
ship, stores, restaurants, gyms, and social and 
cultural organizations were forced to change their 
practices, in some cases shuttering their doors. 
Health care providers, including psychiatrists 
and other mental health care professionals, have 
also changed their practices, with many moving 
their care to online platforms as much as possi-
ble. Social service agencies such as shelters, job 
training centers, and food pantries were forced to 
change accessibility. Supply chains for goods 
including certain pharmaceuticals were impacted.

Much is still unknown about the ultimate tra-
jectory and lasting effects of the pandemic. It 
appears that people with preexisting mental 
health and substance use disorders were at 
increased risk for contracting COVID-19. As a 
result of diminished cognitive status or risk 
awareness, people with serious mental illness 
may have been less likely to adhere to infection 
control practices. The increased risk may also 
have been conveyed through social factors—peo-
ple with severe mental illness have less access to 
health care and other resources and are more 
likely to live in congregate settings such as group 
homes, nursing homes, shelters, or prisons. 
Psychiatric facilities themselves were sites of 
several viral outbreaks. High rates of medical 
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comorbidities such as smoking, obesity, and dia-
betes increased the risk of poor outcomes if 
patients did contract the virus.

Several studies have suggested significant 
mental health effects of the pandemic. In popula-
tion surveys, a large percentage of the population 
reports mental distress. People with preexisting 
mental disorders are more likely to report diffi-
culty coping. Early in the pandemic in the United 
States, emergency department psychiatric visits, 
like all medical visits, decreased. But as the pan-
demic has continued, studies have suggested that 
there was a substantial increase in children’s vis-
its to emergency departments for psychiatric or 
behavioral problems. Though respiratory symp-
toms are most strongly associated with the virus, 
many patients also experience neuropsychiatric 
symptoms due to their infections. Long-term 
sequelae remain unknown.

Around the world as well as in the United 
States, health care workers including first 
responders and hospital-based professionals may 
be at particular risk for developing mental health 
problems due to the stress of their work tempo, 
their first-hand care of critically ill and dying 
patients, societal stigmatization related to fear of 
contagion, their own fears of contracting the 
virus and/or passing it to their family, and their 
frustration over inadequate policies of their gov-
ernments or irresponsible behavior of their fellow 
citizens (Shigemura et al. 2020). Other essential 
workers including grocery employees, food dis-
tributors, truck drivers, funeral directors, and 
teachers may also be particularly vulnerable to 
operational and exposure-related stress.

Ending the pandemic and limiting its further 
physical and psychological toll will likely require 
the widespread uptake of an effective vaccine. 
Supply and logistical challenges may result in 
anger, frustration, and anxiety related to delays in 
vaccination or real or perceived inequalities in 
vaccination delivery. Fear of vaccines and mis-
trust of scientists and/or government actors have 
also resulted in significant vaccine hesitancy. 
Health workers, including those involved in men-
tal health care, will have a role in disseminating 
accurate information about vaccine safety to indi-
vidual patients and to the broader public.

 Conclusion

Unfortunately, even after the sustained rapid 
and widespread transmission of COVID-19 ill-
ness and death around the world was suppressed, 
the longer-term consequences of the pandemic 
have persisted. At present much remains to be 
learned about the long-term health conse-
quences for the many who recover from acute 
COVID-19. Persistent physical, cognitive, and 
emotional symptoms have been documented in 
as many as 20% of patients months after recov-
ery. Moreover, the impact of unanticipated loss 
of friends and family members, particularly 
under circumstances where traditional final 
goodbyes, burials, and funeral services have not 
been feasible, is difficult to estimate. The pos-
sibility of the emergence of a viral strain resis-
tant to rapidly developed therapeutics or 
vaccinations, or the emergence of entirely new 
virus capable of similar devastation may leave 
many in a state of persistent hypervigilance, dis-
tress, or fatigue. Even if none of these come to 
pass, various new disasters will surely continue 
to plague human beings around the globe. 
Climate change will doubtless contribute to 
more natural disasters, human displacement, 
and associated suffering (see chapter “Climate 
Change: Impact on Community Mental 
Health”). In the aftermath of such events, some 
people will experience adverse psychological 
reactions and behavioral changes. The majority 
of exposed individuals will exhibit resilience in 
the face of such trauma, while some will experi-
ence transient distress and still others will 
develop more debilitating disorders such as 
PTSD. Appropriate preparation and a preventive 
approach by policy makers, disaster responders, 
and mental health practitioners may lead to a 
significant reduction of long-term psychiatric 
illness and disability. More research is needed 
to better understand the risk and protective fac-
tors associated with the development of signifi-
cant psychiatric illness following a disaster. 
Mental health practitioners can be helpful in 
delivering the effective treatments that are avail-
able for ASD, PTSD, and other post-disaster 
problems.
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The Role of the Psychiatrist 
in Community Consultation 
and Collaboration

Altha J. Stewart and Mary K. Smith

 Introduction

Much has changed in the field of community psy-
chiatry since the publication of the original 
Handbook of Community Psychiatry almost a 
decade ago, including this follow-up volume 
being elevated to textbook status (McQuiston 
et al. 2012). This acknowledges the updated text 
to be a formal and acceptable compendium of 
knowledge, to be used in the training of profes-
sionals entering the field, as well as a refresher to 
update knowledge and skill in more experienced 
professionals.

In addition to the notable changes in mental 
health delivery systems and the definitions of 
community and community psychiatry, the role 
of mental health consultation and collaboration 
with the community has changed significantly as 
well. Since its beginning in the mid-twentieth 
century, there has been a consistent growth in the 
interest and practice of community psychiatry. 
Many of today’s leaders in the field have decades 
of experience and some of the leaders in training 
and innovation in the area are still hard at work 
today. From the early days of catchment area- 
designated treatment settings and mandated out-

patient treatment continuums of the 1970s to the 
current recovery models of assertive community 
treatment, intensive outpatient programs, and 
peer-directed support, much has been achieved 
that has elevated community psychiatry to a place 
of significance in the system of psychiatric treat-
ment services available for this nation’s citizens. 
For those most vulnerable that depend on pub-
licly funded services, the evolution and progress 
seen shows significant, though insufficient, 
movement towards improvement in the quality 
and access to care. With each successive external 
challenge, the stress on an already overwhelmed 
system displays the absolute inadequacy of a sys-
tem with no real safety net, resulting in more 
people falling through the cracks. Psychiatrists 
that work in this system care primarily for those 
with the most serious illnesses, but also must 
respond to the needs of those with situational dis-
tress, mental disorders related to co-occurring 
medical conditions, and those with accompany-
ing and often complex social issues that compli-
cate their care. Today, that includes working on 
issues due to the impact of a global pandemic on 
the world’s population. This places community 
psychiatrists on the frontline of ignoring the 
advice of Goldfarb in his 2019 WSJ Op-Ed piece 
to “stay in their lane” (Goldfarb 2019).

Training in community psychiatry prepares 
the psychiatrist to utilize a range of skills essen-
tial for creating and managing effective 
community- based treatment and support pro-
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grams. However, working in community psychia-
try and addressing social determinants of mental 
health must now also include attention to climate 
change, natural disasters, pandemics, and struc-
tural racism. Community psychiatrists are rou-
tinely called upon to assist not only with 
challenges and distress affecting those with diag-
nosed mental illness, but with those being 
impacted by these issues and experiencing psy-
chological distress as a result. This has created a 
new perspective for defining community consul-
tation and collaboration that is the focus of this 
chapter. Building on the central pillars of com-
munity psychiatry, epidemiology, public health 
and prevention, financing, advocacy, and recov-
ery and person-centeredness, this chapter will 
address how community psychiatrists can incor-
porate these new consultation and collaboration 
practices into their work no matter the practice 
setting.

It is important that the psychiatrist who aspires 
to work in a community-based setting recognize 
their role as consultant and collaborator, in addi-
tion to providing direct services. Having an 
understanding of the “community” and those 
issues that impact a community’s overall health 
requires active outreach and engagement beyond 
the health care delivery system. There is no one 
way to serve in this role but there is consensus 
among those in the field regarding several essen-
tial steps in performing this work. All physicians 
have a long-recognized responsibility to partici-
pate in activities to protect and promote the health 
of the public. This includes mental health and 
requires psychiatrists to balance dual responsi-
bilities in order to promote the welfare and confi-
dentiality of their individual patients and, 
simultaneously, to protect public safety.

The World Health Organization defines health 
promotion and encourages physicians to promote 
health through a “collaborative, patient-centered 
process that promotes trust.” It challenges physi-
cians to “[a]dvocate for community resources 
designed to promote health and provide access to 
preventive services” (World Health Organization 
2016).

The American Medical Association (AMA) 
Code of Ethics and its nine Principles of Medical 

Ethics form the foundation of the Code of Ethics 
by articulating the standards of conduct expected 
of physicians. Chapter “Inspiring a Welcoming, 
Hopeful Culture” expands those responsibilities 
to include prevention of disease and promotion of 
health at the community level:

A physician shall recognize a responsibility to par-
ticipate in activities contributing to the improve-
ment of the community and the betterment of 
public health.

In addition, the supporting document for this 
opinion requires that physicians “be aware of 
how individual patient circumstances may impact 
the effectiveness of health promotion efforts,” 
thereby highlighting the social determinants of 
health (American Medical Association 1980).

These social determinants of health include 
factors such as education, employment and eco-
nomic status, the safety of the neighborhood in 
which one lives, availability of healthy food, and 
access to health and mental health care. In other 
words, all physicians have an ethical responsibil-
ity to promote public health and to improve the 
communities in which they live and work in addi-
tion to fulfilling obligations to individual patients, 
colleagues, and themselves. While the AMA 
appears to stop shy of stating directly that physi-
cians should address all that is now called social 
determinants, the principle uses verbs such as 
educate, recommend, encourage, delegate, con-
sider, advocate, and promote in stating what phy-
sicians should do in keeping with their 
commitment to health promotion for their 
patients and communities.

Addressing social determinants of health that 
impact mental health is an essential component 
of the work performed in most community-based 
mental health programs. The challenges and bar-
riers persons with mental illness in our systems 
of care face represent the underlying factors 
described by Wendy Ellis and colleagues at the 
Center for Community Resilience as “adverse 
community environments” (Ellis and Dietz 
2017). In their work to address the many chal-
lenges facing underresourced and vulnerable 
(especially racial and ethnic) communities, they 
identified a common root cause: trauma and toxic 
stress. These stressors include much of what is 
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now described as social determinants of health. 
In cities and neighborhoods with high levels of 
poverty, violence, food and housing insecurity, 
and other health-related adversities, high levels 
of mental illness and addiction disorders are 
found without the level of services or 
 infrastructure to adequately address them. It is in 
these environments that many community psy-
chiatrists practice and where their consultation 
and collaboration skills are very much needed.

 Brief History of Consultation 
and Collaboration in Community 
Psychiatry

In 1959, Dr. Victor J.  Freeman wrote of the 
emerging dual roles of psychiatric consultants in 
the community as they assumed greater responsi-
bility, stating:

With this rapid expansion of the ‘mental health’ 
movement into the area of health promotion, com-
munities are discovering that their already over-
taxed psychiatric facilities are unable to meet the 
new demands. Consequently, pressures are placed 
on the psychiatrist to yield the priority of clinical 
treatment to psychiatrically nontraditional profes-
sional functions. (Freeman 1959)

In the early 1960s, there was no agreement on 
the definition of “community psychiatry” which 
led to the interchangeable use of several terms 
still in use today. In addition to community psy-
chiatry, these include “public psychiatry,” “social 
psychiatry,” and “community mental health” and 
all focused on the operational definition, i.e., 
what it does, not what it is (Barclay 1968).

Caplan is credited with developing the role for 
a psychiatrist as a community consultant. He 
defined community psychiatry as being “based 
upon the acceptance by psychiatrists of responsi-
bility for dealing with all mentally-disordered 
persons within the confines of the community.” 
He believed that “the only legitimate limitation 
of the population facing the community psychia-
trist is the boundary of his community.” He noted 
that in addition to the clinical and administrative 
issues on which they might work with a provider 
organization, there was also the potential for 

involvement with larger systems to assist in the 
design, improvement, and evaluation of services, 
or to manage a crisis, develop public health and 
prevention policies, or provide needed mental 
health education in the community (Caplan 
1964).

Bernard wrote that although social and com-
munity psychiatry were often used interchange-
ably, there was a difference  – “we think that 
community psychiatry tends to signify greater 
emphasis on applied practice at the community 
level while social psychiatry has come to connote 
a more exclusive emphasis on theory and research 
rather than practice.” She described community 
psychiatry as “the practice of the art and social 
psychiatry as research into the theoretical under-
pinnings of the art” (Bernard 1964).

Many major psychiatric reforms over the last 
two centuries were based on reforms spearheaded 
in part by the global psychiatric community 
(Uchtenhagen 2008; Chibanda et al. 2016; Smith 
2020). The need to address new challenges due to 
changes in society overall has led to new strug-
gles with definitions and roles in order to opera-
tionalize what is expected of psychiatrists 
working in community-based organizations, pub-
licly funded and regulated systems, or other set-
tings where care for patients is based on the 
framework first established in what is known as 
the Community Mental Health Act of 1964 
(Public Law 88-164 1963). In proposing the 
CMHC model as the major reform of mental 
health services ever undertaken, President 
Kennedy created a model that is still reflected in 
the framework used by most jurisdictions today. 
He called it a “bold new approach to the prob-
lems of mental illness and mental health” and the 
principles included then remain embedded in our 
work in communities today:

• Comprehensive because a complete range of 
services is to be provided under a single 
administrative structure.

• Community because this is a grassroots 
approach. Patients are to be treated close to 
their own homes and their regional commu-
nity services are to be small and personalized, 
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with close links between the treatment person-
nel and the population they serve.

• Mental health because the program is to 
extend beyond direct treatment into the field 
of primary prevention.

Early on psychiatry was challenged by the 
importance of balancing advocacy on behalf of 
persons with mental illness with assuring provi-
sion of the best quality care with the limited 
resources available. At the time the Act was 
passed, the service dichotomy was essentially 
mental hospitals (mostly state-run) and commu-
nity services (not well organized or funded and 
offering very little continuum of care).

Moreover, the Act made no formal mention of 
a role for the lead clinical professional (i.e., psy-
chiatrist) to serve as consultant or collaborator in 
the implementation of this new system, but 
structurally the early CMHCs created significant 
roles for psychiatrists in leading the treatment 
teams, even if they were not head of the organi-
zation. Early community psychiatry programs 
reflected another dichotomy as well. In the tradi-
tional model of psychiatric treatment, the indi-
vidual psychiatrist assumed responsibility for 
those patients that sought them out for treatment. 
With the advent of the field of community psy-
chiatry, psychiatrists working in community set-
tings had responsibility for members in a 
bounded geographic area (initially called catch-
ment areas) needing mental health care. And 
much like the experience of psychiatrists work-
ing in hospital- based settings, those community 
psychiatrists worked with other disciplines to 
achieve each patient’s treatment goals. In fact, 
over time it was community psychiatrists who 
led the way in incorporating nonphysician men-
tal health professionals into the community men-
tal health workforce to meet the increased needs 
of patients in the community as state hospitals 
reduced capacity and community mental health 
centers saw a rise in patients needing the ser-
vices they now offered. Community psychia-
trists embraced professionals from other 
disciplines as team members, as well as new 
practice models which drove a shift from institu-
tionalized care systems to recovery-focused, 

person-centered, and peer- supported system of 
care in the community.

The original CMHC Act listed “mental health 
consultation” as one of five basic services to be 
provided by all community mental health centers. 
This chapter suggests the conceptualization of 
consultation now goes beyond what was envi-
sioned in the CMHC Act.

Brown et al. defined community psychiatry as 
“a branch of psychiatry which emphasizes the 
integration of social and environmental factors 
with the biological and psychological compo-
nents of mental health and mental illness… also a 
significant component of … community medi-
cine which focuses broadly on the prevention and 
treatment of illness for all individuals in a given 
community” (Brown et al. 1993).

Feiner described consultation in community 
psychiatry settings as “more focused than super-
vision and …often centered on a particular clini-
cal or administrative problem” (Feiner 2012). 
More recently, Rosen et  al. described compo-
nents to inform the future design, development, 
sustenance, and monitoring of community men-
tal health services to emphasize skills of public 
advocacy, working with consumers, families, and 
the media, and involvement in social movements 
to improve the mental health and well-being of 
regional and local communities (Rosen et  al. 
2020).

Finally, a review of recent textbooks in psy-
chiatry shows that there is still little to no atten-
tion given to this increasingly more important 
subspecialty area in psychiatric medicine. In fact, 
the American Psychiatric Publishing Textbook of 
Psychiatry Seventh Edition added seven new 
chapters, yet did not include a specific chapter 
dedicated to this area. It is praised as “outstand-
ing,” “an indispensable tool and reference to 
inform practice, lifelong learning and shared 
decision-making,” and “comprehensive in scope, 
this volume reflects .. behavioral sciences that 
have continued to evolve.” Yet the term commu-
nity psychiatry does not appear in the table of 
contents as a separate topic and is not listed in the 
index as a topic or under “settings” (Roberts 
2019). There are references to sports-related con-
cussions, complementary medicine, integrated 
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care models, and other more recent topics in the 
practice of psychiatry, however, not a single dis-
cussion of community psychiatry as a specialized 
topic area in the field of psychiatry. This speaks 
volumes considering how far community psy-
chiatry has really progressed as a field regarding 
our understanding of the importance of the psy-
chiatrist’s role in settings where the majority of 
patients currently receive their treatment and how 
critical it is that those psychiatrists working in 
that setting understand the many facets to their 
work beyond the clinical treatment role. That 
absence is also significant because it is now 
understood that the biopsychosocial model which 
came to prominence in community-based treat-
ment settings serves as the framework for much 
of the work in clinical practice today. Many of 
the treatments now recognized as highly effective 
began in the community-based treatment setting: 
integrated care and collaborative care models, 
complementary medicine, multidisciplinary 
teams in recovery practices, and the understand-
ing about how effective and appropriate treat-
ments grew out of the creative necessity that 
comes with limited resources and restrictive reg-
ulatory policies. Growing awareness and under-
standing of the impact of how social determinants 
of health impact on manifestations and outcomes 
in persons with mental illness helps reframe the 
role of the psychiatrist in community-based ser-
vice systems and led our colleagues, Compton 
and Shim, to remind us that these societal, envi-
ronmental, and economic conditions influence a 
population’s mental health and should not be 
underestimated (Compton and Shim 2015).

 Community Psychiatry 
for the Twenty-First Century 
and Beyond

The work of Feiner and Rosen provides ideal 
transitional points in our understanding of the 
definition of community psychiatry and its role in 
the twenty-first century and beyond. Many psy-
chiatrists today acknowledge that their roles in 
the community have expanded beyond that which 
can be neatly divided into clinical treatment or 

“nontraditional” professional functions; for most 
their role and identity still focuses heavily on 
provision of clinical care. That is changing, how-
ever, as models of disease and illness are begin-
ning to recognize the contribution of preventable 
factors that negatively impact individuals in their 
communities and contribute to poor health and 
mental health outcomes. Psychiatrists working in 
the community must now be prepared to address 
how to incorporate consultation and collabora-
tion approaches into effective community mental 
health practices.

At the forefront of the work of psychiatrists in 
community settings is the concept of “commu-
nity engagement.” In the academic setting, 
engagement is defined as “connecting the rich 
resources of the university to our most pressing 
social, civic, and ethical problems” (Boyer 1996). 
Community engagement, as it relates to psychia-
try, establishes the framework for all community 
planning regarding adequate and appropriate 
mental health services, as well as a community’s 
overall health and well-being. It is the process 
through which community involvement and input 
regarding needs assessment, planning, gover-
nance, and implementation of service and sup-
port programs occur and establish the basis for an 
effective and sustained relationship between a 
community and those providing the services, as 
well as alignment with other local health priori-
ties. To be effective and trusted, community 
engagement, for purposes of improving overall 
psychological health and well-being, requires 
mutual respect, transparency, and accountability. 
The psychiatrist working in that setting plays a 
significant role in developing resources and com-
munication channels that encourage the type of 
community feedback that strengthens the rela-
tionship between treatment systems and commu-
nity residents that use the services. Community 
engagement is not unique to the United States, 
and various models are used around the world as 
a tool for change through empowerment (World 
Health Organization 2016).

Community engagement is also one method 
being adopted to conduct needed work to reduce 
and eliminate mental health disparities in racially 
diverse, historically marginalized populations. 
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Government agencies as well as philanthropic 
organizations are now recognizing the impor-
tance of funding efforts in this area, the effective-
ness of these strategies to achieving desired 
outcomes in these communities, and how com-
munities can create the types of programs that 
work best for them. Recognizing the health and 
life span disparities that exist between those with 
psychiatric disorder and their peers without psy-
chiatric disorders, it is clear that psychiatrists can 
and must play a role in the design and implemen-
tation of such programs to assure they include 
best practice and evidence-based components in 
treating mental disorders and other medical con-
ditions, especially for those individuals with seri-
ous mental illness. This level of engagement with 
communities which are outside the institutions 
and organizations providing health and mental 
health care serves as the basis for a foundation of 
mutual respect in collaboration and consultation 
to create goals and shared authority in deciding 
how to address community health issues, share 
information, and establish directions for the 
future.

 Reimagining Community 
Consultation and Collaboration

What might happen if individuals living with a 
persistent psychiatric illness or other behavioral 
health issue were more involved in activities 
beyond those offered by social services and 
mental health systems? What direct and indirect 
benefits might be realized if community psychia-
trists were able to spend a bit more of their time 
promoting mental health by partnering with oth-
ers to help create, implement, or simply contrib-
ute to community-based initiatives? Reimagining 
psychiatric consultation and collaboration in 
communities allows for consideration of creative 
answers to those questions. And how we 
approach this reimagined consultation and col-
laboration means we can incorporate discussions 
of racism, sexism, and other social justice issues 
and their impact on the psychological health and 
well- being in historically marginalized commu-
nities. This also allows for a different approach 

to creating collaborative partnerships in our 
communities when the culture of health and 
medicine, and our systems in general, is impacted 
by racism, discrimination, and mistrust. Well-
documented stories of harm from the scientific 
and health care communities have been passed 
down through many generations in these com-
munities, and we have come to acknowledge the 
growing scientific evidence that these issues 
continue to impact our systems and culture of 
health and medicine. The resulting distrust is 
exacerbated further when health care institutions 
and organizations fail to prioritize transparency 
and trustworthiness as they approach working 
with these communities.

In addition to understanding these issues and 
demonstrating competency in the clinical care 
areas, psychiatrists and other mental health pro-
fessionals of the future working in community 
settings will need to be well trained in the general 
management skills and infrastructures required to 
take responsibility for the mental health and well- 
being of these former “catchment area” commu-
nities and provide leadership in service planning, 
management, and continuing revision based on 
rigorous evaluation. These approaches should be 
at the core of all training in psychiatry and other 
mental health disciplines.

 The Psychiatrist as Consultant 
and Collaborator

Out of necessity, community psychiatrists fre-
quently find themselves engaging across the pri-
vate, public, and social sectors when addressing 
the needs of individuals for whom they provide 
health care. Though their primary subject matter 
expertise typically is grounded in psychiatric 
medicine, the capacity to understand other sec-
tors’ underlying mission and principles and apply 
them when addressing cross-sector issues often 
develops over time. When motivated by a deep 
sense of mission and purpose, community psy-
chiatrists appear well positioned to help promote 
health and wellness in  local communities, in 
addition to providing health care to the individu-
als living there. This is especially true when they 
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are able to tap into cross-sector networks to iden-
tify existing opportunities or convene people 
from diverse groups to create opportunities to 
address a community’s mental health needs.

There is also a role for psychiatrists as con-
sultants to communities through work with 
national organizations. At an American 
Psychiatric Association-sponsored meeting on 
mental health in Appalachia, one of the authors 
stated in her remarks: “Poverty begins a process 
that ends up in poor health. Rural America has 
unique challenges that will have to be dealt with 
uniquely.” She proposed moving towards what 
she called “place-based care,” “informed by a 
deep understanding of the history, geography, 
and culture of a specific location and how that 
culture shapes the social determinants of health 
and ultimately determines the outcomes.” She 
ended with encouraging that psychiatrists work 
within their professional organizations on these 
issues to “further collaboration and attention to 
the social determinants of health …. to better 
serve the population there” (Moran 2018). The 
American Association of Community Psychiatry 
(AACP) also works at the organizational level to 
create new models of care and provide opportu-
nities for community psychiatrists to serve as 
consultants in work with communities through 
its training and mentoring programs.

It is recognized that these two roles – consul-
tation and collaboration – are integral to commu-
nity psychiatry in the twenty-first century. While 
defined from time to time across the history of 
community psychiatry, today we must clarify 
these roles to provide a framework for the next 
generation of psychiatrist-leaders to work effec-
tively in community behavioral health settings. 
Creating a definition for the twenty-first century 
means that many of our colleagues working from 
a social justice perspective, already leaders in 
community psychiatry, can help to shape the 
basic curriculum for training psychiatrists to get 
“upstream” in this work with the community and 
create structures and systems that will address 
existing mental health disparities; integrate 
aspects of culture, ethnicity, language, equity, 
and social justice; and organize services to 
address social determinants of mental health as 

part of the comprehensive community behavioral 
health treatment system.

Today’s psychiatrist can move beyond current 
conceptualizations of public sector, community- 
based mental health care delivery to envision 
changes that might lead to improved health and 
psychological wellness in the communities in 
which they work. The opportunity exists to rei-
magine the roles of psychiatrists and other men-
tal health professionals and how they interact, 
consult, and collaborate within these communi-
ties. Rather than limiting themselves to roles as 
health care providers, they can explore barriers to 
health care access and improve health by listen-
ing to the people living in  local communities. 
Instead of compartmentalizing individuals into 
those with a chronic mental illness or other 
behavioral health problem and those without, 
they can forge collaborative partnerships with 
individuals and community organizations to 
identify effective prevention and intervention 
strategies and utilize the strengths of all individu-
als in achieving the common goal of improved 
psychological health and well-being to mitigate 
or eliminate negative health outcomes. And rather 
than assuming that other systems can, and will, 
address structural barriers to good health upon 
referral, twenty-first-century psychiatrists in con-
sultation and collaboration with communities can 
create opportunities to help improve overall 
health and well-being in neighborhoods that are 
disproportionately impacted by the preventable 
factors that lead to poor health and mental health 
outcomes.

In 2019, the combination of the coronavirus 
disease (COVID-19) pandemic, racial unrest and 
social injustice, and acknowledged health inequi-
ties represents a new syndemic in the United 
States and globally. Working to understand and 
address the impact of COVID-19, mental health 
inequities, and structural racism on persons with 
mental illness and to improve our systems of care 
represents an opportunity to finally address the 
significant disparities and the social determinants 
of mental health (Gravlee 2020; Poteat et  al. 
2020). In order to meet the challenging needs of 
those in these systems, opportunities must be 
embraced to expand mechanisms to encourage, 
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solicit, and respond to community members’ 
concerns, suggestions, and needs. This will mean 
including more activities to encourage engage-
ment, such as community health committees, 
community advisory boards, patient and family 
advisory councils, community meetings, and 
other feedback forums in collaboration with 
treatment providers and programs.

 The Psychiatrist as Consultant

As physicians specializing in psychiatry, for 
some, the term consultant brings to mind how 
that function may be defined in the pure clinical 
setting  – consulting on a clinical case at the 
request of a colleague to identify a likely cause 
for “X” symptom that may be within the scope of 
the consultant’s specialty. The consultant in that 
case will examine the patient, review the history 
of the presenting illness, and offer recommenda-
tions for etiology and treatment to the patient’s 
primary provider. Previously this would have 
likely been a hospital-based encounter, and 
unless asked for more in terms of maintenance or 
follow-up, the psychiatrist moved on to the next 
case. Today, however, psychiatrists may also per-
form this in a community-based setting where a 
system of collaborative or integrated care is in 
place.

For the community psychiatrist, however, the 
term consultant can have a different meaning. 
When working in the community in addition to 
the expert clinical skills the psychiatrists may 
bring, it is the knowledge and skills in effective 
communication and messaging, utilizing com-
munity engagement strategies and establishing 
collaborative relationships that is the most use-
ful. When considering areas to engage with the 
community in a consultative role, the psychia-
trist should consider how the primary service 
delivery system can support health promotion, 
address a community’s social determinant risk 
factors, and relate to the community in a cultur-
ally sensitive and responsive manner to empower 
them to achieve the changes and improvements 
they desire in health outcomes. Psychiatrists are 
trained in interpersonal and group dynamics, as 

well as effective communication and should 
learn to use those skills outside of the clinical 
setting in order to be good consultants for the 
communities with whom they work. Learning 
the critical issues facing the population served is 
key to any successful consultation. Whether the 
issue is health literacy, advocacy for more or 
different services, changes in funding or legisla-
tion, or issues that promote equity and commu-
nity empowerment, the psychiatrist-consultant 
works to communicate, educate, and empower a 
community to work together to obtain the type 
and quality of mental health services they need 
and desire. And while there is no single best 
way to engage communities, a range of methods 
are available for health systems to facilitate 
community engagement. This continuum 
includes simple, passive mechanisms to solicit 
feedback such as suggestion boxes or complaint 
lines, as well as more active methods such as 
community buy-in and ownership, sign-off, and 
decision-making. The requests for psychiatric 
consultation may come from many directions – 
general community, targeted groups within the 
community, or those external to the service sys-
tem but critical to the service delivery availabil-
ity and access, i.e., legislators, policymakers, 
and funders.

In these settings critical consultation tasks 
include:

 1. Introduction of the potential areas for consul-
tation with the program and team (including 
any community governance bodies)

 2. Development of a community engagement 
strategy with buy-in from the program team 
and including identification of key stakehold-
ers, champions, and allies with whom to initi-
ate the work (related to local social justice and 
other social determinant of mental health 
issues)

 3. Establishing task priorities with timelines, 
responsibilities, and measurable outcomes

 4. Alignment of skills with community needs 
and determining how the community program 
resources can be most effectively used

Examples of this are provided in Table 1.
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Table 1 Examples of critical consultation tasks

Consultation area Purpose/activity Consultant role Example(s)
Media/communication MH month – anti- 

stigma campaign 
activities

Psychiatrist as speaker 
as subject matter expert 
(SME)

Co-author Op-Ed; local TV/
radio appearances alongside 
community stakeholders

Local consumer/family 
groups

Participation in 
community support and 
governance groups

Serve on governance 
boards as SME

Promotion of recovery 
activities; coordinate 
participation in service 
improvement activities; 
liaison with academic 
medical centers

Academic medical center 
linkage to community clinics 
(clinical services, training, 
and research/evaluation 
activities)

Workforce 
development (including 
employment 
opportunities for 
consumers and 
families)

Provide professional 
development and 
training; participate in 
community-based 
participatory research

Trainee lectures and 
community MH education 
sessions; trainee supervision; 
facilitate and coordinate 
funding and advocacy 
activities

 The Psychiatrist as Collaborator

In the role of collaborator, the psychiatrist 
requires a strong organizational structure, com-
munity trust in the organization (or at least a 
 measure of credibility as trust is built), and a 
strong champion and ally base. There must be 
community organizations and providers willing 
to work with the psychiatrist as a collaborative 
partner to address a broad range of health activi-
ties including treatment and prevention strate-
gies, health education, and other activities to 
address the social determinants of mental health, 
as well as health as a social justice issue. 
Collaboration requires establishing a platform for 
understanding the voices, opinions, and expertise 
of service providers, residents, and consumers to 
support the design and planning of mental health 
services appropriate and accessible to the com-
munities served.

Essential steps in effective collaboration 
include:

 1. Community engagement – this important first 
step allows the psychiatrist to develop rela-
tionships to work with community leaders and 
stakeholders to address health and mental 
health issues and achieve positive health out-
comes. Community engagement is critical in 
planning and delivering person-centered care 
and meeting community-responsive needs. 
Stakeholders bring multiple perspectives 

(community members, patients, health profes-
sionals, policymakers, and others) and are 
often called on to speak on behalf of their 
community regarding health and mental 
health matters.

 2. Local priority setting – as a collaborator, the 
psychiatrist works to assist community lead-
ers/stakeholders frame local actions in 
response to national or regional policies based 
on needs and preferences of a community 
regarding its concerns (e.g., use of CBG funds 
by state mental health authority).

 3. Community governance bodies – these regu-
larly scheduled meetings serve to identify 
issues and review actions and offer updates on 
work of the team or community to resolve 
known or identify new areas of concern. 
Active ongoing review ensures that responsi-
bility for and attention to these matters is con-
tinuously monitored to reduce the likelihood 
of important concerns “falling through the 
cracks.” Members of this group may be called 
upon to present concerns to local or state bod-
ies with oversight for health and mental health 
and are supported by the psychiatrist- 
consultant in being prepared to do so.

 4. Proactive community outreach – the psychia-
trist reaches out to communities to provide 
health and mental health information and also 
encourage proactive use of available service 
options (i.e., crisis stabilization and support, 
ACT teams, homeless mental health outreach, 
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Table 2 Examples of effective collaboration

Collaboration area Purpose/activity Role Example(s)
Advocacy Upcoming legislative or 

regulatory changes
Testify at local/state hearings; 
support community, consumer, 
and family groups prepared to 
advocate

Presentations at legislative 
meetings sponsored by 
community advocacy 
organizations

Community 
education

Locally sponsored 
community meetings on 
health promotion, 
governmental health 
planning meetings, and 
media campaigns to 
destigmatize mental health

Subject matter expert (SME) in 
mental health-related issues in 
the community

Speaker at a community, 
educational or faith 
organization-sponsored 
meeting; media appearances

Sustainability or 
funding request 
opportunity

Community-expressed 
interest in grant proposal 
being developed by 
community-based 
organization

Assist in preparation of 
proposal; provide letter of 
support for organization; serves 
as community liaison to 
academic medical center in 
implementation of the program 
if funded

Funding opportunity to 
develop and/or implement a 
needed community mental 
health service component 
(SOC for children’s MH, 
AOT program, MH, or drug 
court)

community corrections mental health 
services).

Examples of this are provided in Table 2.

 Conclusion

One of the lessons we have learned about a rei-
magined community psychiatry is that it is now 
understood that the breadth of opportunity for 
system improvement available when traditional 
psychiatric system service models and treatment 
approaches are visualized through the lens of the 
community and recipients of service is limited 
only by our ability to innovate and creatively use 
the knowledge, skills, and tools available today.

Moving forward, community psychiatrists 
will continue to experience systemic social and 
economic barriers that are inconsistent with the 
stated ideals, vision, and goals of community 
psychiatry. Combined with the stigma of mental 
illness, lack of a culturally diverse behavioral 
health workforce, language challenges, and a 
mental health system that have historically not 
provided adequate treatment to marginalized and 
socioeconomically depressed populations with 
significant social determinant of mental health 
risks means opportunities are created to continue 
efforts to improve our work in the evolving area 

of community psychiatry (Torres Stone et  al. 
2020). This is the behavioral health system in 
which future community psychiatrists will work. 
And it is our hope that this chapter will provide 
insight into some of the new roles and responsi-
bilities for which future community psychiatrists 
must be prepared.
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Collaborative Reduction 
of Criminal Justice Involvement 
for Persons with Mental Illness

Michelle Joy and Fred C. Osher

I am dismayed to be “forced to authorize the con-
finement of persons with mental illness in the 
Williamsburg jail, against both my conscience and 
the law” because of lack of appropriate services. 
(Deutsch 1937)

 Introduction and Background

Through mass incarceration, the United States 
has a higher number and rate of people incarcer-
ated than anywhere else in the world. At their 
bloated peaks, 4.7 million people were on proba-
tion in 2008; in 2018, there were upwards of 
875,000 people on parole; in 2010, there were 
more than 2.3 million people behind bars 
(Barboriak 2017). Persons with mental illnesses 
are vastly overrepresented in the criminal justice 
system (Wilson et  al. 2020). Estimates vary by 
definitions, time, and mode of inquiry. 
Researchers have documented mental health 
problems in upwards half of inmates in federal 
and state prisons as well as in  local jails  – the 
highest proportion being 73% of women in state 
prisons (James and Glaze 2006). Serious mental 
illness has been reported in 14.5% of male jail 

inmates and 31% of female jail inmates in 
Maryland and New York (Steadman et al. 2009), 
which are approximately three to six times the 
rates found in the general population (Pratt et al. 
2006). Schizophrenia, bipolar disorder, and 
major depressive disorder are themselves two to 
three times more prevalent in jails than the com-
munity (Dvoskin et al. 2003). Conservative esti-
mates indicate that 10–15% of people would 
benefit from treatment of a primary mental health 
problem and that 7–9% of persons on probation 
or parole have serious mental illness (Pinals 
2017). The presence of so many people with 
mental illnesses in criminal justice settings repre-
sents an enormous burden on correctional and 
behavioral health systems of care, communities, 
families, and those with mental illnesses. There 
are many factors that contribute to this problem, 
and understanding these factors is crucial to pro-
viding relief throughout the system.

The majority of individuals with mental ill-
nesses who wind up in jails have committed non-
violent misdemeanors (Ventura et al. 1998). The 
crimes of persons with mental health problems 
are often related to undertreatment (Allison et al. 
2017), which is the basis of the concept of crimi-
nalization of mental illness. Nonetheless, even 
adequate treatment would not significantly pre-
vent crime, and it is also important to be mindful 
that people with mental illnesses will commit 
crimes for which legal remedies are appropriate 
(Draine et  al. 2010; JLI 2010). Safety must 
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remain emphasized. Persons with mental ill-
nesses who commit crimes can be held responsi-
ble for their actions while relevant effects of 
illness on their behavior are simultaneously taken 
into account. In fact, appropriate intervention for 
persons with mental illness also seeks to reduce 
characteristics of criminality, as will be later 
discussed.

For individuals with mental illnesses, contact 
with the criminal justice system often begins a 
cycle of arrest, incarceration, release, supervi-
sion, and rearrest that can pose nearly insur-
mountable challenges to recover. However, jail 
and prison environments are not the best setting 
for individuals with mental illnesses and in fact 
may worsen many symptoms and outcomes 
(Anestis and Carbonell 2014). This chapter 
focuses on integrations between components of 
mental health and criminal justice systems in an 
effort to reduce the prevalence of persons with 
mental illnesses behind bars and under supervi-
sion. The following pages focus on the factors 
that increase the risk of incarceration for per-
sons with mental illnesses and the role of com-
munity psychiatry providers in mediating that 
risk by participating in comprehensive care 
coordination.

The incarceration of high numbers of persons 
with mental illnesses has been taking place in the 
context of expanding incarcerated populations in 
general. Until 2008, the nation’s prison and jail 
population continued to skyrocket to an all-time 
high of over two million people incarcerated and 
over five million under some form of correctional 
supervision (Kaeble et  al. 2016). Around that 
time, the United States reached the dubious land-
mark of having over 1 in every 100 adults in the 
nation behind bars (Rich et al. 2011). Beyond the 
considerable human cost, correctional spending 
is also important to recognize. Although the cor-
rectional population decreased between 2007 and 
2016 (Kaeble and Cowhig 2018), state spending 
on corrections accounted for 2.9% of expendi-
tures in 2020, amounting to $65.9 billion  – an 
increase of $20 billion annually since the first 
edition of this chapter was published (2012). 

Continued reduction of the number of persons 
with mental illnesses under correctional supervi-
sion should be a shared goal for behavioral health 
and criminal justice systems, as well as anyone 
who cares about human dignity.

Involvement in the criminal justice system 
should be a public health opportunity rather 
than the setback it often becomes. Jails and pris-
ons are obligated to provide general and mental 
health care (Cohen 2008); in fact, incarcerated 
individuals are the only US citizens with consti-
tutionally protected access to health care. The 
US Supreme Court, in Estelle v. Gamble [429 
U.S. 97 (1976)], found that deliberate indiffer-
ence to prisoners with “serious medical needs” 
constitutes a violation of the 8th Amendment of 
the Constitution and is thus cruel and unusual 
punishment. In Estelle v. Ruiz [503 F.Supp. 
1265 (S.D.  Tex. 1980)] and subsequent cases, 
“serious medical needs” were extended to 
include mental illness by the Fifth Circuit. The 
American Psychiatric Association (Weinstein 
et  al. 2000), the National Commission on 
Correctional Health Care (Care 2008), and the 
National Institute of Correction (Hills et  al. 
2004) have all recommended that all jails pro-
vide the following, at a minimum: (a) mental 
health screening, referral, and evaluation, (b) 
crisis intervention and short-term treatment 
(most often medication), and (c) discharge and 
prerelease planning.

There have been concerted efforts by criminal 
justice systems to identify persons with mental 
illnesses at the earliest possible moments and to 
develop mechanisms to leverage legal authority 
to improve their connection to treatment. 
Innovative police-based responses, specialty 
courts, and jail, prison, and community correc-
tions programs have been developed for persons 
with psychiatric problems. The shared goal for 
all systems is to reduce the frequency of contacts 
and absolute numbers of justice-involved persons 
with mental illnesses in criminal justice settings. 
At the heart of this approach lies the continuity of 
effective mental health care in the community 
and in corrections.
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 Why Are There So Many People 
with Mental Illnesses in Jail 
and Prison?

To develop appropriate interventions, it is impor-
tant to understand the various factors that con-
tribute the presence of persons with mental illness 
behind bars. A public misconception is that peo-
ple who struggle with mental illness are inher-
ently violent (Rozel and Mulvey 2017). Most 
crime is instead related to socioeconomic cir-
cumstances intersecting with demographics 
(Stuart 2003). For example, due to social deter-
minants and structural factors including institu-
tional racism, young, poor, Black men are much 
more likely to be incarcerated than other popula-
tions (Massoglia and Remster 2019). By disrupt-
ing these communities and families with 
incarceration, they are often pushed further into 
poverty, increasing odds of future arrest in a mul-
tigenerational manner.

It is critical to acknowledge that most people 
with mental illnesses are not violent, and most 
people who commit violent crimes do not have 
mental illnesses. Only about 4% of criminal 
violence can be linked to individuals with men-
tal health problems (Rozel and Mulvey 2017). 
People with mental illnesses who are in fact vio-
lent often have untreated symptoms of psycho-
sis and/or co-occurring substance use disorders, 
with stimulant abuse being particularly prob-
lematic (Miles et al. 2003). Furthermore, people 
with mental illness are three times more likely 
to be the victims of crime than perpetrators 
(Rozel and Mulvey 2017), and those with seri-
ous mental illness (SMI) are 11 times more 
likely to be victims of crime than the general 
population (Teplin et  al. 2005). Nonetheless, 
while hard to predict and relatively infrequent, 
psychiatric symptoms do at times contribute to 
the commission of criminal offenses (Skeem 
et  al. 2014). The risk of violence by persons 
with mental illness increases with being a previ-
ous victim or perpetrator of crime, lack of treat-
ment, poverty, and unstable housing, as well as 
substance use, which is discussed below 
(Swanson et al. 2015).

There is an established link between substance 
abuse and crime, including violence (Rozel and 
Mulvey 2017). As a consequence of the failed 
War on Drugs, rates of substance use disorders 
are overrepresented in correctional settings  – 
rates in the community are around 9% and pris-
ons around 50% (including 20% with a history of 
injection drug use) – and affect nearly two-thirds 
of persons in jail (Peters et al. 2015; Rich et al. 
2011). As the number of people incarcerated in 
the United States quadrupled between 1982 and 
2007 (Swanson et al. 2013), drug-related arrests 
also tripled – nearly half of which were for mari-
juana (Mauer and King 2007). In general, people 
with substance use disorders also have a mental 
health diagnosis around 40–50% of the time 
(Kessler 2004). So it stands that incarcerating 
people with substance use problems will also 
lead to imprisonment of those with other psychi-
atric difficulties.

There are layered interrelationships between 
mental health problems, poverty, substance 
abuse, trauma, housing instability, and arrest 
(Osher 2013; Swanson et al. 2015). Being home-
less and some symptoms of serious mental illness 
each make a person visible in the community and 
frequently result in calls to law enforcement; they 
can also make treatment engagement difficult. 
Recent homelessness is very common among 
incarcerated people; in fact, it is 7.5–11.3 times 
more common than in the general population 
(Greenberg and Rosenheck 2008). In addition, 
incarcerated persons with mental illness are more 
likely to have been homeless at the time of their 
arrest than those without mental illness. In jails, 
30.3% of inmates with mental illness were home-
less in the year prior to arrest compared to 17.3% 
of other inmates (Stephan 2001). This relation-
ship has been tied to the closure of state hospitals 
beginning in the 1970s, leaving people without 
structured housing and treatment. The same pop-
ulation then ended up incarcerated through a pro-
cess called trans-institutionalization (Lamb and 
Weinberger 2017). On the other hand, not having 
a stable place to live severely complicates the 
reentry of a person with mental illness following 
release from prison. In fact, a detailed home plan 
is required for supervised release through parole, 
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and absence of an adequate residence can effec-
tively lengthen time behind bars.

A third factor that contributes to the incarcera-
tion of people with mental illness is harsh cor-
rectional conditions that can have harmful effects 
on a person’s mental health. Compounding past 
histories of extensive trauma, the overcrowding, 
witnessed violence, and sexual and violent vic-
timization behind bars often make the experience 
of incarceration a prolonged distressing event 
(Sindicich et al. 2014). The deleterious effects of 
these circumstances on persons with serious 
mental illnesses are predictable: despair, wors-
ened symptoms, and acting out. There is also an 
association between experiencing trauma and 
having a mental illness in this population 
(Karlsson and Zielinski 2020).

Most – but not all – studies find that people 
with mental illness tend to be incarcerated for 
longer periods of time and are less likely to be 
placed on probation or parole than others charged 
with similar offenses (Leifman and Coffey 2020). 
Inmates who have psychotic illnesses are often 
profoundly impacted by these timelines. Parole 
board members may lack knowledge about com-
munity resources for individuals with mental ill-
nesses, have misconceptions about their risk, or 
fear negative public reactions; prisoners with MI 
are also more likely to forgo parole and “max 
out” their sentences (Matejkowski and Ostermann 
2020). As a result, people with mental illness 
have their releases delayed and more frequently 
serve the maximum sentence allowed by law 
(2002). The trend also worsens overcrowding, 
destabilizes the milieu, and increases the poten-
tial for violence overall (Houser and Welsh 2014).

Fifth, once released, former incarcerees with 
mental illnesses are significantly more likely to 
recidivate, with serious mental illness, substance 
use disorders, and lack of treatment associated 
with higher levels of risk for return to incarcera-
tion (Zgoba et  al. 2020). Cuts in mental health 
services have an impact on the prevalence of 
mental illnesses in jails and prisons insofar as 
they make it more difficult for treatment provid-
ers to dedicate resources to this population. 
Compared to their counterparts, probationers and 
parolees with mental illness are significantly 

more likely to have their probation or parole term 
suspended or revoked, resulting in reincarcera-
tion (Meredith et al. 2020). Stigma of supervision 
officers should be considered to be a potential 
factor in these trends (Eno Louden et al. 2018).

 What Can Be Done to Reduce 
the Likelihood that They Will End 
Up There?

There are programmatic responses that can iden-
tify persons with mental illnesses in the criminal 
justice system, divert them from jail and prison, 
and reduce the likelihood of return. All of these 
programmatic efforts are dependent upon com-
munication and integration between the mental 
health and criminal justice systems. Both linkage 
to effective treatment in the community and 
reverse communication with providers in incar-
ceration settings are important (Lamberti 2016). 
The next section discusses evidence-based prac-
tices (EBPs) and program models intended to 
reduce criminal engagement of persons strug-
gling with mental health problems.

The broad set of responses to behavioral needs 
of citizens within a community is shaped by 
local, state, and federal regulations and policy. 
When this focus is narrowed to a specific target 
population defined by its participation in criminal 
activity, the need for mental health leadership to 
incorporate the perspectives of law enforcement, 
courts, and local and state corrections personnel 
is imperative, as is the perspective of individuals 
with lived experience in these systems. Clarity in 
the goals and objectives for initiatives is critical 
to determine the range, format, and intensity of 
partnerships. At the outset, stakeholders may be 
convened as a strategic planning committee, but 
more collaborative partners will emerge as goals 
are formulated. Additional partners may include 
other treatment providers, housing officials, pri-
vate funders, elected officials, peer supports, 
crime victims, family members, academic part-
ners, advocates, or other community 
representatives.

The sequential intercept model (SIM) creates 
a framework around which to organize responses 
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to assist justice-involved individuals with mental 
illnesses (Munetz and Griffin 2006). The model 
diagrams the various stages at which an individ-
ual may come in contact with the criminal justice 
system. The five intercept points identified in the 
model are: (1) law enforcement, (2) initial deten-
tion and hearings, (3) jails/courts, (4) reentry 
from jail or prison, and (5) community correc-
tions. The US Substance Abuse and Mental 
Health Services Administration (SAMHSA) 
offers SIM training for communities (Center 
2020a). See Fig. 1.

The SIM focuses on a series of intercepts 
where interventions can prevent individuals from 
penetrating further into the criminal justice sys-
tem. At each of these intercept points, there is an 
opportunity to develop programs tailored to the 
needs of persons with mental illnesses and sub-
populations within this group. The hope is that 
the further upstream a person can be redirected, 
the fewer legal consequences will obstruct their 
path to recovery. The ultimate and most effective 
intercept has been described as accessible, com-
prehensive, and effective community-based ser-
vices (Munetz and Griffin 2006).

At the first three intercepts, the processes are 
referred to as jail diversion which is defined as:

A community-based, collaborative criminal 
justice- mental health response for justice-involved 
people with mental illnesses where jail time is 
reduced or avoided, and the individual is linked to 
comprehensive and appropriate services. (JLI 
2010)

 Police-Based Responses

The earliest and most prevalent prebooking diver-
sion programs exist within the community and 
often rely on law enforcement officers interacting 
with people in psychiatric crisis. Law enforce-
ment officers have become the de facto first-line 
responders to deal with persons with mental 
health emergencies or criminal activity. How law 
enforcement personnel react to these individuals 
can have a huge impact on their outcomes and 
determine whether a person is linked to treatment 
and/or enters the criminal justice system (see 
chapter “Community Education”). A well- 
recognized program is the Crisis Intervention 
Team (CIT) through which officers receive train-
ing in how to recognize mental health problems 
and deescalate crises. CITs are associated with 
increased confidence and decreased stigma in 
law enforcement as well as more referrals to 
treatment (Pinals 2017). Another intervention 
relies on mental health specialists who provide 
consultation to law enforcement and often located 
within the department. A third prebooking 
approach is a specialized community mental 
health response, which includes mental health 
mobile crisis teams that work in partnership with 
police to deescalate emergencies and link indi-
viduals to services. Appropriate recognition of 
mental health crises, with deescalation and other 
nonaggressive techniques, also works towards 
decreasing the risk of violence in police encoun-
ters (Watson et al. 2008).
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Fig. 1 Sequential intercept model (SAMHSA 2021)
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 Jail- and Court-Based Strategies

Postbooking diversion programs at intercept 2 
involve jail- and court-based strategies. In these 
programs, individuals identified as having mental 
health needs are linked to treatment with 
 leveraged conditions of release. These interven-
tions may consist of teams of mental health pro-
viders that operate within the jail and are available 
to assess individuals and to provide recommen-
dations on diagnoses, treatment needs, and the 
possibility of alternative dispositions in the com-
munity. Identification of arrested persons with 
mental illnesses in some communities has been 
improved by the matching of jail rosters to public 
mental health rosters. A one-way flow of infor-
mation is then generated to the mental health pro-
vider informing them that their client is in 
custody. The mental health provider can then 
attempt to engage their client and coordinate care 
within the jail, helping to promote alternatives to 
incarceration.

 Specialized Courts

At intercept 3, specialized courts have been 
developed in jurisdictions across the country. 
Broadly characterized, mental health courts have 
been shown to reduce recidivism (Loong et  al. 
2019). The Honorable Steve Leifman established 
the foundation for the Miami Model in 2000, 
which continues to successfully function in its 
aims to divert individuals with serious mental ill-
ness away from the courts and into a full spec-
trum of treatment options (Leifman and Coffey 
2020). Participants are identified by CIT-trained 
officers as well as postbooking screening and are 
then linked with comprehensive treatment and 
supports in the community. Most engagement is 
voluntary, but some participation may be actual-
ized through civil commitment (Iglehart 2016). 
Legal consequences can be lowered or dropped 
with treatment adherence, resulting in fewer 
incarcerated people with SMI, reduced recidi-
vism, cost savings, improved health and safety, 
and less homelessness (Leifman and Coffey 
2020).

 Transition Planning

With the constitutional obligation to provide 
health care comes an opportunity to identify 
and begin treatment for mental illnesses within 
jails and prisons. Despite chronic staffing 
shortages and limited formularies, critical 
treatment can take place behind bars. Assuring 
continuity from the community to the jail or 
prison and back to the community is impera-
tive for effective mental health care. Almost all 
jail inmates, including those with mental ill-
nesses will leave correctional settings and 
return to the community. Thoughtful transition 
planning from jails and prisons can reduce the 
possibility of return to criminal jus tice systems 
(Skeem et al. 2011).

At intercept 4, inadequate transition plan-
ning can put individuals who entered jail in a 
crisis state back on the street in the middle of 
the same crisis. Individuals were often released 
without Medicaid benefits or medical insurance 
(though this improved somewhat with that pas-
sage of the Affordable Care Act in 2010) (Heiss 
et al. 2016). Enrollment in Medicaid should be 
a focus of intervention. Inadequate treatment 
upon release increases the risks for repeat 
offenses, psychiatric instability, hospitaliza-
tion, homelessness, rearrest, and death from 
overdose (Binswanger et  al. 2007). We follow 
the suggestion of the American Association of 
Community Psychiatrists (AACP) by using the 
term transition planning, rather than discharge 
planning or reentry planning, in order to imply 
bidirectional responsibility and collaboration 
among providers (Sowers and Rohland 2004). 
It is understood that some ex-offenders will 
return to custody and as such reentry can be 
seen as part of a cycle of care, though with 
attempts to decrease recidivism. Transition 
planning is a process and not an event. The 
APIC model – assess, plan, identify, and coor-
dinate – describes elements of transition plan-
ning associated with successful integration 
back into the community (Osher et  al. 2003). 
The model pays attention to biopsychosocial 
strengths and needs, short- and long-term pro-
jections, and coordination of support. Such 
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planning can serve as an investment in public 
health by reducing future costs associated with 
reincarceration (Wolff 2005).

 Specialized Community Supervision

At intercept 5, there are significant opportuni-
ties to reduce the prevalence of persons with 
mental illnesses in jail and prison. The number 
of people with mental illness under correctional 
supervision reached unprecedented levels in the 
mid- aughts, with the vast majority of persons 
supervised in the community (Glaze and 
Bonczar 2010). Probation and parole officers 
are often left with revocation to jail or prison as 
a punishment for failing to meet conditions of 
release. These technical violations, where a 
new crime has not been committed, are a prin-
cipal contributor to ballooning correctional 
populations (White et al. 2011). In this context, 
specialized community caseloads have been 
developed to improve outcomes for persons 
with mental illnesses under community correc-
tional supervision. The key features of such 
programs are closer supervision and support of 
persons with mental illness, officer training on 
psychiatric issues, and collaboration with com-
munity-based providers (Prins and Draper 
2009). Studies support this model as effective 
in improving the well-being and reducing the 
reincarceration risk of people with mental ill-
ness on probation and parole (Skeem and 
Louden 2006). However, with states facing the 
grim reality of enormous budget constraints, 
the resources to fund effective, specialized tran-
sition resources are difficult to come by.

 Comprehensive, Effective 
Community-Based Care: 
The Ultimate Intercept

It has been said that any effort to keep people 
with mental illnesses out of the criminal justice 
system will only be as good as the community 
treatment and supports available  – the ultimate 
intercept. Towards that end, this chapter now dis-

cusses linkage to community treatment. There 
are several EBPs that have the potential to reduce 
jail days for persons with mental illnesses. In dis-
cussing justice-involved persons with mental ill-
nesses, it is important to keep in mind the 
heterogeneity of this group. They differ in terms 
of the seriousness of their mental illnesses, charge 
levels, criminogenic risks, demographics, and 
access to community supports. Unfortunately, 
many inmates are un- or undertreated at the time 
of their arrests (Wilper et al. 2009). The commu-
nity mental health system also rarely assesses the 
nature of criminal justice involvement or crimi-
nogenic risk. Almost one-half of the clients seen 
for the first time at community mental health cen-
ters have had contact with the criminal justice 
system and that nearly one-third of them had 
been sentenced to jail (Theriot and Segal 2005). 
Lumping justice-involved persons with mental 
illnesses into a single class does not allow for pri-
oritization of scarce resources to those with high-
est need or who might benefit most. There is a 
great need for valid, reliable screening and 
assessment processes that can drive the develop-
ment of effective, integrated treatment and super-
vision plans. What follows are recommended 
services to reduce criminal justice involvement in 
persons with mental illnesses.

 Integrated Mental Health 
and Substance Use Services

Since the majority of justice-involved persons 
with mental illnesses will have co-occurring 
addictive disorders, effective and integrated treat-
ments must be available. The structure of ser-
vices as well as the treatments themselves can be 
integrated. There are a number of evidence- 
based, integrated practices for correctional imple-
mentation, though gaps in service delivery remain 
(Peters et al. 2017). These interventions include 
integrated dual disorder treatment (IDDT), 
cognitive- behavioral therapy (CBT), modified 
therapeutic community (MTC), and the 
 risk- need- responsivity (RNR) model. Integrated 
treatment for justice-involved persons has been 
associated with improved criminal justice and 
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mental health outcomes, including reduced crim-
inal activity, substance abuse, arrest, and reincar-
ceration (Osher 2013; see chapters “Integrated 
Care and Community Psychiatry”, and “Social 
and Political Determinants of Health and Mental 
Health”, for more detailed discussion). Given the 
high correlation of substance use disorders with 
crime, they should be the primary target of treat-
ment. It is also associated with significant cost- 
saving for correctional systems (BEM 2009).

 Supportive Housing

High rates of homelessness among justice- 
involved persons with mental illnesses must be 
considered in comprehensive treatment planning 
(Osher and Steadman 2007). Housing needs 
range from owning their own homes or living in 
independent rental units to institutional care. 
Supportive housing can significantly decrease the 
chance of recidivism as well as time spent in 
shelters or hospitals and is less costly on a daily 
basis than time spent in institutions (Salem et al. 
2015). Supportive housing includes a variety of 
residential settings with on-site or easily accessi-
ble services, including case management, peer 
support, medical care, mental health and sub-
stance abuse treatment, vocational training, cog-
nitive skills groups, and assistance in obtaining 
income supports and entitlements. Unfortunately, 
affordable housing is in short supply in many 
communities, and persons with criminal records 
often have trouble accessing public housing 
assistance (For greater detail, please refer to 
chapters “Psychiatric Care for People 
Experiencing Homelessness” concerning home-
lessness and “Housing First and the Role of 
Psychiatry in Supported Housing” for a discus-
sion of housing).

 Trauma Interventions

Incarceration is closely linked with trauma in 
myriad ways. Almost all categories of adverse 
childhood experiences (ACEs) are associated 
with future incarceration, as well as with later 

victimization, drug use, and homelessness (Eaves 
et  al. 2020). Evidence also indicates that treat-
ment for those with a history of ACEs may need 
to be substantially different than for those with-
out such experiences. Rates of physical and sex-
ual abuse in jail and prison populations have been 
found to be at least twice as high as in the general 
population (Teplin et al. 1996) and are associated 
with having a mental illness (Karlsson and 
Zielinski 2020). Among some inmate popula-
tions, such as previously homeless women with 
co-occurring mental and substance use disorders, 
histories of violent victimization are extremely 
high (Anderson et al. 2016). Studies indicate that 
posttraumatic stress disorder (PTSD) may exist 
in nearly 50% of inmates, as compared to less 
than 10% of the general population (Anderson 
et  al. 2016). Moreover, the very experience of 
incarceration is one of trauma, coercion, injury, 
invasiveness, violence, and dehumanization 
(Piper and Berle 2019). In particular, solitary 
confinement is highly associated with the devel-
opment of PTSD. Having posttraumatic stress 
disorder is then associated with negative post-
release experiences including self-harm and sui-
cide, additional trauma, homelessness, and 
reincarceration (Piper and Berle 2019).

Because of the pervasiveness and profound 
consequences of trauma, criminal justice system 
programs must integrate sensitivity to trauma 
into service delivery (Levenson and Willis 2019) 
(a detailed discussion of trauma-informed care is 
present in chapter “Traumatic Stress in the 
Community: Identificationand Intervention”). 
Training correctional treatment staff in this 
approach can work towards creating a calmer and 
safer environment for inmates as well as employ-
ees. Both rehabilitative efforts (intended to 
reduce criminality) and mental health treatment 
(framed for diagnoses and symptoms) can spe-
cifically address trauma. SAMHSA offers train-
ing for trauma-informed responses to court 
personnel, law enforcement, community correc-
tions, and providers (Center 2020a, b). Trauma-
focused models that fit the correctional setting 
focus on the present, use cognitive behavioral 
approaches, provide education, and emphasize 
coping skills; one example would be the seeking 
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safety approach (Miller and Najavits 2012). 
Various models have been shown to reduce vio-
lence and recidivism in youth and adolescents, 
including trauma-focused cognitive-behavioral 
therapy (TF-CBT), family functional therapy 
(FFT), and multisystemic therapy (MST), though 
more research is needed for these and other popu-
lations (Zettler 2020).

 Supported Employment

Given that some criminal activity is driven by the 
need for money, successful employment is 
expected to mitigate contact with the criminal 
justice system. In fact, many studies have shown 
that employment of returning citizens is associ-
ated with lower chances of recidivism (Bunting 
et  al. 2019). As detailed in chapter “Supported 
Employment”, over the past 30 years, supported 
employment has become an important tool for 
improving the well-being of persons with serious 
mental illness (Drake et al. 2016). Such programs 
should be modified to accommodate conditions 
of release, allowing community correctional obli-
gations to exist concurrently with employment 
responsibilities. A number of successful commu-
nity reintegration programs include supported 
employment, but more research is needed on the 
efficacy of this component in reducing recidivism 
(Leifman and Coffey 2020). Individual place-
ment and support (IPS) is an employment model 
that may be particularly effective for justice- 
involved individuals with serious mental illness, 
particularly when coupled with dual diagnosis 
treatment (Bond 2013).

 Illness Management and Recovery

Illness management and recovery comprise a 
group of EBPs that teach skills required to man-
age a person’s own mental illness in collabora-
tion with health care professionals and other 
supports (see chapter “Health Self- Management: 
The Emerging Importance of Trauma and 
Resilience” for details). These EBPs have been 
demonstrated to promote recovery in functional, 

personal, and clinical domains (Roosenschoon 
et  al. 2019). There are several illness manage-
ment and recovery programs, including the 
Wellness Recovery and Action Plan (WRAP) and 
Social and Independent Living Skills (SILS).

When these programs have been implemented 
for persons with mental illnesses and co- 
occurring disorders within correctional settings, 
they produce the expected social and coping skill 
gains (Black et al. 2019). The common applica-
tion of psychoeducational and cognitive compo-
nents within illness management and recovery 
programs makes them well-suited for adaptations 
that could address criminogenic thinking and 
antisocial tendencies. Using WRAP with home-
less individuals has been shown to reduce recidi-
vism (Listwan et al. 2018), but more evidence is 
needed.

 Case Management and Forensic 
Assertive Community Treatment

Access to case management services is important 
for individuals with complex mental health and 
legal needs. Assertive community treatment 
(ACT) is a well-validated EBP that combines 
treatment, rehabilitation, and support services 
within a multidisciplinary team (Dixon 2000). It 
is a high-intensity, high-cost package that is typi-
cally reserved for the topmost utilizers of acute 
and emergency mental health services (see chap-
ter “Case Management and Assertive Community 
Treatment” for a detailed discussion). Particularly 
when combined with the provision of low- 
demand housing, it has been associated with less 
criminal justice involvement (Hirschtritt and 
Binder 2017).

More recently, ACT services have been aug-
mented by specifically focusing on justice- 
involved populations and training team members 
to be responsive to criminal justice partners 
(Weisman et  al. 2004). These forensic ACT 
teams, also known as FACT teams, aim to specifi-
cally reduce recidivism, are integrated into the 
legal system, and include additional forms of 
supervision; substance use treatment is highly 
recommended for their success (Kelly et  al. 
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2017). Some studies show FACT involvement to 
be associated with reduced time spent behind 
bars, yet to effectively realize such goals, the 
teams should be part of an overall forensic con-
tinuum of care (Cuddeback et al. 2020).

The development of forensic intensive case 
management (FICM) teams is another effort to 
coordinate criminal justice and treatment ser-
vices. FICM focuses on arranging access to ser-
vices rather than direct provision of care and, 
without requiring a large team, is less costly to 
implement (Lee and Cain 2020). The bottom line 
for many justice-involved persons with mental 
illness is that any case management team must 
have a sound understanding of legal issues. With 
“criminal justice savvy” case management, teams 
can be expected to reduce recidivism and have 
been found to have better success than regular 
ACT teams (Cuddeback et al. 2020).

 Cognitive-Behavioral Interventions

Critical to a more complete understanding of 
these patterns of incarceration are the concepts of 
criminogenic risk factors and criminogenic 
needs. Criminogenic risk factors are those asso-
ciated with criminal conduct and arrest. 
According to the risk-need-responsivity (RNR) 
model, the primary risk factors are antisocial per-
sonality, substance use, antisocial behavior, fam-
ily circumstances, low levels of employment and 
education, antisocial peers, antisocial cognition, 
and how one spends leisure time (Wilson et  al. 
2020). While originally describing a more gen-
eral population, studies have shown that the same 
factors are associated with criminal recidivism in 
those with mental illness (Wilson et al. 2020). In 
our support of and advocacy for persons with 
mental illness, we cannot overlook the (often 
times, even higher) levels of criminogenic risk 
factors present in people with mental illness who 
are justice-involved (Wilson et al. 2020); to do so 
would be a missed opportunity for intervention. 
The intensity of mental health symptoms cova-

ries with higher criminogenic risk (Van Deinse 
et al. 2021), though shared criminogenic risk fac-
tors largely predict recidivism independently of 
mental illness (Skeem et al. 2014).

The four risk factors that are often portrayed 
to be the most amenable to improvement are a 
person’s criminal thinking, behavior, personality, 
and associates (Abracen et al. 2016). Cognitive- 
based correctional programming tends to target 
antisocial personality and behavior and focuses 
more on interpersonal expression than, as typical, 
on individual distress (Rotter and Carr 2010). 
Unfortunately, relatively simple approaches for 
substance use and other risk factors are often 
neglected. Criminogenic needs are individual 
characteristics associated with risk factors; those 
associated with criminal personality and behav-
ior include risk-taking, hostility, anger, irritabil-
ity, and cold-heartedness. While a time-limited 
correctional program may address anger in a 
meaningful way, other needs such as emotional 
callousness might be harder to intervene upon. 
Furthermore, research has found inmates with 
serious mental illness to have low levels of 
employment and education, substance abuse, and 
maladaptive recreational endeavors, which are 
usually not addressed by the justice system 
(Wilson et al. 2020). Unfortunately, incarceration 
can also increase contact with criminal- minded 
peers and call for certain behaviors intended to 
protect oneself, in effect working against a stated 
goal of criminal rehabilitation.

The more criminogenic needs that are 
addressed by treatment and supports in general, 
the bigger the expected impact on recidivism 
(Latessa and Lowenkamp 2005). Addressing the 
criminogenic needs of incarcerated or formerly 
incarcerated people with SMI can be specifically 
adapted to increase chances of success (Wilson 
et al. 2018). Given the prevalence of social and 
neurocognitive difficulties, effective programs 
will include actively involved staff who fre-
quently repeat and summarize information using 
concrete language. The format should allow for 
accessible participation.
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 Accessible and Appropriate 
Medication

Psychiatric medication is a critical tool, and for 
many individuals, treatment is disrupted when 
they enter and exit the criminal justice system. 
Having access to appropriate medication at suit-
able doses, for sufficient lengths of time, is 
imperative. It is clear that effective psychophar-
macology is important for the personal recovery 
of many people as well as for fulfillment of crim-
inal justice requirements (by being able to func-
tion better with a reduced symptom burden) 
(Skeem et al. 2014).

Research points towards more specific asso-
ciations, as well. Some findings indicate that 
mood stabilizers and antipsychotic medications 
(particularly long-acting injectables) are associ-
ated with reduced violent crime (Fazel et  al. 
2014), and data indicates that medication nonad-
herence, in concert with substance use, is associ-
ated with increased rates of violence in those 
with SMI (Swartz et al. 1998). Populations with 
attention-deficit hyperactivity disorder (ADHD) 
are also less likely to engage in crime when 
appropriately medicated (Lichtenstein et  al. 
2012). On the other hand, population-level pre-
scriptions of selective serotonin reuptake inhibi-
tors (SSRIs) or serotonin-norepinephrine 
reuptake inhibitors (SNRIs) have been recently 
associated with having no effect on violent crime 
(Osler et al. 2019) as well as with an increased 
risk of violent crime in past offenders and youth 
(Lengvenyte and Vieta 2020).

 Conclusion

As for other persons with serious mental ill-
nesses, access to prescribers, funding for medica-
tions, supports for adherence, and fluid continuity 
across systems are challenges for those involved 
in the criminal justice system. These programs 
are components of a comprehensive strategy to 
reduce the overrepresentation of persons with 
mental illnesses in the justice system. Few com-
munities have all components and none have suf-

ficient capacity, yet inroads are being made. 
Financing these EBPs relies on a patchwork of 
block grant funding, public and private insur-
ance, and uncompensated care. Advocacy for 
investments in these services is essential. At the 
time of publication of the previous edition of this 
chapter, the passage of the Patient Protection and 
Affordable Care and Health Care and Education 
Reconciliation Acts held promise for this popula-
tion. Ten years later, however, significantly 
increased insurance coverage has not been asso-
ciated with improved access to mental health care 
for formerly incarcerated patients, reinforcing 
that there are no simple solutions for addressing 
the complex needs of this population (Howell 
et al. 2019).

Community psychiatrists are working, and 
will continue to work, with persons who have 
criminal justice histories. They should develop 
familiarity with the system and how it intersects 
with their patient’s lives and future trajectories. 
Recovery-oriented practices are as germane to 
justice-involved persons as any. Community psy-
chiatrists must understand the literature and work 
with their patients towards a vision of what is 
likely to work, for whom, and under what cir-
cumstances. Gaining this expertise can be 
achieved through formal training (such as a 
forensic and/or community psychiatry fellowship 
program) as well as through other routine meth-
ods of lifelong learning. If we are to avoid being 
a society where punishment inappropriately sub-
stitutes for care, a shared commitment to our 
patients’ dignity and our communities’ safety is 
of paramount importance.
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Housing First and the Role 
of Psychiatry in Supported 
Housing

Van Yu

 Introduction

Permanent Supportive Housing provides housing 
assistance and support services to people living 
with disabilities including serious mental illness 
and substance use disorders. The 1987 McKinney- 
Vento Act, the first-ever federal legislation 
addressing homelessness and mental illness, 
established funding within the Federal 
Department of Housing and Urban Development 
(HUD) for the development of Permanent 
Supportive Housing for people who are “chroni-
cally homeless.” The HUD definition of chronic 
homelessness is:

A homeless individual or head of household with a 
disability that meets the HUD definition of a dis-
ability who (a) lives in a place not meant for human 
habitation, a safe haven, or in an emergency shel-
ter; AND (b) has been homeless and living in one 
of these places continuously for at least 12 months 
OR on at least 4 separate occasions in the last 3 
years, as long as the combined occasions equal at 
least 12 months…. (Department of Housing and 
Urban Development 2015, 80 FR 75791)

“Supported Housing” is an evidence-based prac-
tice that is a form of Permanent Supportive 
Housing based on a “Housing First” philosophy. 
Other forms of Permanent Supportive Housing 
serve as part of a continuum model of housing to 

be described below. Housing development based 
on a Housing First philosophy has been the pre-
dominant strategy for moving people who are 
homeless and living with serious mental illness 
out of chronic homelessness for the past three 
decades. Since serious mental illness and sub-
stance use disorders are qualifying “disabilities” 
for admission into Permanent Supportive 
Housing, mental health care is one of the support 
services offered in many Supported Housing 
programs.

The aim of Supported Housing is not only to 
provide housing, but also to help integrate people 
into the community as much as possible. Homes 
are lease-based with the consumer as the lease- 
holder. Tenancy is contingent on paying rent and 
abiding by the same tenancy rules governing 
other renters in the community. Accessing ser-
vices and participating in treatment are voluntary. 
Other models of housing for people living with 
serious mental illness are more structured with 
programs instead of tenants owning or leasing 
units and with service and treatment being man-
datory. Since the development of the first 
Supported Housing programs in the 1980s, sev-
eral studies have demonstrated that the model is 
both effective at housing retention and also cost- 
effective (Rog 2004; Rosenheck et  al. 2003). 
Mental health care is a crucial support service 
that helps many tenants of Supported Housing 
both to remain stably housed and to be able to 
work towards recovery. The delivery of mental 
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health care in Supported Housing deviates in 
some ways from care in more traditional brick- 
and- mortar clinics with advantages and disadvan-
tages described below.

 The Need for a New Model 
of Housing

A significant proportion of single adults who are 
homeless are living with serious mental illness or 
substance use disorder or both with estimates 
ranging from 1/5 to 2/3 (Fazel et al. 2008; Koegel 
et al. 1988; Roberts 1992; Susser et al. 1993), and 
serious mental illness is both a cause of home-
lessness and a factor that causes people to remain 
homeless (Shelton et al. 2009; Susser et al. 1993).

For the first half of the twentieth century, peo-
ple living with serious mental illness lived in 
institutional settings, mainly state hospitals, often 
involuntarily. In the 1950s and 1960s, two 
dynamics coincided to trigger a process referred 
to as “deinstitutionalization” that led to a drastic 
reduction of this infrastructure. First, the civil 
rights and antipsychiatry movements spawned a 
concern about the legitimacy of involuntary insti-
tutionalization, especially in the face of some 
well-publicized abuses at state hospitals (Grob 
1980). Second, major changes in the health care 
economy, including the creation of Medicaid and 
Medicare, encouraged states to shift some of the 
cost of care to the federal government (Yohanna 
2013). As a result, tens of thousands of people 
living in institutions were discharged to live inde-
pendently with family or in “community resi-
dences” and were to be served by a community 
mental health system (Yohanna 2013). Early 
models of community residences included half- 
way houses and family foster care but no orga-
nized model for residential services for formerly 
institutionalized people beyond these limited 
options developed in the first years of deinstitu-
tionalization (Ridgway and Zipple 1990). Over 
time, community residences became the first step 
in a “continuum” model which was developed to 
move people in stepwise fashion from more to 
less structured and restrictive settings towards the 
goal of becoming “housing-ready.” A person is 

proved housing-ready by demonstrating insight 
into their mental illness, compliance with behav-
ioral health treatment, and abstinence from drugs 
and alcohol.

Operating a residential system based on a con-
tinuum model, however, required resources that 
were never adequate to the need and set a high 
bar for people to move into less expensive inde-
pendent housing (Ridgway and Zipple 1990). 
Moreover, the 1970s and 1980s saw a rise of sin-
gle, adult homelessness, especially in cities, 
among people living with serious mental illness 
with inadequate care or no care at all (Bassuk and 
Lamb 1986; Cooper and O’Hara 2002; Kushel 
et  al. 2001). Furthermore, people of color have 
been disproportionately affected by these forces 
resulting in their overrepresentation among peo-
ple who are homeless (Fusaro et al. 2018; Uehara 
1994). This increase of homelessness in the 
1970s and 1980s put pressure on the system to 
create a different kind of housing.

Coinciding with this increase in homeless-
ness, the mental health community was develop-
ing recovery-oriented models of psychiatric care 
encompassing concepts of consumer choice, 
harm reduction, and strengths focusing. Out of 
this confluence rose a “Housing First” philoso-
phy of targeting homelessness. Housing First 
turned the continuum philosophy on its head pro-
posing that having a home makes it possible for a 
person to effectively address their mental health 
conditions which in turn will help a person be 
successful in housing. The development of 
Supported Housing, with its emphasis on client 
choice and community integration, is a logical 
outcome of this Housing First philosophy and a 
recovery orientation in general. The prototype of 
Housing First was a program developed in the 
1990s called Pathways to Housing in New York 
City which placed people in scatter-site apart-
ments with support services delivered by 
Assertive Community Treatment (ACT) teams 
(Tsemberis and Eisenberg 2000). Initially there 
was concern that Supported Housing would not 
be able to provide adequate support to people 
who are homeless and living with serious mental 
illness (Siegel et al. 2006), but numerous studies 
have since shown Supported Housing programs 
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to be both effective at providing housing and ser-
vices and cost-effective (Lipton et  al. 2000; 
Padgett et al. 2016; Rog et al. 2014; Rosenheck 
et al. 2003; Tsemberis and Eisenberg 2000).

The 1999 Olmstead decision further hastened 
the expansion of Supported Housing. In 1995, 
two women living with serious mental illness 
sued the state of Georgia (Tommy Olmstead was 
the Commissioner of the State Department of 
Human Resources) because the women were 
confined in institutional settings even after being 
assessed to be better-suited for services in the 
community. The case made it to the United States 
Supreme Court which ruled that under the 
Americans with Disabilities Act, people living 
with serious mental illness should be cared for in 
the least restrictive setting possible (Olmstead v 
L.C. 527 U.S. 581). In the aftermath of Olmstead, 
jurisdictions have been increasingly looking to 
Supported Housing to be a “least restrictive set-
ting” for providing housing and care to people 
who are chronically homeless (Whitley and 
Henwood 2014).

This chapter focuses on single adults who are 
homeless. Family homelessness is more often the 
result of socioeconomic factors like underem-
ployment and domestic violence. Although origi-
nally and predominately a practice targeting 
single, adult homelessness, Supported Housing 
has been increasingly utilized for families. In 
1993, HUD began funding Supportive Housing 
for families with an adult member living with a 
disability, and since 2003 HUD funding for fami-
lies has also been limited to people who meet the 
chronic homelessness criteria (Gewirtz 2007). 
Although not yet as widely studied as single- 
adult Supported Housing, family Supportive 
Housing does seem to improve housing stability 
and even reduce emergency department usage 
among families with an adult living with a dis-
ability (Lim et al. 2018).

Permanent Supportive Housing programs are 
funded in a variety of different ways with some 
funding coming directly through government 
contracts and other monies coming from tenant 
resources. Several different government entities 
fund housing programs and many programs cob-
ble together contracts from different sources. For 

example, in New York City, government funders 
of Permanent Supportive Housing include the 
federal Department of Housing and Urban 
Development, the state Office of Mental Health, 
the city Departments of Health and Mental 
Hygiene, Housing Preservation and Development, 
and Homeless Services, and the city HIV AIDS 
Services Administration. Tenants contribute by 
paying rent, and there are various ways tenants 
are supported in making rent including by using 
Section 8 vouchers or a portion of Supplemental 
Security Income (SSI) or Public Assistance.

 Two Approaches to Supported 
Housing

Although most Americans who are living with 
serious mental illness are not homeless, an 
American who has experienced homelessness 
and is living with serious mental illness often 
requires housing support, income support, and 
specialized physical and behavioral health care to 
remain housed and integrated into the commu-
nity. As a Housing First model, Supported 
Housing presumes not only that housing ought to 
precede other services and interventions, but fur-
thermore that rapidly housing a person in a sys-
tem where tenancy is not contingent on service 
participation is a necessary first step towards 
community integration, psychiatric recovery, and 
improved physical health. Studies have demon-
strated that housing itself is treatment as multiple 
clinical conditions tend to improve after people 
are housed even if there is not an accompanying 
increase in health care utilization (Henwood et al. 
2013).

Various features common to all Supported 
Housing models reinforce housing as foremost 
above other care and services. Tenancy is contin-
gent on the same laws that apply to any landlord 
and tenant in the community. There are no cur-
fews. There are few if any limitations on visitors 
including overnight visitors. Social services, psy-
chiatric care, and sometimes medical care are 
offered, but there is no obligation to access these 
services. To support this, having different agen-
cies manage tenancy issues (e.g., rent collection, 
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building maintenance) and service provision is a 
common arrangement—the landlord works for a 
different agency than the social worker.

With all of these features in common, two 
models of Supported Housing have emerged—
scatter-site and congregate (also called single- 
site or project-based). In scatter-site Supported 
Housing, a tenant rents an apartment in the com-
munity and is offered support services including 
services that can be offered at home or at an off- 
site location. In congregate Supported Housing, 
some portion of apartments in a single building is 
set aside for consumers, and service providers are 
often based in the same building. Such buildings 
typically include units of affordable housing 
interspersed with apartments for people who are 
living with an identified disability. There are 
advantages and disadvantages to each model.

The scatter-site model greatly resembles “nor-
mal” housing and offers people more choice. 
Living in ordinary housing can be a substantial 
first step towards community integration and 
sidesteps some sources of stigma. People have 
more freedom to control their environment and 
develop their social network, although some 
report struggling with isolation (Parsell et  al. 
2015). Start-up and operating costs are lower 
compared to congregate models as apartments 
that already exist are utilized instead of needing 
to manage, or even build, whole buildings. 
However, scatter-site programs are more vulner-
able to the vagaries of the local housing market 
including fluctuations in supply and rent. An 
advantage of scatter-site housing for families is 
the opportunity to locate based on school district 
(Collins et al. 2016).

The congregate model is more “institutional” 
and can limit choice, feel restrictive, and contrib-
ute to stigmatization (Parsell et  al. 2015). 
Moreover, start-up is expensive and complicated, 
generally involving building renovation or con-
struction and a cobbling together of multiple 
funding sources. On the other hand, services are 
more accessible and easier to provide. On-site 
project staff can offer social services and psychi-
atric and medical care to people who might strug-
gle to access these supports independently. A 
congregate setting allows opportunities for 

mutual support and community building among 
tenants living with similar challenges (Dickenson- 
Gomez et al. 2017; Parsell et al. 2015). Ongoing 
costs, including rents, can be easier to control. In 
addition, there can be benefits to the surrounding 
community. Buildings in disrepair are renovated 
or empty lots are developed. Programs provide 
low-income units to the community at large and 
services to the tenants of those units. The proper-
ties sometimes provide storefronts or greens-
paces. Program staff patronizes local businesses.

 Practicing Psychiatry in Supported 
Housing

As indicated earlier, many single adults who are 
homeless or formerly homeless suffer from seri-
ous mental illness while at the same time facing 
many barriers to access effective psychiatric care. 
Furthermore, serious mental illness often impairs 
a person’s ability to seek and maintain housing. 
Because of this, many programs serving people 
who are homeless or formerly homeless place 
psychiatrists in the field to improve access to 
care—in drop-in centers, shelters, food pantries, 
housing programs, and even the streets. As 
described below, psychiatrists in these settings 
engage in a lot of activity that is not billable to 
health insurers, and billable patient encounters do 
not generate enough revenue to support on-site 
psychiatry. So, on-site psychiatry practice at pro-
grams that serve people with lived experience of 
homelessness is typically directly funded through 
the contracts that fund other support services at 
these programs.

Practicing psychiatry in the field is different 
from practicing in more traditional clinical set-
tings and there are advantages and disadvantages 
to practicing in these settings.

 Role and Activities of an On-Site 
Psychiatrist in Supported Housing

A psychiatrist serving a Supported Housing pro-
gram has a more varied role compared to a psy-
chiatrist at a clinic or other more traditional 
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treatment setting. A Supported Housing psychia-
trist is not only a provider of evaluation and treat-
ment, but can also provide outreach, training, 
consultation, and technical assistance to help a 
program’s clinical operations. Understanding the 
different scope of this role ideally enables a 
Supported Housing psychiatrist to determine 
how best to harness their expertise to not only 
deliver state-of-the-art psychiatric evaluation and 
treatment to this underserved population, but also 
to influence the processes and culture of program 
sites.

 Outreach and Engagement
People with lived experience of homelessness are 
often unable or unwilling to access traditional 
psychiatric services. For example, some people 
who are formerly homeless, although often eli-
gible for Medicaid or Medicare, still face obsta-
cles to obtaining medical insurance and therefore 
have no way to pay for psychiatric treatment. 
Also, many people with lived experience of 
homelessness are apprehensive about or frankly 
suspicious of psychiatrists and therefore actively 
avoid contact with traditional treatment settings. 
Many people experience offers of services as 
condescending and believe services available to 
them to be of low quality (Hopper et al. 1997) or 
are frankly mistrustful of outreach workers 
(Kryda and Comptom 2009). Overcrowding at 
clinics and having to change psychiatrists annu-
ally at many clinics also deters people from com-
munity mental health clinics. Experience has 
shown that many people with lived experience of 
homelessness, however, are more open to contact 
with a psychiatrist in familiar settings.

Outreach to people with lived experience of 
homelessness requires a psychiatrist to have a 
flexible clinical approach and to be able to 
address people’s low expectations about the qual-
ity of services offered to them. There is a famous 
story of a psychiatrist running a bingo game at a 
shelter that exemplifies the kind of activity a psy-
chiatrist may engage in to build trust among a 
community of tenants in Supported Housing. 
Supported Housing tenants who are unwilling to 
travel to see the psychiatrist, even in congregate 
programs where the psychiatrist sees patients in 

the building, may be more receptive to being vis-
ited in their apartment. People value their auton-
omy and so outreach and engagement approaches 
that respect a person’s “expertise concerning his/
her situation” have been shown to increase trust 
of service providers (Piat et  al. 2020). People 
want to be offered services that are professional, 
expert, and respectful. When people believe this 
is the case and even begin to expect it, effective 
working relationships form.

 Evaluation
There are significant advantages to performing 
psychiatric evaluations in Supported Housing 
settings. Housing staff know tenants very well 
and are a rich source of information. Interacting 
in a familiar setting often helps people be more 
forthcoming with a psychiatrist. Even if a person 
refuses to meet with a psychiatrist, a fairly com-
prehensive evaluation is possible based on staff 
knowledge and psychiatrist observation.

When evaluating a person with lived experi-
ence of homelessness, attention to social history 
can be an invaluable source of insight. 
Investigating the circumstances that resulted in 
and maintained a person’s homelessness often 
provides clues about a person’s psychiatric con-
dition. For example, a person who denies having 
paranoid ideas will sometimes speak in great 
detail about an elaborate conspiracy that led to 
eviction. Homelessness and unemployment can 
be conceptualized as symptoms like depression 
or psychosis that may provide clues to psychiat-
ric conditions. For example, a person who does 
not complain about depression may reveal peri-
ods of anergia and amotivation leading to unem-
ployment. People with lived experience of 
homelessness also frequently have histories of 
trauma, education difficulties, and legal troubles 
that may be clues to psychiatric illness.

 Treatment
There are advantages and challenges to providing 
psychiatric care in Supported Housing. Supported 
Housing programs offer more support of psychi-
atric treatment than a home without supports, but 
less than a hospital. A psychiatrist who is flexible 
about the frame of treatment can mitigate the 
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challenges and take advantage of opportunities 
that are unique to this setting.

In clinics and hospitals, the psychiatrist has a 
lot of influence or leverage. Most patients either 
have demonstrated a motivation for treatment by 
virtue of coming to the office or are involuntarily 
engaged in treatment. In Supported Housing, on 
the other hand, where participating in services 
including psychiatric treatment is voluntary, the 
psychiatrist must rely more on their ability to 
convince a person to participate in treatment. 
This challenge naturally lends itself to a more 
“person-centered” approach to practice which 
conceptualizes a patient as a more active con-
sumer of services rather than a passive recipient 
of treatment. A person-centered approach 
assumes that people are more likely to participate 
in, and benefit from, the opportunity to be a part-
ner in care.

Even though most Supported Housing tenants 
take their own medication, many programs offer 
medication monitoring to help tenants take medi-
cations as prescribed when needed. This has the 
added benefit of tracking medication usage. 
Housing staff, however, are generally social ser-
vice professionals with no training in handling 
medication, so some programs hire nurses to 
administer medications.

Most Supported Housing programs do not 
have blood-drawing capability and many people 
will refuse to go for blood tests in the community. 
So prescribing medications requiring blood mon-
itoring is challenging.

Many people may be willing to engage in 
some kind of treatment but are unwilling to take 
medication or are only willing to take doses of 
medication that may be inadequate for therapeu-
tic effect. Because of this, psychotherapy 
becomes a primary treatment more frequently 
and for more indications than in other, more tra-
ditional settings.

Treatment of psychiatric symptoms is often 
not a primary concern of Supported Housing ten-
ants. Many people, understandably, identify pov-
erty or unemployment, not psychiatric illness, as 
their primary problem and attribute this to pri-
marily social, economic, and even political cir-
cumstances. Because of this, the extent to which 

a psychiatrist can convince a person that psychi-
atric treatment can help a person move towards 
income and employment often determines how 
much treatment a person is willing to accept.

 Consultation
In addition to having expertise in treating mental 
illness, psychiatrists also ideally have some 
expertise in advising social service staff how to 
effectively work with Supported Housing ten-
ants—psychiatrists are not only treaters of indi-
vidual “patients” but also are behavioral 
consultants and system analysts. Thus, a social 
service team may have difficulty working with a 
tenant because of some systemic practice that 
exacerbates that tenant’s symptoms. The psychia-
trist, not only by virtue of being a behavioral 
expert, but also by being able to consider a situa-
tion from a somewhat outside, objective perspec-
tive, may be able to offer valuable insight and 
advice. For example, a case management team 
might have difficulty engaging people with 
schizophrenia because of rigidity about keeping 
appointments. The psychiatrist might identify 
this and offer possible ways for the team to be 
more flexible about scheduling.

Individual case managers also frequently con-
sult with psychiatrists about engagement with 
individual tenants. These “curbside” consults can 
be opportunities for the Supported Housing psy-
chiatrist to learn more about the program and its 
tenants, to contribute to the overall care of ten-
ants, and to provide education.

 Liaison
The Supported Housing psychiatrist can be quite 
valuable in serving as a link between the 
Supported Housing staff and a tenant’s other 
medical providers in the community. A psychia-
trist can often be more successful at making con-
tact with other physicians to begin with and are 
often more effective at communicating a pro-
gram’s observations and concerns and at inter-
preting the information provided by off-site 
providers. Since the Supported Housing psychia-
trist is familiar with the limitations of the pro-
gram, they may also be able to work with an 
off-site provider to adjust treatment plans to take 
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this into account, for example, to schedule eve-
ning medications earlier in the day when staff are 
available to assist. The Supported Housing psy-
chiatrist can also be quite effective at advocating 
for benefits. For example, a Supported Housing 
psychiatrist is often instrumental in securing 
Supplemental Security Income (SSI) or Social 
Security Disability (SSD). A psychiatrist can also 
coach housing staff about advocating for tenants 
and coach tenants about advocating for 
themselves.

 Tenant and Staff Education
Offering education can be quite effective at help-
ing both tenants and housing staff to be better 
able to recognize and manage psychiatric symp-
toms. For example, education-based programs 
like Wellness Self-Management (see chapter 
“Health Self-Management: The Emerging 
Importance of Trauma and Resilience”) have 
been shown to improve a variety of outcomes. A 
psychiatrist has multiple options for education 
including staff meetings, case conferences, lec-
tures, informal consultations for staff and groups, 
community meetings and individual consulta-
tions. A Supported Housing psychiatrist should 
also try to identify training needs in an ongoing 
way.

 Technical Assistance
Unlike hospitals and clinics, Supported Housing 
programs are not primarily providers of psychiat-
ric or medical treatment and are therefore usually 
not experienced at developing or maintaining 
systems that manage clinical processes. As men-
tioned previously, although many program sites 
can “monitor medications” (but are not allowed 
to “dispense medications”), the policies and pro-
cedures in place that govern this activity are not 
as robust as in hospitals and this can lead to errors 
in dosing and scheduling of medications and 
medication changes. A psychiatrist can be very 
helpful in adjusting medication monitoring poli-
cies and in trouble-shooting inconsistencies in 
medication monitoring procedures. A psychia-
trist can also help identify staffing needs includ-
ing determining how much psychiatry time a 
program needs.

 Coordinating the Work of an On-Site 
Psychiatrist

The activities of the psychiatrist working for a 
Supported Housing program described above 
must be effectively coordinated with housing 
staff if the psychiatrist’s efforts are to be opti-
mally utilized. The usual mechanisms in place in 
more traditional treatment settings to ensure 
appropriate scheduling and effective communi-
cation between clinicians and housing staff are 
different or absent from these social service pro-
grams. The particular needs and characteristics of 
this population and the structure of Supported 
Housing necessitate a careful consideration and 
planning about how to transform the traditional 
practice and role of psychiatrists to function 
effectively in Supported Housing. A psychiatrist 
typically visits a housing program from a half 
day per week to two days per week. Attention and 
planning about how the psychiatrist’s time will 
be utilized and how they will communicate with 
housing staff will go a long way towards creating 
an environment that will allow the psychiatrist to 
be as effective as possible in this limited time. 
The goal in addressing these process issues 
then—scheduling the psychiatrist’s time and 
managing communication between psychiatrist 
and housing staff—is to optimally integrate the 
psychiatrist into the activity and culture of the 
Supported Housing program so that a psychiatrist 
can be as effective and productive as possible.

 The Schedule
A system for scheduling is necessary to ensure 
optimal use of the psychiatrist’s time. There are 
many ways to effectively create and maintain a 
schedule. At some programs, social service staff 
maintains the schedule, at others the psychiatrist 
maintains the schedule, and at still others both 
program staff and psychiatrists collaborate to 
maintain a schedule. Not only should tenant 
encounters be scheduled, but there should also be 
time set aside for a psychiatrist’s other activities 
such as meeting with staff.

Even a well-conceived system of scheduling 
will be ineffective if there is not also a system in 
place to ensure that scheduled activities happen 
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in a timely manner—having a session scheduled 
is moot if the tenant does not show up. Again, 
there are many strategies to effectively use time. 
At some programs housing staff reminds tenants 
a day before appointments and then tries to con-
tact tenants who have not shown for their appoint-
ments. At some programs housing staff escorts 
tenants to their appointments.

Although attention to the time management of 
the psychiatrist is essential, there is a risk of 
becoming too rigid about scheduling in an 
attempt to make optimal use of a psychiatrist’s 
time. Some tenants cannot tolerate more than few 
minutes with the psychiatrist, while others may 
require more of a time commitment. Some ten-
ants are unwilling or unable to cooperate with 
scheduled appointments but are instead quite 
happy to interact with the psychiatrist in a more 
informal, catch-as-catch-can manner. Also, psy-
chiatrists themselves will individually be more or 
less comfortable and effective with systems of 
scheduling of varying flexibility. Part of the cir-
cumstance that resulted in consumers (and psy-
chiatrists!) ending up participating in psychiatric 
treatment in nontraditional treatment settings in 
the first place is often an unwillingness or inabil-
ity to tolerate the tightly scheduled structure of 
traditional treatment settings. Utilizing a psychi-
atrist’s time requires a balance between being 
flexible enough to accommodate those who can-
not tolerate too much structure and paying 
enough attention to scheduling to prevent inef-
fective, empty time.

 Communication with the Psychiatrist
Information makes psychiatric evaluation and 
treatment possible. Housing staff’s knowledge 
about a consumer is invaluable to the psychiatrist 
and the psychiatrist’s access to this knowledge is 
probably the most significant advantage a 
Supported Housing psychiatrist has over a clinic- 
or office-based psychiatrist. Furthermore, a 
Supported Housing staff’s access to the psychia-
trist can be invaluable to a housing staff’s under-
standing of a tenant and their treatment.

Psychiatrists must also effectively communi-
cate orders and recommendations. Some commu-
nications are about orders, for example, about 

medication changes and follow-up appointments. 
The psychiatrist may also make recommenda-
tions about other issues, for example, about 
appropriate housing placement or about money 
management. Of course the expectation is that 
orders are executed faithfully, while recommen-
dations may or may not be accepted. There are 
multiple strategies a program staff and psychia-
trist can employ to ensure effective 
communication:

 1. Sign In and Sign Out

A housing program should identify a liaison 
between housing staff and psychiatrist who 
meets with the psychiatrist regularly, preferably 
each time the psychiatrist is working for the 
program. This meeting might be a sign-in or 
sign-out meeting and preferably both happen. 
The sign in is most useful for the psychiatrist to 
learn about what has been going on with ten-
ants since the psychiatrist’s last visit. The sign 
in can also be a time to review the day’s sched-
ule and strategize about the day’s appointments 
and other activities. For example, the sign in is 
often a good time to strategize about outreach-
ing to a tenant who frequently misses appoint-
ments. The sign out is most useful for the 
program staff to understand the psychiatrist’s 
treatment decisions. A very important aspect of 
this is communication about the timing of med-
ication changes. A psychiatrist may make a 
decision and document this decision about a 
medication change early in the day while the 
sign out, when communication about this 
change happens, may not happen until the end 
of the day. At sign out, then, the psychiatrist 
and liaison should decide when the medication 
change should take effect taking into account 
the time that might be needed to obtain new 
medications from a pharmacy. Obviously, if the 
psychiatrist decides a medication change should 
occur immediately, they should not wait for the 
regularly scheduled sign out or for housing 
staff to read about the medication change in the 
sign-out note.

Sign-in and sign-out meetings need not only 
be with one liaison. On the contrary, especially 
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the sign-out meeting is probably even more effec-
tive as a staff meeting.

 2. Staff Meetings

Periodic staff meetings with the psychiatrist 
can be a very valuable adjunct to the regular 
meeting between the program liaison and psy-
chiatrist. Staff meetings similar to hospital clini-
cal rounds help a housing staff and psychiatrist 
collaborate to formulate, understand, and plan for 
the execution of treatment and service plans. 
There is also the opportunity to assess the effec-
tiveness of treatment plans already in place. Case 
conferencing allows a housing staff to collabo-
rate more thoroughly with the psychiatrist about 
particularly complicated or difficult clinical situ-
ations. Housing staffs should also consider invit-
ing the psychiatrist to give trainings or lectures 
about psychiatric evaluation and treatment.

 3. Phone Calls

The Supported Housing psychiatrist should be 
available by phone to consult about emergent or 
urgent issues that arise at times when the psychi-
atrist is not on site. Examples of situations to call 
the psychiatrist include consulting about missed 
or improperly taken medication doses, consulting 
about emerging or changing side effects, request-
ing that the psychiatrist contact the emergency 
room to communicate about a tenant who has 
been taken there, or consulting about a tenant’s 
suicidal, dangerous, or nuisance behavior. Calling 
the psychiatrist, however, is not a replacement for 
calling 911. Some emergent situations, for exam-
ple, when a tenant is violent, require that 911 be 
called and housing staff should not call the site 
psychiatrist in lieu of this. Also, care should be 
taken to prevent an overwhelming number of 
calls to the psychiatrist. Having the liaison be the 
single point of contact can help streamline these 
communications.

 4. Clinical Charting

A system is required to keep medical records 
that are complete, accessible to the psychiatrist 

and other staff involved in the tenant’s care, and 
inaccessible to unauthorized staff and other con-
sumers. Psychiatrists will document treatment 
and interventions that are meant to be acted upon 
in a timely manner and therefore appropriate 
staff, e.g., the liaison to the psychiatrist or the 
tenant’s case managers should read and appreci-
ate clinical notes the same day the psychiatrist 
writes them. The psychiatrist must be mindful of 
time-sensitive data, for example, medication 
changes, and should decide if they must commu-
nicate with housing staff prior to their reading of 
clinical notes. The psychiatrist and housing staff 
are often charting in different electronic records 
with varying levels of connectivity, including no 
connectivity, between these records. Therefore, 
the psychiatrist and housing staff should develop 
a system to ensure timely delivery of treatment 
records to housing staff (e.g., by e-mailed PDFs 
through a secure e-mail system, or even provid-
ing hard copies).

 Making the Team Approach Work: 
Managing the Collaboration

Psychiatric practice in a clinic or medical center 
is typically a one-to-one endeavor with psychia-
trist and patient making up a dyadic treatment 
team with little influence from others. A psychia-
trist at a Supported Housing program, however, is 
part of a service team and the psychiatrist’s treat-
ment is one of multiple services that are offered 
to tenants.

A team approach to service provision is asso-
ciated with multiple advantages. As mentioned 
above, team members have access to different 
information about tenants providing more data 
about people than any one service provider would 
have access to individually. For example, an 
employment specialist may know about symp-
toms a person experiences at work that the person 
does not express to their psychiatrist. Team mem-
bers can coordinate services and ensure that these 
services are not at cross-purposes with each 
other. A psychiatrist and social worker can make 
sure they share a consistent psychological under-
standing of a person that promotes similar 
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 psychotherapeutic interventions. Team members 
can support each other’s practice. Social work 
staff monitors medications prescribed by psychi-
atrists. Psychiatrists liaison between social ser-
vice staff and medical providers.

A hazard of the team approach, however, is 
the risk of blurring boundaries between profes-
sional roles. Is deciding what frequency of medi-
cation monitoring a person ought to have a 
clinical issue or a case management issue? If it is 
a little of both, who ought to decide if there is 
disagreement between psychiatrist, medical pro-
vider, and social service staff? Is deciding if a 
person ought to be on money management a clin-
ical or case management issue? The Social 
Security Administration requires that a physician 
sign off on involuntary money management of 
disability benefits, but is not bill paying less of a 
clinical issue than medication taking? Even a role 
as clearly medical as medication prescribing is 
also partly a case management issue. A tenant in 
a Supported Housing program is not only a 
patient of a psychiatrist but is also a member of a 
community that is affected by the behavior of its 
members. Housing staff may seek pharmacologic 
intervention, among other interventions, to 
address disruptive or dangerous behavior.

In the midst of this potential blurriness, sys-
tematic, crystal-clear communication and disci-
plined, consistent spheres of responsibility are 
necessary for optimal functioning. Psychiatrists 
have final say on medication treatment, but also 
have a responsibility to ensure that other team 
members understand medication decisions. 
Housing staff faces management decisions when 
the psychiatrist is not working for the program, 
but also have a responsibility to consult with their 
psychiatrist if these decisions can affect tenants 
clinically (e.g., changes in medication monitor-
ing). There should be an effective process for 
addressing disagreements between team mem-
bers. For example, if a psychiatrist and social 
worker disagree about a medication treatment, 
that psychiatrist and social worker could present 
this disagreement as a team to a supervisor. The 
psychiatrist is ultimately responsible for medica-
tion decisions, but consulting a supervisor may 
result in alternative solutions or help either party 

change their opinion. Similarly, if there is a dis-
agreement about the frequency of medication 
monitoring, consulting with a supervisor might 
yield alternative solutions.

Co-locating a psychiatrist and a social worker 
does not make a team. Teamwork requires clear, 
frank communications, mutual respect and 
understanding of roles, and separate, defined 
spheres of responsibility. Team leaders should 
support and nurture this kind of teamwork while 
at the same time keeping a clear eye on how deci-
sions ultimately get made, executed, and commu-
nicated about.

 Psychiatry in Supported Housing: 
Community Psychiatry in Action

What is the value of a house call versus care in a 
clinic, office, or medical center? Office-based 
settings offer access to medical technologies and 
procedures that cannot be replicated in a home, 
but the processes and structures of office-based 
practice can be a barrier to ongoing, productive 
engagement in psychiatric care. And more than 
other branches of medicine, psychiatric care is 
often suboptimal or even ineffective without 
effective engagement between provider and 
patient—the relationship is the treatment. That 
community psychiatry exists in the first place is 
due to opportunities to nurture provider-patient 
relationships in the community that are difficult 
to sustain in more traditional treatment facilities. 
Furthermore, practicing psychiatry in the com-
munity promotes collaboration with other service 
providers that also supports networks of engage-
ment—true interdisciplinary practice is easier in 
community settings. Practicing psychiatry in 
Supported Housing offers both clinician and 
patient an opportunity to benefit from these pos-
sibilities of community psychiatry. The psychia-
trist comes to the patient and joins their circle of 
care, and there is an opportunity for integration 
into the community. In today’s health care envi-
ronment, this kind of on-site care offers an acces-
sible, effective resource to pursue meaningful 
recovery to an underserved and often disenfran-
chised population.
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Health Self-Management: 
The Emerging Importance 
of Trauma and Resilience

Anthony J. Salerno and Paul J. Margolies

 Introduction

In addition to its traditional focus on acute ill-
nesses and injuries, our health care system has 
increasingly focused on enduring, serious condi-
tions (Wagner et al. 2001). With this shift in focus 
has come a shift in the role for users of these ser-
vices. Acute, non-enduring problems do not typi-
cally require patients/consumers to acquire 
knowledge and skills to self-manage their situa-
tions, though in the age of person-centered care, 
they are encouraged to know and choose among 
their options, when appropriate. This changes 
considerably when the focus shifts to enduring 
conditions. The term “chronic” is customarily 
used in the medical community to describe 
enduring conditions, while the behavioral health 
system typically uses the term “serious mental 
illness.” Both terms are used throughout this 
chapter to describe those non-acute conditions 

that are long-lasting, associated with functional 
difficulties and require ongoing care.

The concept of health self-management has 
been employed widely in the treatment of chronic 
physical health problems (Lorig et  al. 1993; 
Anderson et al. 1995; Boulware et al. 2001). In 
the last two decades, there has been considerable 
interest in applying and expanding the principles 
of health self-management to behavioral health 
problems. The focus has been on assisting adults 
with behavioral health problems to gain the 
knowledge and learn the skills to self-manage 
enduring mental health and substance use issues 
as well as associated physical health problems.

For adults with serious mental health and/or 
substance use problems, behavioral and physical 
health self-management refers to the integration 
of recovery principles such as self-direction, 
empowerment, hope, autonomy, and goal orien-
tation with interventions that enhance an individ-
ual’s ability to self-manage behavioral and 
physical health symptoms and problems. 
Important recovery principles include person- 
centeredness in treatment, an emphasis on 
strengths, holistic care, and hopefulness about 
the future. The term behavioral and physical 
health self-management is meant to emphasize 
the importance of an active and involved patient/
consumer in managing enduring health problems 
and also recognizes the interdependence of 
behavioral and physical health issues. Each influ-
ences and is influenced by the other.
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Behavioral health-focused self-management 
programs such as Illness Management and 
Recovery (Mueser et  al. 2002), Wellness Self- 
Management (Salerno et al. 2011), and Wellness 
Recovery Action Planning (Cook et  al. 2009) 
represent efforts to create resources to support 
and guide consumers and practitioners in enhanc-
ing self-management capabilities through the use 
of structured and curriculum-based tools.

Beginning a generation ago (Felitti et  al. 
1998) and continuing to the present day 
(SAMHSA 2019), there has been a recognition 
of the impact of significant adversities and psy-
chological trauma, especially childhood trauma, 
on an individual’s behavioral and physical health 
conditions and outcomes. In addition to the 
behavioral and physical health risks associated 
with trauma, there has been a growing interest in 
the study of resilience and protective factors in 
mitigating the impact of adversity and promot-
ing health and growth (Traub and Boynton-
Jarrett 2017).

This recognition of the importance of the 
influence of trauma and the development of resil-
ience was not highlighted in the first generation 
of behavioral health self-management programs. 
As our knowledge has evolved, it has become 
important to design the next generation of self- 
management programs that incorporate this per-
spective. This includes the specific role that a 
person’s exposure to significant adverse events 
and conditions of living, trauma-related difficul-
ties and the presence or absence of resilience fac-
tors might play in the self-management of chronic 
behavioral health conditions. A truly comprehen-
sive self-management approach is one that inte-
grates a number of key principles and practices 
designed to address trauma and strengthen 
resilience.

The purpose of this chapter is to:

• Update the findings on behavioral health self- 
management programs since the 2012 first 
edition of the Handbook (now Textbook) of 
Community Psychiatry

• Revisit the first-generation self-management 
programs and make the case for a next genera-
tion that integrates the principles and practices 

of trauma-informed care and resilience- 
building approaches

• Describe an updated conceptual framework 
for self-management approaches, which 
emphasizes the importance of trauma and 
resilience in the development of behavioral 
and other health difficulties

• Illustrate an example of an innovative 
resilience- oriented program that includes top-
ics that may be integrated into existing self- 
management programs

• Discuss the implications of a trauma and resil-
ience perspective for the role of psychiatrists 
and other healthcare providers engaged in 
supporting consumers to self-manage behav-
ioral and physical health problems

 Key Self-Management Behavioral 
Health Programs in Use Today

Behavioral health self-management programs 
share the common goal of enhancing an individ-
ual’s active participation in and responsibility for 
treatment outcomes and quality of life improve-
ments. They involve imparting information and 
assisting participants to make informed decisions 
and to actively increase self-management capa-
bilities. These programs tend to differ on the 
range of issues covered, which aspects of self- 
management are emphasized and the specific 
methods and resources employed.

The challenge is to develop resources, tools, 
and practical approaches that support behavioral 
healthcare practitioners, provider organizations, 
and consumers to achieve successful treatment, 
rehabilitation, and recovery outcomes.

 Illness Management and Recovery 
(IMR)

IMR is recognized by the Substance Abuse and 
Mental Health Services Administration 
(SAMHSA) as an evidence-based practice and 
was one focus of SAMHSA’s national Evidence 
Based Practices dissemination project in 2002–
2005 (McHugo et  al. 2007). It is a curriculum- 
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based treatment that utilizes research-informed 
psychosocial approaches. It empowers consum-
ers to manage their illnesses, develop their own 
goals for recovery, and make informed decisions 
about their treatment. Topics include recovery 
strategies, practical facts on mental illness, stress 
vulnerability model and treatment strategies, 
building social support, using medication effec-
tively, drug and alcohol use, reducing relapses, 
coping with stress, coping with persistent symp-
toms, and getting your needs met in the mental 
health system. Interventions provided by practi-
tioners include psychoeducation, behavioral tai-
loring of medication, coping skills training, and 
relapse prevention.

The IMR resource kit (SAMHSA 2010) 
includes promotional materials for a variety of 
stakeholders, informational handouts for con-
sumers, and a comprehensive practitioner’s man-
ual. IMR can be employed in individual and 
group meetings. Its intervention components 
have been found to contribute to positive symp-
tom and functional outcomes (Mueser et  al. 
2002). The effectiveness of the IMR package has 
been examined, with positive effects found on 
hospitalization rates, symptoms, hopefulness, 
and psychosocial functioning (Salyers et  al. 
2010; Levitt et  al. 2009; Mueser et  al. 2006), 
implementation within Assertive Community 
Treatment teams (Monroe-DeVita et  al. 2018), 
and internationally (Daass-Iraqi et  al. 2020; 
Egeland et al. 2017; Tan et al. 2016).

McGuire and colleagues (2014) reviewed the 
existing literature concerning IMR consisting of 
26 studies (9 measuring outcomes, 16 examining 
implementation and adaptation of IMR, and one 
a qualitative follow-up of a prior study). The 
authors noted that “The RCTs found that con-
sumers receiving IMR reported significantly 
more improved scores on the IMR Scale (IMRS) 
than consumers who received treatment as usual. 
IMRS ratings by clinicians and ratings of psychi-
atric symptoms by independent observers were 
also more improved for the IMR consumers. 
Implementation studies (N = 16) identified sev-
eral important barriers to and facilitators of IMR, 
including supervision and agency support. 
Implementation outcomes, such as participation 

rates and fidelity, varied widely” and concluded 
“IMR shows promise for improving some 
consumer- level outcomes.” Recently, an 
enhanced Illness Management and Recovery 
(E-IMR) manual was developed for individuals 
diagnosed with both mental health and substance 
use disorders by combining Integrated Dual 
Disorder Treatment (IDDT) with IMR (Gingerich 
et al. 2018).

 Wellness Self-Management (WSM)

WSM (Salerno et  al. 2007) is an adaptation of 
IMR which was developed by the New  York 
State Office of Mental Health. In WSM, the entire 
curriculum, consisting of 57 lessons, is organized 
into a bound workbook that belongs to the par-
ticipant. The workbook was designed to empha-
size and reinforce the principles of recovery such 
as shared decision-making, choice, and hope, 
recognize the role of cultural beliefs and values, 
highlight the connection between mental and 
physical health, and address the challenges of 
providing WSM services in a group modality. 
The topics covered in the WSM program are 
designed to provide participants with the knowl-
edge and skills that promote informed decision 
making and self-management competency.

The WSM program is most often delivered in 
a group format, although it can be utilized in indi-
vidual treatment as well. WSM sessions are held 
a minimum of once weekly and variations includ-
ing back-to-back sessions and multiple sessions 
per week have been reported. While the duration 
of the WSM program varies, it typically takes a 
year or more to complete the entire curriculum. 
Programs with shorter lengths of stay such as 
inpatient hospitals select specific lessons that 
most closely match the needs of consumers at 
that time.

Optimally, WSM groups are closed groups in 
order to provide members with a secure environ-
ment in which they can build a sense of trust and 
camaraderie. However, when this is not possible, 
WSM programs have been successfully con-
ducted in open groups. The use of the workbook 
facilitates the entry of individuals at various points 
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throughout the program. Each group ideally con-
sists of eight to ten members and is led by two 
group facilitators. Peer facilitation is strongly 
encouraged. WSM also assists individuals to con-
sider involving family and friends who may be 
able to support their work by assisting with action 
steps, giving encouragement, providing needed 
information, and discussing topics of interest.

WSM has been successfully implemented in 
over 120 agencies involving over 5000 consum-
ers across numerous program types, clinical con-
ditions, and cultural populations. Participants 
report substantial gains in accomplishing person-
ally meaningful goals which are substantiated by 
their treating clinicians (Salerno et al. 2011). The 
workbook is currently available in English, 
Spanish, Korean, and Chinese. In 2010, the 
Center for Practice Innovations at Columbia 
Psychiatry was awarded a SAMHSA Science and 
Service award for the development of WSM.

The National Council for Behavioral Health 
(recently renamed the National Council for Mental 
Wellbeing) worked with member behavioral 
healthcare agencies to implement WSM in two 
projects. In 2010–2011, ten agencies across the 
United States implemented the WSM over a 
6-month period with adults diagnosed with schizo-
phrenia in a variety of settings including clinics, 
residential programs, ACT teams, intensive treat-
ment programs, rehabilitative day programs, peer-
run groups, case-management services, and 
day- treatment programs. Using the Daily Living 
Activities (DLA-20) functional assessment scale, 
they found that participants in six of the ten centers 
showed modest but steady improvements from the 
baseline assessment to the final DLA assessment, 
and three centers experienced minor gains or flat 
scores. The DLA-20 subscales with the most con-
sistent statistically significant improvements were 
communications, interaction with one’s social net-
work, and coping skills.

In 2013, ten agencies across the United States 
implemented WSM over a 6-month period with 
adults diagnosed with bipolar disorder, also using 
the DLA-20 functional assessment scale. Overall 
outcomes included statistically significant 
improvements in all 20 DLA-20 areas of func-
tioning as well as in the overall estimated Global 

Assessment of Functioning. The subscales with 
the most consistent statistically significant 
improvements within individual organizations 
included productivity, social networking, coping 
skills, health practices, communication, manag-
ing money, problem solving, and leisure. Nine of 
the organizations had statistically significant 
improvements in overall estimated GAF.

In Italy, Landi et  al. (2018) implemented an 
abbreviated Italian version of the WSM over a 
period of 4 weeks in a day hospital setting, using 
a randomized controlled trial. Compared to con-
trols, at immediate post-intervention, WSM par-
ticipants reported significant improvement in 
processing speed, psychopathology, neurocogni-
tive, and personal resources and real-life 
functioning.

One important adaptation to the WSM is the 
Wellness Self-Management Plus (WSM+) work-
book, designed for adults with both serious men-
tal illness and substance use issues. Originally 
developed in 2010 (Salerno et  al. 2010), the 
WSM+ workbook has been revised and updated 
in 2020 (Salerno et  al. 2020). It is available in 
English and Spanish. It is currently (2020–2021) 
being implemented in a New  York statewide 
learning collaborative with approximately 20 
community psychiatric rehabilitation programs.

As of September 2020, over 10,000 WSM and 
WSM+ workbooks have been downloaded or 
purchased. An online training module, teaching 
practitioners about WSM and WSM+ and focus-
ing on group implementation, is available through 
the Center for Practice Innovations at Columbia 
Psychiatry. Through September 2020, over 5500 
learners have completed this module. Further 
information about the WSM can be found at the 
Center for Practice Innovations website (Center 
for Practice Innovations n.d.).

 Wellness Recovery Action Planning 
(WRAP)

Mary Ellen Copeland (2018) designed WRAP 
plans to help individuals diagnosed with mental 
illness to take an active role in maintaining per-
sonal mental health wellness. Goals include 
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decreasing/preventing symptoms, increasing per-
sonal empowerment, improving quality of life, 
and helping the individual to achieve personal 
goals. The individual works with trained peers to 
develop a detailed wellness plan. Elements of the 
plan include maintaining daily wellness, identi-
fying and dealing with triggers, identifying and 
dealing with early warning signs, identifying 
when things are breaking down and what to do, 
and developing detailed crisis plans. Cook et al. 
(2009) found that use of WRAP resulted in sig-
nificant improvements in self-reported symp-
toms, recovery, hopefulness, self-advocacy, and 
physical health. Canacott et al. (2019), in a sys-
tematic review and meta-analysis, found that rel-
ative to inactive control conditions, WRAP was 
superior for promoting self-perceived recovery 
outcomes, but not superior for reducing clinical 
symptomatology. They also noted that improve-
ments were not sustained over time.

These three approaches share some similari-
ties and also differ in a number of ways. All three 
approaches empower consumers to proactively 
take control over their experiences, providing 
them with information and tools to do so. They 
are all designed to be provided in individual or 
group meetings. IMR and WSM place greater 
emphasis on psychoeducation than does WRAP 
and offer adapted versions focusing on co- 
occurring mental health and substance use prob-
lems (E-IMR and WSM+). There are differences 
in who provides these services with WRAP pro-
vided by peer specialists and IMR and WSM pro-
vided by clinicians with or without the assistance 
of peer specialists. Duration also differs, with the 
typical WRAP experience lasting 2–3  months, 
IMR 9–10  months, and WSM approximately a 
year. Also, IMR emphasizes homework assign-
ments between meetings, whereas WSM recom-
mends voluntary action steps.

 Trauma and Overall Health 
Self-Management

SAMHSA notes that “Individual trauma results 
from an event, series of events, or set of circum-
stances that is experienced by an individual as 

physically or emotionally harmful or life threat-
ening and that has lasting adverse effects on the 
individual’s functioning and mental, physical, 
social, emotional, or spiritual well-being” 
(SAMHSA 2014).

There are three types of trauma:

• Natural events such as floods and tornadoes
• Human-caused accidents such as airplane 

crashes and train derailments
• Human-caused intentional acts such as abuse, 

neglect, arson, rape, and torture

One important category of traumatic events is 
“adverse childhood experiences” (ACEs). These 
occur between birth and age 17 years and involve 
experiencing violence, abuse, or neglect, wit-
nessing violence, living in a household with 
members experiencing mental health and/or sub-
stance use problems, and being separated from 
caregivers.

An early study of ACEs (Felitti et al. 1998) 
found a high level of ACEs among respondents 
(more than half had experienced at least one 
ACE and one-fourth had experienced two or 
more ACEs) and a graded relationship between 
the number of categories of childhood expo-
sure and each of the adult health risk behaviors 
and diseases that were studied. “Persons who 
had experienced four or more categories of 
childhood exposure, compared to those who 
had experienced none, had 4- to 12-fold 
increased health risks for alcoholism, drug 
abuse, depression, and suicide attempt; a 2- to 
4-fold increase in smoking, poor self-rated 
health, ≥50 sexual intercourse partners, and 
sexually transmitted disease; and a 1.4- to 1.6-
fold increase in physical inactivity and severe 
obesity. The number of categories of adverse 
childhood exposures showed a graded relation-
ship to the presence of adult diseases including 
ischemic heart disease, cancer, chronic lung 
disease, skeletal fractures, and liver disease. 
The seven categories of adverse childhood 
experiences were strongly interrelated and per-
sons with multiple categories of childhood 
exposure were likely to have multiple health 
risk factors later in life.”
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Related findings have been reported in the 
years since this groundbreaking study. SAMHSA 
notes that “Research has shown that traumatic 
experiences are associated with both behavioral 
health and chronic physical health conditions, 
especially those traumatic events that occur 
 during childhood. Substance use (e.g., smoking, 
excessive alcohol use, and taking drugs), mental 
health conditions (e.g., depression, anxiety, or 
PTSD), and other risky behaviors (e.g., self- 
injury and risky sexual encounters) have been 
linked with traumatic experiences” (SAMHSA 
2019).

According to the Centers for Disease Control 
and Prevention, about 61% of adults surveyed 
reported experiencing at least one ACE, and 
nearly one in six reported experiencing four or 
more types of ACEs. The CDC estimates that up 
to 1.9 million cases of heart disease and 21 mil-
lion cases of depression could have been poten-
tially avoided by preventing ACEs (Centers for 
Disease Control and Prevention 2020).

The importance of integrating a trauma- 
informed approach in behavioral health self- 
management programs is related to the prevalence 
of trauma in adults with serious mental illness. In 
a review of the literature, Mauritz et  al. (2013) 
found that “Prevalence rates of interpersonal 
trauma and trauma-related disorders were signifi-
cantly higher in SMI than in the general popula-
tion.” They found that “Population-weighted 
mean prevalence rates in SMI were physical 
abuse 47% (range 25–72%), sexual abuse 37% 
(range 24–49%), and posttraumatic stress disor-
der (PTSD) 30% (range 20–47%). Compared to 
men, women showed a higher prevalence of sex-
ual abuse in schizophrenia spectrum disorder, 
bipolar disorder, and mixed diagnosis groups 
labelled as having SMI.”

Although the findings demonstrating the sig-
nificant impact of adversities on numerous physi-
cal and behavioral health problems have been 
dominating the conversation for several decades, 
the protective and recovery-supporting role of 
resilience is now more fully understood. Our 
understanding of the critical factors contributing 
to the well-being and recovery for individuals 

with persisting behavioral health and physical 
health problems is advancing towards a concep-
tual framework that integrates trauma-informed 
and resilience-building approaches.

 Resilience: A Holistic Perspective

Among the varying definitions of resilience, we 
prefer the approach taken by researchers (Kent 
et al. 2014) who describe resilience as a “combi-
nation of three core elements: resilience as a sus-
tained adaptive effort that prevails despite 
challenge, as a bouncing back and recovery from 
a challenge, and as a process of learning and 
growth that expands understanding, new knowl-
edge, and new skills” (Kent et al. 2014, page xii). 
Furthermore, in contrast to conceptualizations of 
resilience as the innate strengths, grit, and hardi-
ness of an individual (Maddi 2004), current 
researchers emphasize the multilevel dimensions 
involved in successful adaptations that include “a 
host of biological, psychological, social and cul-
tural factors that interact with one another to 
determine how one responds to stressful experi-
ences” Southwick et al. 2014, p. 3).

We have learned a great deal about the per-
sonal factors associated with resilience reflected 
in ways of thinking, perceiving, and behaving 
that increase the likelihood that a person will 
cope more effectively with past and current 
adversity and more effectively manage chal-
lenges related to behavioral health and physical 
health problems. For example, resilient individu-
als are generally optimistic, self-confident, and 
cognitively flexible, find meaning in adversity, 
regulate negative affect, have an internal locus of 
control, and engage in active problem solving 
(Windle et al. 2011).

In addition to these personal characteristics, 
the presence of environmental factors such as 
reliable and accessible social, community, and 
cultural supports plays an instrumental role in 
facilitating effective coping. Key resiliency- 
supporting environmental resources include 
access to stable housing, education, safety net 
programs, general healthcare, transportation, 
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and social services. The role of these social 
determinants on one’s overall health suggests 
that self- management programs must take into 
account the importance of a person’s contextual 
realities as instrumental factors affecting an 
individual’s overall health and well-being 
(Adler and Stewart 2010; Sanchez-Jankowski 
2008). Unfortunately, these supports may be 
particularly challenging for many individuals 
served by the public healthcare system (see 
chapter “Social and Political Determinants of 
Health and Mental Health”).

The combination of a supportive environment 
and accessible resources along with a person’s 
ability to utilize those resources offers the most 
effective response to adversity. Self-management 
resources, available through the behavioral 
healthcare system, are one such environmental 
support that offers individuals the opportunity to 
gain the knowledge and information needed to 
engage in informed decision making and prob-
lem solving, two key characteristics of resilience 
(Windle et al. 2011).

 What Does Science Tells Us About 
the Relationship Between 
Resilience and Overall Health?

Research on the relationship between resilience 
and a number of positive psychological and 
health indicators includes findings that adults 
with higher resilience were less likely to experi-
ence depression and negative health status and 
more likely to report that they exercised, ate 
nutritiously, and were more likely to report less 
use of tobacco products (Wagnild 2015); less 
likely to report fatigue, insomnia, pain, and 
depressive symptoms after traumatic brain injury 
(Losoi et al. 2014); more likely to report positive 
concepts such as perceived meaning in life, sat-
isfaction with life, and reduced indexes of psy-
chological distress (e.g., depression, anxiety, 
stress, and posttraumatic stress) (Aiena et  al. 
2014); and more likely to report intrinsic religi-
osity associated with reduced suicide risk 
(Mosqueiro et al. 2015).

 Learning to Be Resilient: Features 
of Resilience-Building Programs

The literature on resilience-building approaches 
summarized by Southwick and Charney (2012) 
points to the importance of cognitive behavioral 
strategies and strengthening social supports. 
Other common elements of resilience training 
include mindfulness, emotional regulation, pro-
active psychoeducation about trauma and resil-
ience, and the importance of maintaining a 
healthy lifestyle (i.e., sleep, nutrition, physical 
activity, and de-stressing relaxation) to increase 
energy for effortful coping and stress manage-
ment. Some approaches emphasize meaning 
making as a key element to resilience (i.e., find-
ing meaning in adversity and exploring ways in 
which the experience of adversity may promote 
personal growth). This is similar to the concept of 
posttraumatic growth as described by Tedeschi 
et al. (2018). A review of resilience-building pro-
grams generally includes many of the following 
components (Southwick and Charney 2012):

• Emotional regulation training to recognize 
and manage reactivity and impulsivity

• Cognitive behavioral approaches to reframe 
thought processes that are self-defeating and 
increase hopeful and health-promoting beliefs 
and expectations

• Physical health information on exercise, nutri-
tion, sleep, and relaxation to increase protec-
tive behavior

• Social support to build connections to family, 
peers, and mentors to increase protective 
factors

• A neurobiological component, such as 
mindfulness- based stress reduction to increase 
the ability to manage tension and stress

• Education on trauma and resilience designed 
to support thoughtful decision making and 
develop greater insight into one’s motivations 
and current disappointments

Resilience-focused interventions have been 
employed to address the needs of individuals 
with behavioral health and physical health prob-
lems. For example, a resilience-based self- 
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management program designed to address the 
needs of African Americans with type 2 diabetes 
demonstrated improvement in disease self- 
management behaviors and blood glucose levels 
(Steinhardt et al. 2015). An intervention focusing 
on tics found that a resilience-oriented approach 
decreased tic-related impairment and improved 
quality of life and self-concept for children and 
youth (Storch et al. 2012). A study of the impact 
of a resilience-focused programs for youth at risk 
for substance use revealed a reduction in the 
prevalence of alcohol, marijuana, and smoking 
use among participants (Hodder et al. 2011). The 
direct impact of a resilience-focused approach on 
trauma-specific symptoms has also demonstrated 
significant benefit to veterans with PTSD. 
Veterans completing the 12-week program expe-
rienced significant reductions in PTSD symptom 
severity and improvements in positive emotional 
health and cognitive functioning compared to the 
control condition (Kent et al. 2011).

The increasing emphasis on resilience has 
also been proposed as an integral part of trauma- 
specific treatment. For example, Kent and Davis 
(2010) focus their treatment on the individual’s 
personal and social strengths and have individu-
als identify and focus on positive experiences 
before trauma-related issues are explored and 
addressed. Their approach, Building Resilience 
for Change (BRC), places the emphasis through-
out the program on rebuilding social engagement 
and personal competence. The strength-focused 
approach emphasizes the very characteristics that 
resilient individuals exhibit: positive thinking, 
social connections, flexible thinking, focusing on 
positive experiences, successful coping, and per-
sonal capacities and accomplishments. This 
stands in contrast to most trauma-specific 
approaches that directly address the trauma- 
related issues throughout treatment. Research 
comparing the BRC model with a waiting list 
control group indicated that the BRC group 
reported reduction in PTSD and depression 
symptoms as well as showing improved perfor-
mance on measures of memory, attention, and 
mental flexibility. The control group, in contrast, 
remained unchanged in symptoms and cognitive 
functioning.

In the absence of studies comparing the advan-
tages and disadvantages of the BRC approach in 
comparison to traditional interventions, we are 
not in a position to recommend one approach 
over another. The key research question for future 
research is not which approach is superior but 
which individuals are more likely to benefit from 
a resilience-building phase prior to addressing 
trauma directly. The BRC may be most helpful 
for individuals who are particularly vulnerable, 
emotionally fragile, disorganized, and highly 
anxious. Beginning with resilience strengths may 
help such individuals build confidence and emo-
tional readiness to address trauma. For individu-
als who are less vulnerable and display resiliency 
strengths, addressing trauma immediately may 
be appropriate and effective.

 Next Generation of Self- 
Management Programs: The Brite 
Program

As noted previously, the first generation of behav-
ioral health self-management programs did not 
fully incorporate findings from the field of trauma 
and resilience. This raises a number of questions: 
What trauma- and resiliency-related topics 
should be added to self-management programs to 
ensure that consumers have the information, 
knowledge, and skills to better self-manage 
behavioral health and physical health problems? 
How do we integrate our understanding of trauma 
and resilience into the structure, process, and 
content of the next generation of self- management 
programs?

An example of one such next-generation self- 
management program is called BRITE (Building 
Resilience for Individuals thru Trauma Education) 
(Salerno 2019). This 24-lesson curriculum was 
designed to integrate the knowledge reflected in 
the trauma and resilience literature into a 
curriculum- based resource. It was designed to be 
consistent with the purpose, values, structure, 
process, and content of self-management pro-
grams and most closely modeled after the WSM 
framework that has been well received by con-
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sumers, practitioners, and behavioral health orga-
nizations (Salerno et al. 2011; Landi et al. 2018).

Similar to wellness self-management, BRITE 
consists of individual lessons that typically 
require 45  minutes to complete, applicable to 
individual and group modalities, and flexibly 
adapted to align with time limitations, treatment 
setting realities, and consumer preferences. 
Providers may focus on a subset of lessons or 
complete the entire 24-lesson program in 
sequence. BRITE represents one of the first 
attempts to assist and empower adults with seri-
ous behavioral health challenges to explore the 
relationship between adversity and current diffi-
culties, to recognize and expand resilience- 
related strengths as an integral component of 
overall behavioral health self-management, and 
to improve problem-solving skills and informed 
decision-making.

A core aspect of BRITE involves psychoedu-
cation, a common element across self- 
management programs. Psychoeducation 
provides consumers with information to better 
understand the nature of their behavioral health 
problems, potential causes, treatments, and strat-
egies to effectively manage symptoms and func-
tional problems. This educational approach 
assists individuals to view challenges as prob-
lems to be solved through information and action, 
a core characteristic of resilient individuals 
(Wagnild 2015). The support for emphasizing 
psychoeducation has been demonstrated across a 
number of behavioral and physical health prob-
lem areas including relapse reduction in individ-
uals with bipolar disorder (D’Souza et al. 2010), 
increasing medication adherence (Eker and 
Harkın 2012), posttreatment adaptation to breast 
cancer (Jones et  al. 2013), and increasing sub-
stance abuse abstinence (Campbell et al. 2014). 
As a psychoeducational resource, BRITE pro-
vides individuals with information related to key 
foundational topics that describe (1) the impact 
of adversity on a person’s mental health, physical 
health, substance use risks, and daily functioning 
problems; (2) the meaning of resilience, why it is 
important, and what steps a person may take to 
increase their resilience; and (3) the benefits of 

recognizing and building on one’s strengths to 
manage one’s overall health and well-being.

Since BRITE is a very new resource, data on 
its benefits has been collected as part of initial 
field testing with 30 consumers with serious 
mental illness, many of whom struggle with sig-
nificant substance use problems and 11 group 
facilitators across three behavioral health pro-
grams in New  York City including residential, 
shelter, and day program settings. The aim of the 
field test was to determine the degree to which 
practitioners and consumers who completed the 
BRITE program in a group modality found the 
material clear, helpful, and practical to imple-
ment and to use that feedback to improve the cur-
riculum and the training process.

Survey measures were created to assess each 
consumer’s (1) perception of benefit over the 
course of the program and (2) the overall helpful-
ness and relevance of the program. The percep-
tion of benefit following the completion of the 
program was assessed using a 20-item 5-point 
Likert scale created by the author (Salerno 2019). 
Participants were asked to indicate the degree to 
which they improved on each of 20 resilience-
related statements since the start of the program. 
For example, participants were asked to indicate 
if they perceived themselves to be much better, 
better, the same, worse, or much worse on state-
ments such as the following:“Being confident 
that I will achieve many of my life goals”

“Being aware of how very stressful experi-
ences have affected my overall wellbeing”

“Recognizing that I have many personal 
strengths”

“Knowing how to calm down when I feel 
stressed out”

“Feeling safe and in control of my life”
“Being confident that I can manage future 

stressful experiences”
“Generally feeling stronger as a person”

Scores ranging from 1 to 5 for each item were 
calculated for the 30 participants. The aggregate 
scores ranged from 3.9 for the item “Being confi-
dent that I will achieve many of my life goals” to 
4.6 for the item “Generally feeling stronger as a 
person.” The average score for all items was 4.26, 
suggesting that participants experienced the pro-
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gram as contributing to a perception of improved 
resilience. Responses to the 5-item helpfulness 
scale also revealed that participants overwhelm-
ingly found the program helpful and relevant to 
their needs (mean score of 4.7 out of a maximum 
positive score of 5).

One of the critical factors associated with sus-
tainable adoption and implementation of an 
 innovative practice such as BRITE is the degree 
to which the practitioners experience the pro-
gram as positive for consumers, practical, and 
professionally rewarding such as enhancing clin-
ical knowledge and skills (Fixsen et al. 2005). A 
10-item 5-point Likert scale was designed by the 
author (Salerno 2019) to assess the experience of 
group facilitators on these factors. Results 
revealed an overall mean score of 4.6 for the 10 
items out of a maximum positive score of 5 sug-
gesting that group facilitators found the BRITE 
program as very helpful to consumers (mean 
score of 4.9), easy to use (mean score of 4.7), and 
contributing to their professional development 
(mean score of 4.5).

Qualitative findings from focus groups with 
participants and group facilitators suggested that 
the value of a resilience-focused program such as 
BRITE was based on having a workbook that 
included a predictable format that was clear and 
easy to use, addressed relevant topics, and 
focused on strengths rather than deficiencies. 
Focus group participants also indicated that the 
language was nonjudgmental, non-stigmatizing, 
and respected each person’s autonomy and self- 
directed approach to learning. As one group facil-
itator mentioned, “consumers have expressed 
that they are beginning to not feel stigmatized or 
shamed by the trauma they have experienced; 
understanding that most people have experienced 
some sort of trauma in their lives.” A frequent 
comment from group facilitators was that many 
consumers in the BRITE program revealed criti-
cal aspects of their lives that were previously 
unknown to practitioners. As a group facilitator 
from a women’s shelter stated, “We have had 
consumers share trauma experiences that they 
had never disclosed prior to the BRITE group and 
has helped individuals with insight into their 
mental health.” One consumer mentioned how 

the positive nature of the program was also help-
ful. “I found it very helpful to see how my past 
traumatic events have influenced my current life 
and how to better talk about my issues. I really 
liked the positive message at the end of each les-
son and really focused on hope and being a capa-
ble person.”

These initial findings from BRITE suggest 
that adding trauma and resilience lessons to self- 
management programs will likely be well 
received by consumers and staff alike. BRITE 
may also serve as a starting point to answer a 
number of key questions critical to develop a 
next-generation comprehensive self-management 
resource for adults with complex and persisting 
mental health, substance use, and related health 
problems. For example, What topics should a 
behavioral health self-management program 
incorporate to address trauma and resilience as 
an important component of a comprehensive self- 
management program? In what way may the 
BRITE approach provide the field with a helpful 
starting point to develop such a comprehensive 
model?

The BRITE program curriculum consists of 
three categories with a related set of lessons cor-
responding to each of the bullet points in Table 1.

As the field considers a next generation of 
self-management approaches, the trauma- and 
resilience-focused topics listed in Table  1 may 
serve as a resource that provides specific exam-
ples and options. The goal is to ensure that adults 
with serious behavioral health challenges are 
offered the opportunity to explore, understand, 
and address the impact of adversity on their over-
all health and well-being and to recognize, 
develop, and build on resilience-supporting 
strengths.

 Conclusion

Research on adverse life events, trauma, and 
resilience has clearly demonstrated their role in 
the overall health and well-being of individuals. 
The high prevalence of adversity and trauma 
among people with serious behavioral and physi-
cal health problems requires us to consider 
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Table 1 The BRITE program curriculum

Category 1: 
understanding 
adversity, stress, 
and Trauma

Category 2: 
understanding 
and building 
resilience

Category 3: 
empowering 
knowledge and 
strategies

Basic information 
about trauma and 
stress
Exploring your 
adverse life 
experiences
Exploring and 
identifying the 
relationship 
between adverse 
life experiences 
and physical 
health and 
behavioral health 
challenges 
including 
symptoms of 
mental illness and 
substance use
Understanding 
stress and coping 
with adverse life 
experiences
Understanding 
the relationship 
between positive 
and negative 
thinking and 
trauma

Basic 
information 
about the 
meaning of 
resilience
Identifying and 
using your 
personal and 
environmental 
resilience 
strengths
Building 
resilience 
through 
mindfulness
Strengthening 
resilience 
through social 
supports and 
healthy 
relationships
Creating a 
personalized 
resilience- 
focused 
wellness plan

Understanding 
your rights as a 
survivor of 
adversities
Learning about 
trauma-specific 
services
Identifying 
goals related to 
trauma and 
resilience
Making current 
services work 
for you
Speaking up in 
ways that 
supports your 
resilience
Deciding if 
leadership, 
advocacy, and 
helping others 
are right for 
you

including these factors as part of a comprehen-
sive overall health self-management approach to 
care. Research on trauma, the characteristics of 
resilient individuals, the environmental condi-
tions which facilitate resilience, and the valuable 
role of psychoeducation provides us with the 
conceptual and empirical guidance to integrate 
these topics as part of a behavioral health self- 
management curriculum.

The implications for the role and training of 
practitioners and community psychiatrists 
include developing a multidimensional profes-
sional lens that recognizes and engages consum-
ers in three critical areas: (1) providing traditional 
basic self-management approaches to symptom 
reduction and relapse prevention, (2) assisting 
individuals to explore the presence and impact of 
adverse life experiences on both physical and 
behavioral health problems, and (3) assisting 

individuals to explore, recognize, identify, and 
utilize personal and environmental resilience 
strengths and resources to promote recovery. 
Recent efforts to operationalize and create 
resilience- focused tools and resources provide 
the field with concrete guidance concerning the 
creation of a truly comprehensive health self- 
management approach supporting the recovery 
of individuals challenged by mental health, 
addictions, and related health problems.
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 Introduction

Worldwide, many surveys show that most people 
with severe mental illnesses (SMI) such as 
schizophrenia and treatment refractory major 
mood disorders want to work (Bond et al. 2020a) 
but only a small fraction are employed at any 
time after their initial diagnosis  – for example, 
less than 15% of people with schizophrenia 
(Hakulinen et  al. 2020). For most people with 
SMI, employment is a goal because working is a 
normal adult role and it provides meaning, social 
contact, community integration, self-esteem, 
increased income, and better quality of life 
(Luciano et  al. 2014; Modini et  al. 2016a). 
Moreover, more than two-thirds of people with 
SMI live in poverty (Draine et  al. 2002). 
Employment income can help reduce this source 
of misery.

People with SMI are often demoralized but 
fearful about the consequences of working. Yet 
most yearn to lead normal lives, to be part of 

general society, and to be productive (Maslow 
1970). A job is a place where you are needed; 
if no one depends on you showing up, then 
why even bother getting up in the morning? 
(Beard et al. 1982).

Among the many different vocational 
approaches described in the literature, few have 
been adequately described, and, until the turn of 
the century, none had a systematic body of rig-
orous research showing effectiveness in increas-
ing competitive employment rates (Bond 1992; 
Bond et  al. 1999; Lehman 1995). Vocational 
approaches that enjoyed widespread adoption 
include various skills training approaches 
(Wallace et  al. 1999), the clubhouse model 
(McKay et  al. 2018), the job club (Corrigan 
et al. 1995), and the Boston University choose-
get-keep model (Rogers et  al. 2006). More 
recently, customized employment has gained 
popularity as a promising approach (Riesen 
et  al. 2015). However, in most cases these 
approaches have not been systematically stud-
ied using randomized controlled trials; among 
those that have been subjected to rigorous 
research, the findings have been disappointing 
or lacking replication. In this chapter we 
describe individual placement and support 
(IPS), the one program that has demonstrated 
effectiveness in helping clients with SMI gain 
competitive employment.
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 Principles of Individual Placement 
and Support

IPS is a well-defined model of supported employ-
ment for people with SMI. It was first described 
in a manual in 1993 (Becker and Drake 1993) and 
further delineated a decade later (Becker and 
Drake 2003). IPS is defined by a core set of prin-
ciples: zero exclusion criteria, focus on competi-
tive employment, integration of vocational and 
clinical services, individualized benefits counsel-
ing, attention to client preferences, rapid job 
search, targeted job development, and provision 
of long-term follow-along supports. These prin-
ciples are all supported by empirical research 
(Drake et al. 2012). IPS researchers have devel-
oped a fidelity scale, called the IPS-25, to mea-
sure adherence to IPS principles (Bond et  al. 
2012b). Numerous studies have documented that 
the IPS-25 is psychometrically sound, and state 
and local mental health administrators and IPS 
team leaders frequently use it as a quality 
improvement tool in routine practice.

 Zero Exclusion Criteria

Neither clinicians nor researchers can accurately 
predict which persons with SMI can obtain com-
petitive work (Anthony and Jansen 1984). 
Therefore, not excluding any client who wants to 
work improves the likelihood that IPS will be 
available to the greatest number of clients who 
may potentially benefit from it. For clients with 
SMI, the only criterion for admission to an IPS 
program is the expressed desire to work in a com-
petitive job. Thus, IPS programs do not use the 
many criteria that traditional vocational programs 
use to exclude clients, such as substance abuse, 
clinical instability, medication nonadherence, 
cognitive impairment, or time since the most 
recent hospitalization.

 Focus on Competitive Work

Most people with SMI specifically seek to work 
competitive jobs, defined as regular jobs in com-

munity settings paying at least minimum wage 
and not set aside for people with disabilities 
(Bond and Drake 2014). IPS honors this prefer-
ence by focusing only on competitive work, in 
contrast to other vocational approaches, which 
may emphasize sheltered work as a stepping- 
stone to competitive work, or transitional employ-
ment, in which individuals work at jobs in the 
community that have been secured by the agency 
providing the vocational services and are owned 
by that agency, in order to develop their work 
experience and resumés before moving onto 
competitive jobs. Thus, unlike traditional voca-
tional approaches that followed a “train-place” 
model in which clients receive training before 
placement into a competitive job, IPS follows the 
“place-train” approach in which consumers 
receive any necessary training following attain-
ment of a competitive job (Wehman and Moon 
1988). When on-the-job training is needed, it is 
most often provided by the employer, but it can 
also be provided by the IPS specialist, whereas 
any training conducted off the job site is given by 
the IPS specialist. In practice, people with seri-
ous mental illness typically receive little formal 
on-the-job coaching from IPS specialists.

 Integration of Vocational and Clinical 
Services

Clients enrolled in vocational services benefit 
more if they also receive appropriate mental 
health treatment services (Cook et al. 2005). As 
first documented in a pioneering work by Stein 
and Test (1980), treatment and rehabilitation pro-
grams are most effective when practitioners 
addressing different aspects of a client’s treat-
ment plan collaborate closely. This holds true for 
vocational services, for several reasons (Drake 
et  al. 2003): First, the integration of IPS with 
mental health treatment maximizes the chances 
that the client’s clinical treatment providers will 
support the client in pursuing his or her voca-
tional goals. Second, issues pertinent to the clini-
cal management of the client’s psychiatric 
disorder may become apparent to the IPS special-
ist in the process of working with the individual 
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(e.g., medication side effects, disruptive or dis-
tressing symptoms), and communicating these 
problems to the treatment team may lead to effec-
tive solutions that both address the clinical prob-
lems and increase the client’s ability to work. 
Third, clinicians involved in the treatment of the 
client’s psychiatric disorder may have valuable 
suggestions for job leads. Fourth, clinicians may 
help address problems that interfere with work, 
such as inadequate coping, relapses, substance 
abuse, and limited interpersonal skills by provid-
ing these treatments directly or referring clients 
to appropriate services. For example, cognitive 
behavioral therapy for psychosis (Kukla et  al. 
2020), integrated treatment for co-occurring sub-
stance use disorders (Becker et  al. 2005), and 
teaching illness self-management skills 
(Gingerich and Mueser 2010, 2011) are evidence- 
based practices that can be effective at addressing 
these problems.

The integration of vocational and clinical ser-
vices occurs most effectively when the IPS spe-
cialist collaborates closely with the client’s 
clinical treatment team, attending weekly team 
meetings and interacting frequently with the cli-
ent’s case manager and other clinicians. 
Integration is most easily attained when the IPS 
program and the clinical treatment team are 
located within the same agency and ideally have 
offices in close proximity to each other. IPS pro-
grams typically collaborate with multiple mental 
health treatment teams. In order to foster strongly 
working relationships, it is preferable for each 
IPS specialist’s caseload to be limited to one or 
two treatment teams. Unlike in the assertive com-
munity model, however, the IPS specialist is usu-
ally not a formal member of a specific treatment 
team.

 Benefits Counseling

People with SMI have often suffered a long and 
arduous process of applying for and obtaining 
disability benefits. After this struggle to obtain 
benefits, it is understandable that many clients 
are concerned about the effects of work on their 
benefits (Livermore and Bardos 2017). Benefits 

counseling is aimed at helping clients understand 
the impact of returning to work on their benefits, 
including how much they can work before expe-
riencing a reduction in their financial benefits and 
the potential loss of their health insurance. Clients 
with psychiatric disabilities who receive person-
alized counseling on the impact of earnings on 
their benefits accrue more earnings from employ-
ment (Tremblay et al. 2006).

 Client Preferences

Respect for individual client preferences is an 
important defining characteristic of supported 
employment. Client preferences for the type of 
work desired can inform the job search. Research 
shows that clients who obtain jobs that match the 
expressed interests have significantly longer job 
tenures than clients who obtain jobs outside of 
their areas of interest (Becker et al. 1996; Mueser 
et al. 2001). Client preferences also have a sig-
nificant bearing on the type of supports provided 
by the IPS specialist. Typically half or more of 
clients opt to disclose their psychiatric disability 
to a prospective employer (DeTore et  al. 2019; 
Jones and Bond 2007), thereby enabling IPS spe-
cialists to play an active role in helping them 
obtain the job and keep it through direct contacts 
with the employer. For example, IPS specialists 
can join discussions with the employer to help 
clients negotiate any needed reasonable accom-
modations, as protected by the Americans with 
Disabilities Act. Other clients prefer not to dis-
close their psychiatric disability, in which case 
the IPS specialist plays a “behind-the-scenes” 
role in helping the client achieve his or her 
employment goals.

 Targeted Job Development

To help clients find jobs matching their prefer-
ences, IPS specialists must network with employ-
ers. The job-finding process takes several forms: 
sometimes clients meet employers alone with the 
IPS specialist coaching behind the scenes; other 
times the IPS specialist and client together have 
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an introductory meeting with a prospective 
employer. The job match is often made through 
individualized job searches but can also draw on 
a pool of prospective employers that IPS special-
ists are continuously building. The process of 
contacting employers and cultivating relation-
ships is called job development. It entails IPS 
specialists who make multiple contacts with indi-
vidual employers over a period of time, usually 
well before any client makes contact. The IPS job 
development approach is inspired by the meta-
phor of “three cups of tea” (“The first time you 
share tea with a stranger, you are a stranger. The 
second time you take tea, you are an honored 
guest. The third time you share a cup of tea, you 
become family.”) (Mortenson and Relin 2006). 
Through this process, IPS specialists are success-
ful in finding (or creating) jobs openings (Carlson 
et al. 2018). Job development increases the likeli-
hood of obtaining competitive employment (Leff 
et al. 2005).

 Rapid Job Search

The process of helping clients find a job begins 
soon after a client enrolls in an IPS program, with 
the first face-to-face employer contacts usually 
occurring within 1 month. This is in contrast to 
other vocational approaches, which may require 
prevocational skills training and/or extensive 
workplace assessments that involve extensive 
periods of time to complete. Research suggests 
that when clients receive prevocational prepara-
tion prior to beginning a job search, they often 
become habituated to prevocational settings and 
never seek competitive employment; they also 
tend to lose interest and drop out of vocational 
services (Bond 2004). Therefore, rapid job search 
is one of the most defining characteristics of IPS.

 Follow-Along Supports

Historically, vocational rehabilitation was 
deemed successful when a client obtained com-
petitive employment and remained in that job for 
a period of a few months, at which point funding 

and follow-along support were discontinued. In 
contrast, IPS continues to provide follow-along 
supports without a predetermined time period. 
IPS specialists provide a wide variety of follow- 
along supports. These include helping the client 
learn job-related tasks, providing on-site or off- 
site support to the client, negotiating reasonable 
accommodations with an employer, and facilitat-
ing the transition to new job responsibilities, or, if 
a client loses a job, helping them find a new job. 
Provision of follow-along supports for a year or 
more after a client obtains a job is associated with 
longer job tenure (Bond and Kukla 2011). Some 
research suggests that face-to-face contact is 
more strongly associated with job tenure (Bond 
and Kukla 2011), though more recent research 
suggests promising new approaches to long-term 
support through videoconferencing, texting, and 
other forms of telehealth (Drake 2020a).

 Other Features of IPS Programs

In addition to the principles described above that 
guide the provision of IPS, several key features 
distinguish IPS from other approaches to voca-
tional rehabilitation. Work is a normalizing activ-
ity that takes place in the community, and 
therefore most IPS services are provided in the 
community rather than the mental health center 
or rehabilitation agency. IPS specialists meet 
with clients in settings that are convenient and 
comfortable for them and often spend time 
together walking around the community, explor-
ing possible jobs, and talking to prospective 
employers.

IPS is also recovery-oriented and strengths- 
based. The consumer movement has argued suc-
cessfully for a redefinition of recovery that is not 
based on the absence of psychopathology (as in 
traditional medical definitions) but rather defined 
in terms of individual consumers’ hopes and 
dreams (Jaiswal et al. 2020). Thus, recovery has 
been defined as “the development of new mean-
ing and purpose in one’s life as one grows beyond 
the catastrophic effects of mental illness” 
(Anthony 1993). Another definition of recovery 
is “the process in which people are able to live, 
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work, learn, and participate fully in their com-
munities” (New Freedom Commission on Mental 
Health 2003). As work is a common personal 
recovery goal for many clients (Provencher et al. 
2002), the emphasis in IPS on community-based 
services, competitive employment, zero eligibil-
ity exclusion criteria, and respect for client self- 
determination is all compatible with the 
philosophy of recovery.

Also consistent with recovery is the emphasis 
in IPS on client strengths rather than deficits and 
viewing the community as a potential resource 
rather than a barrier to the client’s employment 
goals (Rapp and Goscha 2011). The identifica-
tion of client strengths plays an important role in 
building up clients’ self-confidence and helping 
them sell themselves to prospective employers. 
IPS specialists are always on the lookout to 
engage natural supports for the client in the com-
munity, including both in the workplace (e.g., 
supervisor, coworkers) and at home (e.g., family 
or friends), in addition to the client’s treatment 
team. Capitalizing on natural supports in the cli-
ent’s environment takes advantage of the sponta-
neous opportunities these individuals may have 
to help the client, often at times when the IPS 
specialist cannot be available, thereby avoiding 
unnecessary dependence on the IPS specialist for 
providing all the needed supports.

Although IPS specialists provide a full range 
of vocational services, such as job development 
and follow-along supports, they often may be 
involved in helping clients manage their psychi-
atric disorder more effectively and improving 
their interpersonal skills. For example, cognitive 
difficulties may make it difficult for some clients 
to achieve their vocational goals (McGurk and 
Mueser 2004), and IPS specialists are often 
actively involved in helping clients use coping 
strategies for managing or minimizing their cog-
nitive difficulties (McGurk and Mueser 2006).

 The Organization of IPS Services

Except in very rural areas, IPS programs usually 
consist of a team staffed by at least one part-time 
team leader and two full-time IPS specialists. To 

remain grounded in the everyday realities of 
helping clients find and keep jobs, the IPS team 
leader carries a reduced caseload of clients. The 
team leader provides weekly supervision to the 
IPS specialists and serves as a liaison for the pro-
gram or other teams and programs, both within 
the agency and at other agencies. IPS specialists 
focus exclusively on providing vocational ser-
vices; they do not have clinical responsibilities, 
such as case management, leading skills training 
groups, or providing psychotherapy. This clear 
delineation of job duties ensures that IPS special-
ists need not decide whether to provide voca-
tional services or some other service to clients on 
their caseload.

In addition, every IPS specialist provides the 
full range of vocational services for each client, 
as described above (e.g., assessments, job devel-
opment, and provision of follow-along supports). 
This is in contrast to the division of labor found 
in some vocational programs in which services 
such as job development and follow-along sup-
ports are provided by different individuals. By 
ensuring that a single practitioner provides the 
entire range of vocational services, IPS programs 
avoid requiring clients to develop relationships 
with multiple vocational service providers as 
they progress through the employment process. 
By having all IPS specialists involved in job 
development rather than just one or two special-
ists, the team is able collectively to identify a 
much broader range of jobs. While job develop-
ment is primarily aimed at finding a job matched 
for a specific client, IPS specialists also identify 
jobs that may not be suitable for the jobseeker for 
which the search was intended but which can be 
shared with other IPS specialists to the benefit of 
other clients in the program.

 Research on the Effectiveness 
of Supported Employment

Numerous reviews conclude that IPS is effective 
in helping clients achieve competitive employ-
ment (Brinchmann et  al. 2020; Frederick and 
VanderWeele 2019; Modini et  al. 2016b). The 
IPS evidence base includes quasi-experimental 
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studies examining conversion of day treatment 
services to IPS (Bond 2004) and randomized 
controlled trials (RCTs) of well-implemented 
IPS programs (Bond et  al. 2020a). Since RCTs 
are the gold standard in evaluating the effective-
ness of an intervention, we will focus primarily 
on this body of research. We also briefly summa-
rize the findings from four long-term follow-up 
studies.

 Randomized Controlled Trials

The most recent compilation of RCTs of IPS for 
people with serious mental illness identified 28 
studies (including 7 multisite studies) with a total 
of 3187 IPS clients and 3281 control clients 
(Bond et al. 2020a). Although the initial studies 
were conducted in the USA, increasingly other 
countries have also conducted RCTs of IPS. 
These RCTs included 12 conducted in the USA 
and 16 conducted in 12 countries outside the 
USA. Study sites ranged widely geographically 
and included mostly large and midsized cities 
and a few rural communities. Most studies 
recruited unemployed clients receiving services 
from a community mental health center, though 
some studies enrolled other target groups (e.g., 
young adults with early psychosis, disability ben-
eficiaries, and veterans with posttraumatic stress 
disorder). The control groups were usually 
offered services as usual (whatever vocational 
rehabilitation services were available in the com-
munity), but in some studies the control group 
received well-regarded vocational programs that 
followed a different service model, typically a 
train-place model or, in some cases, multiple 
vocational models. (For the list of studies and 
more methodological details, go to Evidence for 
IPS at https://ipsworks.org/index.php/library/.)

In 60% of the studies, the follow-up period 
was 18 months or longer. All 28 RCTs found that 
employment outcomes significantly favored IPS, 
usually with large differences. Averaging across 
studies, 55% of IPS participants worked in a 
competitive job during follow-up, compared to 
25% of control participants. The findings from 
the USA generalize well outside the USA: RCTs 

in 11 countries and 4 continents have found that 
IPS participants had significantly better competi-
tive employment outcomes than control partici-
pants. The IPS competitive employment rate in 
these RCTs is similar in North America, Asia, 
and Australia, though somewhat lower in Europe 
(Drake et al. 2019).

Controlled trials of IPS consistently show its 
effectiveness across a wide range of employment 
outcomes. For example, one meta-analysis com-
bining results from four RCTs found that, com-
pared to control participants, IPS participants 
gained employment faster, maintained employ-
ment four times longer during follow-up, earned 
three times the amount from employment, and 
were three times as likely to work 20  hours or 
more per week (Bond et al. 2012a).

 Long-Term Outcome Studies

Long-term follow-up studies are important for 
assessing the permanence of the impact of an 
intervention. In IPS studies, the general standard 
is to measure the percentage of the sample who 
are “steady workers” (employed at least 50% of 
the follow-up period). In a 10-year follow-up 
study of IPS, 86% of former IPS clients reported 
working during follow-up and 33% were steady 
workers (Salyers et al. 2004). In a second study, 
100% had worked at some time during follow-up 
8–12  years after enrollment, and 71% were 
steady workers (Becker et  al. 2007). A Swiss 
RCT examined outcomes 5  years after enroll-
ment and found that the percentage of steady 
workers was much higher for IPS than for the 
control group (44% versus 11%) (Hoffmann 
et al. 2014). A follow-up study of a large, multi-
site trial examined earned income reported to the 
Internal Revenue Service and found significantly 
higher annual earnings for IPS clients compared 
to controls which persisted over a 5-year period 
after the initial 2-year follow-up study had ended 
(Baller et al. 2020).

The implications of this research are espe-
cially significant in light of two general findings. 
First, as noted earlier, the competitive employ-
ment rate for individuals with SMI in the public 
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mental health system is 15% or less. Therefore, a 
steady employment rate of 50% or more in this 
population is far above the norm. Second, these 
findings are in stark contrast to the attenuation 
effects found for many psychosocial interven-
tions once the active intervention has been dis-
continued (e.g., Stein and Test 1980). Once IPS 
clients begin working, the natural reinforcers of 
work (a paycheck, making a meaningful contri-
bution to society, social connectedness) may pro-
vide incentives to continuing to work. In any 
case, the “yo-yo effect” of diminishing gains fol-
lowing treatment cessation for weight loss and 
exercise programs has not been found for IPS. 
These findings suggest that IPS promotes a life 
trajectory that differs from that of patienthood 
and dependence.

 Growth of IPS

The effectiveness of IPS has been well estab-
lished for two decades. Throughout the USA, 
state leaders show great interest in implementing 
IPS, and many states now offer IPS services 
statewide. According to a 2019 telephone survey 
of state mental health and vocational rehabilita-
tion (VR) leaders, 80% of states in the USA have 
implemented IPS services, with over 850 IPS 
programs nationwide (Pogue et al., 2022). Yet the 
total number of people receiving IPS is only a 
fraction of the total population of unemployed 
Americans with serious mental illness. Clearly, 
the key question is no longer whether IPS works, 
but rather, as for other evidence-based psychoso-
cial practices, how to close the gap between the 
known population of those who want and need 
these evidence-based services and those who 
have access. According to over a dozen surveys, 
60% of people with serious mental illness want to 
work (https://ipsworks.org/index.php/evidence- 
for- ips/), but only about 2% have access to IPS 
(Bruns et al. 2016).

The paramount obstacles to adequate access 
to IPS include the failure of policymakers to 
understand the connection between work and 
general health and the lack of political will. 
Government leaders often do not recognize that 

employment is a critical mental health interven-
tion (Drake and Wallach 2020). At the practical 
level, the primary barriers have been inadequate 
funding and the lack of an evidence-based meth-
odology for widescale expansion (Drake et  al. 
2016). Inadequate funding for employment ser-
vices is a worldwide problem, though some 
countries, such as England and the Netherlands, 
have made national commitments to fund IPS 
access (Becker and Bond 2020). The second 
ingredient is a strategy to facilitate adoption, 
high-fidelity implementation, and sustainment of 
IPS. One strategy that has borne fruit is a “learn-
ing community.” Since 2002, the IPS Employment 
Center has led an international learning commu-
nity that coordinates education, training, techni-
cal assistance, fidelity and outcome monitoring, 
and regular communications through newsletters, 
bimonthly calls, and an annual meeting (Drake 
et al. 2020a).

In the USA, IPS programs participating in the 
learning community continuously monitor 
employment rates and report them to the IPS 
Employment Center every 3  months, a process 
that has been maintained over 18 years. The quar-
terly employment rate for the US states in the 
learning community has not declined below 40%, 
even during the Great Recession of 2007–2009 
and during the COVID pandemic (as of October 
2020). The learning community has facilitated 
sustainment of IPS services over time: one pro-
spective study found that 96% of 129 IPS pro-
grams were sustained over 2 years (Bond et  al. 
2016). The number of IPS programs has expanded 
steadily, with a mean annual growth rate of 26% 
in the number of IPS programs in the USA. The 
learning community has helped to initiate and 
maintain over 450 IPS programs, including 
366 in the USA and 100 outside the USA, most at 
high fidelity with good employment outcomes 
(Drake and Wallach 2020).

While the learning community has had a cata-
lytic effect on IPS expansion, another mechanism 
that has independently (and in some case syner-
gistically) promoted the spread of IPS in the USA 
has been class action lawsuits. In 2009, the US 
Department of Justice began to enforce the 
Supreme Court’s decision in Olmstead v. L.C., 
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requiring states to ensure that persons with dis-
abilities should have the opportunity to live like 
people without disabilities and to receive services 
in the most integrated setting appropriate to their 
needs (Burnim 2015). As part of furthering com-
munity integration, Olmstead settlements in 
numerous states have included the mandated 
expansion of supported employment services for 
people with serious mental illness. These class- 
action lawsuits have promoted IPS services in a 
dozen states over the last decade, some with con-
siderable success (Bond et  al. 2021; Johnson- 
Kwochka et al. 2017).

IPS has expanded worldwide, with IPS pro-
grams in 19 countries (Australia, Belgium, 
Canada, China, Czech Republic, Denmark, 
France, Germany, Iceland, Ireland, Italy, Japan, 
New Zealand, the Netherlands, Norway, Spain, 
Sweden, Switzerland, and the UK) (Drake 
2020b). Factors that have promoted its interna-
tional growth include unique features of the IPS 
model that make its adoption attractive and its 
implementation feasible, local champions, local 
research studies demonstrating the effectiveness 
of IPS, the development of technical assistance 
centers, and national initiatives (Bond et  al. 
2020b).

 Costs of IPS

Several studies have estimated an average annual 
cost of IPS of approximately 5000–8000 USD 
per client, though these estimates vary widely 
depending on estimation methods, assumptions, 
and caseload size (Salkever 2013). Cost-benefit 
and cost-effectiveness analyses of IPS are rare. 
The most rigorous IPS cost-benefit analysis was a 
large multinational randomized controlled trial in 
Europe, which concluded that IPS yielded better 
employment and health outcomes than alterna-
tive vocational services at lower cost overall to 
the health and social care systems. The major 
cost savings were in reduced hospitalizations for 
IPS (Knapp et al. 2013). A 5-year follow-up RCT 
of IPS reported substantially greater return on 
investment for IPS compared to usual vocational 
services ($0.54 vs. $0.18 per dollar invested) 

(Hoffmann et  al. 2014). A recent cost- 
effectiveness study of IPS has found that IPS was 
less costly and more effective than services as 
usual (Christensen et  al. 2021). An early study 
found that service agencies converting their day 
treatment programs to IPS reduced service costs 
by 29% (Clark 1998). A promising area for cost 
savings concerns young adults who are experi-
encing early psychosis. If IPS can help young 
adults gain steady employment and thereby avert 
or at least delay entry into the disability system, 
the savings would be enormous (Drake et  al. 
2020b). One Norwegian study suggests that such 
a strategy may be viable (Sveinsdottir et  al. 
2020).

 Conclusions and Future Directions

Abundant research shows that the IPS is effective 
at improving employment outcomes for persons 
with SMI. In addition to the clinical efficacy of 
the IPS model, research has demonstrated that 
IPS can be implemented and sustained in routine 
community settings. Furthermore, economic 
analyses suggest that IPS can be implemented 
and sustained as relatively modest cost (com-
pared to many mental health services) and that 
the costs of IPS may be potentially offset by 
decreases in the use of other mental health 
services.

The success of the IPS model has led to sev-
eral other avenues of research, including efforts 
to identify ancillary services designed to target 
client characteristics thought to interfere with 
achieving positive vocational outcomes. One 
fruitful area has been augmenting IPS with cog-
nitive remediation for people with impaired cog-
nitive functioning or who do not respond to 
standard IPS (McGurk et al. 2007, 2015). Another 
important area of research concerns the impact of 
IPS on young adults with mental health condi-
tions, especially young adults with a first episode 
of psychosis (Bond et  al. 2015). As the early 
onset of psychosis often curtails individuals’ 
educational attainment (Kessler et  al. 1995), 
which has negative repercussions in the labor 
market, there has been a growing interest in 
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 supported education, or helping clients achieve 
educational goals such as receiving a high school 
diploma, pursuing an associate’s or bachelor’s 
degree, or completing a certificate program 
(Manthey et  al. 2012). The principles of sup-
ported education parallel those for IPS (Bond 
et al. 2019; Swanson et al. 2017). Many IPS pro-
grams, especially those serving young adults, 
now integrate supported employment with sup-
ported education. Coordinated specialty care pro-
grams for first episode psychosis (Heinssen et al. 
2014) often include an intervention that provides 
both supported employment and education, 
depending on the client’s goals (Nuechterlein 
et al. 2020; Rosenheck et al. 2017). However, the 
impact of supported education, or programs that 
provide both supported employment and educa-
tion, on educational outcomes has not yet been 
convincingly demonstrated in randomized con-
trolled trials, and at present it cannot be consid-
ered an evidence-based practice (Ringelsen et al. 
2017). More work is needed to address the impact 
of IPS on the first episode psychosis population 
and to establish standardized guidelines for pro-
viding supported education.

The rehabilitation field has made important 
strides in improving employment outcomes for 
people with SMI over the past two decades. The 
IPS model of supported employment is an 
evidence- based practice for vocational rehabilita-
tion. An important priority is to increase the 
access of persons with SMI to IPS programs, 
which have the potential to enhance quality of 
life by improving the economic standing of cli-
ents, giving them something meaningful and 
rewarding to do with their time, and promoting 
their integration into their communities.
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Peer Service Providers 
as Colleagues

Paolo del Vecchio

 Introduction

The inclusion of peer providers – individuals in 
recovery from mental health problems as service 
providers  – is now a common practice across 
mental and behavioral healthcare settings. Known 
by various titles (e.g., peer specialists, consumer 
providers, recovery coaches, family support pro-
viders), these individuals use their lived experi-
ences to assist others to cope with mental illnesses 
and to navigate highly complex behavioral health, 
primary care, and associated social service 
systems.

This chapter will review the development of 
this profession, the evidence for peer-provided 
services, and the roles and settings where such 
services are provided. A major focus will be on 
how community psychiatrists work with peer 
providers to promote recovery from mental ill-
nesses. Finally, challenges and solutions to suc-
cessfully implementing peer specialist initiatives 
will be addressed.

Peers as behavioral health service providers 
grew out of the mental health consumer self-help 
movement. This movement began in the United 
States in the late 1960s and early 1970s when 

small groups of ex-patients or consumers of men-
tal health services began to meet in major eastern 
and western coast cities. It grew from the civil 
and human rights movements of people of color, 
women, and other groups to improve their social 
standing, protect rights, and bring the needs and 
desires of their members to the forefront (Pulice 
and Miccio 2006). Local mental health self-help 
groups formed for three primary reasons: (1) 
mutual support, providing reciprocal emotional 
support and encouragement based on common 
experiences; (2) information and social learning, 
educating members on coping strategies and ser-
vices available in their local and state communi-
ties; and (3) advocacy, participating in both 
individual case advocacy (to assist members with 
service access and rights protection) and systems 
advocacy. The latter was useful to foster needed 
reforms including the need to address the stigma 
and discrimination experienced by people with 
mental illnesses (Van Tosh and del Vecchio 
2001). Over time, the number of these groups 
expanded, including the development of state and 
national consumer organizations as well as publi-
cations, annual conferences, and other efforts. 
Starting in the late 1970s, the Federal govern-
ment, through the National Institute for Mental 
Health’s Community Support Program, began to 
endorse the benefits of these activities and to 
fund consumer-led organizations.

One of this movement’s significant accom-
plishments has been the development of 
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consumer- operated service programs. These are 
services that are primarily planned, developed, 
and evaluated by mental health service consum-
ers – although some models use traditional men-
tal health professionals for certain aspects of 
their services. In essence, mental health consum-
ers expanded their role from simply being pas-
sive recipients of care to actually providing care 
themselves. Recovery, Incorporated was formed 
as a self-help program in the late 1930s by 
 neuropsychiatrist Abraham Low. Fountain 
House, a well-known psychiatric rehabilitation 
program in New York City, was initially devel-
oped in the 1940s as a consumer-operated ser-
vice. Over time, Fountain House became the 
model for the clubhouse movement and incorpo-
rated professional staff in 1955.

Promoting an approach of full consumer con-
trol, ex-patient advocate and author Judi 
Chamberlin’s 1978 book “On Our Own: Patient 
Controlled Alternatives to the Mental Health 
System” (Chamberlin 1978) was a landmark 
work, documenting the development of peer- 
provided service programs. Consumer-provided 
services are now a well-established model that 
includes drop-in centers, housing programs, 
homeless services, crisis response, benefits 
acquisition, public education, employment, 
research, and much more.

Again, the Federal government played a key 
role in promoting such approaches including 
funding national technical assistance centers to 
help grow such models and research to examine 
and document their value (Clay 2005).

The above peer service models were devel-
oped in parallel to the traditional mental health 
system. In distinction, one of the outgrowths of 
the development of consumer-operated services 
has been the use of peers as providers in tradi-
tional mental health treatment settings. This para-
digm shift has seen the role of peer-delivered 
services moving from its position as solely an 
alternative to the mental health system to one in 
which it is now working in partnership with treat-
ment professionals.

An early model for such efforts was the 
Colorado Consumer Case Management Aid 
Program that begun in 1986. It consisted of train-

ing and employing people with serious mental 
illnesses to provide case management services to 
other consumers in the state’s public mental 
health system. In 1991, it was a finalist for the 
prestigious Harvard Kennedy School’s 
Innovations in American Government Award 
(Government Innovators Network 1991).

Since that time, we have seen the growth of 
such approaches, and now virtually all states 
have developed or are implementing peer spe-
cialist programs, often with extensive training 
and certification initiatives (Daniels et al. 2009). 
Currently, it is estimated that over 25,000 indi-
viduals are working as peer specialists (Cook and 
Jonikas 2020). In 2004, the National Association 
of Peer Specialists, a national trade organization 
for this specialty profession, formed with repre-
sentatives from all of the states (National 
Association of Peer Specialists 2010). The 
Veterans Health Administration, which has 
embraced this approach, employs over 1100 peer 
specialists across their services (Chinman et  al. 
2017).

The growth in peer specialist services is driven 
by several factors. First, as highlighted in the next 
section, there is growing recognition of the effi-
cacy of these approaches in promoting recovery 
from mental illnesses. Peer-delivered services 
and approaches have been cited by the US 
Surgeon General (US Department of Health and 
Human Services 1999), the President’s New 
Freedom Commission on Mental Health (New 
Freedom Commission on Mental Health 2003), 
and the Institute of Medicine (Institute of 
Medicine 2006). Financing is another key driver 
in promoting the use of peer specialists. The use 
of peer providers can be an efficient and cost- 
effective way of providing care. An August 2007, 
the Center for Medicare and Medicaid Services’ 
(CMS) letter to State Medicaid Directors was 
another milestone in the development of peer- 
provided services (Smith 2007). This correspon-
dence provided guidance to states on how they 
can bill Medicaid for peer-delivered services 
while noting, “CMS recognizes that the experi-
ences of peer support providers, as consumers of 
mental health and substance use services, can be 
an important component in a State’s delivery of 
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effective treatment.” Finally, peer specialists can 
assist in meeting the shortage of mental health 
providers in many parts of the United States 
including to assist in increasing access to the full 
range of recovery-oriented services such as sup-
ported employment, housing, peer services, and 
more (Myrick and del Vecchio 2016).

 Evidence for Peer-Provided Services

There is a well-established body of evidence that 
document the benefits and efficacy of peer- 
operated services. These studies have shown that 
peer-provided services have the following 
impacts: reduced symptoms, improved well- 
being, reduced hospitalizations, enhanced 
empowerment, expanded social supports, 
increased self-efficacy, and greater consumer 
knowledge (Van Tosh and del Vecchio 2001; 
Myrick and del Vecchio 2016).

The federal Substance Abuse and Mental 
Health Services Administration (SAMHSA) 
completed the largest multi-site-controlled trial 
study of consumer-operated services. The 5-year, 
$20 million effort examined such services as an 
adjunct to traditional services and determined 
that consumer-operated services enhanced the 
well-being – as measured by scales that assessed 
hope, empowerment, meaning of life, self- 
efficacy, and goal attainment  – of recipients as 
compared to services as usual (Rogers et  al. 
2007). Based on these findings, SAMHSA 
released an evidence-based practice toolkit to 
increase the adoption of such models (Substance 
Abuse and Mental Health Services Administration 
2011).

Research has also documented that the use of 
peer specialists in traditional service settings has 
positive results. In 2013, a meta-analysis of ran-
domized controlled trials conducted by Cochrane 
identified that consumers were as effective as 
other professionals employed in similar roles 
(Pitt et  al. 2013). Other studies have replicated 
these findings and shown additional positive out-
comes including increased engagement of people 
into care, reduced emergency room and hospital 
use, diminished substance use, decreased re- 

incarceration rates, and reduced overall treatment 
costs (Davidson et al. 2012; Bellamy et al. 2019).

 Roles and Settings for Peer 
Providers

Peer specialists provide the following fundamen-
tal services to recipients: (1) offering social sup-
port, (2) sharing experiential knowledge, and (3) 
and brokering the needs of consumers. These 
reflect the self-help foundations of the consumer 
movement. Further, peer providers assist con-
sumers by increasing the outreach and engage-
ment of individuals served into treatment and 
other services, acting as powerful sources of 
motivation, and serving as mentors and role mod-
els (Solomon 2004; Chinman et al. 2008). They 
also help recipients navigate often-fragmented 
services, assist with transportation and other life 
skills development, act as liaisons and mediators 
between staff and recipients, augment overbur-
dened clinical staff, and help challenge the often- 
unacknowledged stigma and discrimination faced 
by people with mental illnesses (Chinman et al. 
2008). Finally, peer providers assist treatment 
providers by encouraging the adoption of 
recovery- based principles and approaches such 
as holistic and integrated services, person- 
centered planning, and trauma-informed care 
(Substance Abuse and Mental Health Services 
Administration 2012) (see Table 1 for definition 
of recovery and recovery-based principles).

Table 1 Recovery definition and principles

Definition: A process of change through which 
individuals improve their health and wellness, live a 
self-directed life, and strive to reach their full 
potential. Four major dimensions support a life in 
recovery: health, home, purpose, and community
Principles:
Emerges from hope Relational
Person-driven Culturally based
Occurs via multiple pathways Addresses trauma
Holistic Focuses on 

strengths and 
responsibilities

Support by peers and allies Based on respect

From SAMHSA’s Working Definition of Recovery (2012)

Peer Service Providers as Colleagues



528

An added benefit of working in the role of a 
peer specialist is that these individuals also help 
themselves by helping others. The “helper- 
therapy principle”  – something traditional 
 providers experience as well  – results in the 
helper experiencing a heightened sense of self-
mastery, competency, and self-esteem (Solomon 
2004).

Peer specialists are found in an increasingly 
large array of service settings including outpa-
tient clinics, inpatient settings, assertive commu-
nity treatment teams, residential settings, 
psychosocial programs, vocational initiatives, 
and others. They are working with a variety of 
populations including individuals across the life 
span, those involved in criminal justice settings, 
persons who experience homelessness, trauma 
survivors, and individuals with addictions and/or 
co-occurring substance use problems. Given the 
high rates of early mortality and comorbidities 
experienced by people with mental illnesses, key 
areas with which peer specialists can assist recip-
ients with co-occurring physical health condi-
tions: (1) access primary care, (2) practice 
self-management for chronic illnesses, and (3) 
smoking cessation (Daniels et al. 2009; University 
of California, San Francisco 2010; Druss et  al. 
2018).

 Working with Peer Providers

Peer specialists are a valuable asset and partner 
for the community psychiatrist. The following 
section reviews how peer specialists assist clini-
cians in promoting recovery, the administrative 
issues in establishing and sustaining such efforts, 
and the challenges and suggested solutions with 
such approaches.

 Peer Specialists in Clinical Treatment

Peers play key roles in conducting outreach and 
engagement of consumers into clinical services. 
Through sharing common experiences, peers can 
often establish rapport and trust more quickly 
than traditional mental health treatment provid-

ers. This skill is particularly evident for those 
considered “most alienated from the healthcare 
service system” (Sells et al. 2006). Having “been 
there,” peers are also often able to conduct out-
reach in naturalistic settings – on the streets, in 
home, and community-based settings (Solomon 
2004). On a highly practical level, peer special-
ists help consumers attend their treatment 
appointments by giving them reminders or assist-
ing with transportation (Chinman et  al. 2008). 
Further, as noted above, peer specialists provide 
an important role model that motivates consum-
ers to engage in recovery and mental health ser-
vices. Importantly, peer specialists bring the 
essential message of hope and the possibility of 
improving one’s life, which acts as a catalyst for 
people to begin their journeys of recovery 
(Substance Abuse and Mental Health Services 
Administration 2012).

Both the Institute of Medicine (Institute of 
Medicine 2006) and the President’s New Freedom 
Commission on Mental Health (New Freedom 
Commission on Mental Health 2003) cite the 
imperative for consumers to be actively involved 
in their own treatment as a means to improve sys-
tems outcomes. Peer specialists play an impor-
tant role in teaching mental health literacy to 
those they serve. Research revealed that the 
information provided by peer specialists is often 
viewed as more credible than those provided by 
mental health treatment providers (Woodhouse 
and Vincent 2006). Further, peer specialists pro-
mote a whole healthcare approach that addresses 
the social determinants of health and mental 
health. This includes providing information on 
how to access crucial supportive services and 
benefits  – including Medicaid, Social Security, 
housing, employment, and others.

 Decision Support

Through shared decision-making approaches, 
peer specialists assist consumers to work with 
their clinicians to make informed treatment deci-
sions. SAMHSA has developed decision aids to 
assist consumers to collaborate with providers to 
make decisions about anti-psychotic medications 
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and other issues (Substance Abuse and Mental 
Health Services Administration 2020b). Peer 
specialists assist consumers in weighing the ben-
efits and costs of treatment options prior to  having 
a treatment encounter with a clinician. Such 
approaches can improve clinician efficiency, 
increase consumer engagement in services, and 
enhance consumer satisfaction with services. 
Additionally, peer specialists assist consumers in 
identifying personal goals and objectives that can 
help clinicians and consumers in developing 
person- centered treatment or recovery plans 
(Chinman et al. 2006).

 Information Access

A peer specialist acts as a communication liaison 
between a consumer and the treating clinicians to 
translate clinical terminology as well as relay 
consumer concerns. Regarding the former, jargon 
and terminology used by clinical staff may be 
alien to and even antagonize service recipients. 
Peer specialists use lay language to increase con-
sumer understanding. Further, for a number of 
reasons, consumers may be reticent to actively 
voice their dissatisfaction with service provision. 
Peer specialists help provide that voice to make 
sure that consumer needs and preferences are 
heard and met. As such, it is important for peer 
specialists to be active and equal members of the 
treatment team (Substance Abuse and Mental 
Health Services Administration 2015). In addi-
tion to peer specialist involvement on the treat-
ment team, it is also important that the consumer 
who is being served also fully participates on the 
team.

 Advocacy and Quality Improvement

Peer specialists address discrimination and other 
rights violations that may impact clinical care. 
This ranges from ensuring parity compliance to 
attending to breaches of confidentiality to 
addressing abuses related to the use of such prac-
tices as seclusion and restraints. Peer specialists 

act as monitors and ombudspersons to ensure that 
consumer rights are protected and respected in 
clinical treatment and other settings (Substance 
Abuse and Mental Health Services Administration 
2015).

Peer specialists can also assist with improving 
the quality of treatment by collecting, analyzing, 
and reporting measures of consumer feedback 
and satisfaction. This can include operating con-
sumer satisfaction teams, administering surveys, 
and developing consumer advisory boards 
(Wallcraft et al. 2009).

 Administrative Issues

Several administrative issues are important to 
address when establishing and sustaining peer 
specialist initiatives. The financing of peer spe-
cialists in public mental health systems is critical 
and can be realized from various sources. As 
noted earlier, most states are billing Medicaid for 
this allowable service (Chinman et  al. 2017). 
Often, this funding is combined with SAMHSA 
Mental Health Services Block Grant awards and 
other state general revenue funds. A majority is 
contracting for this service via managed behav-
ioral health care organizations. The State Mental 
Health Authority and in particular, if one exists, 
the Office of Consumer Affairs within that entity 
can be good sources of information on financing 
options. No matter what source, individuals 
should be compensated at a fair standard of 
wages comparable to similar positions. There 
should also be opportunities for career advance-
ment  – including supervisory and managerial 
positions  – so that these positions offer growth 
and do not become stagnant jobs (Silver and 
Nemec 2016).

The recruitment and hiring of peer specialists 
are conducted through various approaches. 
External consumer advocacy and support organi-
zations, which exist in virtually all states, can be 
an excellent source. If individuals are recruited 
from within an organization, it is generally rec-
ommended that the person is employed in a dif-
ferent organization from where they receive their 
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Table 2 Behavioral health peer worker core 
competencies

1. Engages peers in collaborative and caring 
relationships
2. Provides support
3. Shares lived experiences of recovery
4. Personalizes peer support
5. Supports recovery planning
6. Links to resources, services, and supports
7. Provides information about skills related to health, 
wellness, and recovery
8. Helps peers to manage crises
9. Values communication
10. Supports collaboration and teamwork
11. Promotes leadership and advocacy
12. Promotes growth and development

From SAMHSA’s Core Competencies for Peer Workers in 
Behavioral Health Services (2015)

mental health services whenever possible to 
avoid any potential conflicts. (Chinman et  al. 
2017).

Peer specialists should undergo comprehen-
sive training and continuing education and skill 
development and receive a certification to ensure 
they possess the essential knowledge and abilities 
to perform required duties. Training and certifica-
tion programs for peer specialists are state- 
specific and are a requirement for Medicaid 
billing. Training is based on the critical compe-
tencies required for such positions (see Table 2 
for peer worker core competencies). Training 
content also addresses the values, philosophies, 
ethics, and standards of peer support services and 
provides the competencies – including on cultur-
ally competent, trauma-informed, whole health-
care – for peer specialists (Chinman et al. 2008; 
Substance Abuse and Mental Health Services 
Administration 2015). SAMHSA recently com-
piled a state-by-state directory of peer recovery 
coaching training and certification programs 
(Substance Abuse and Mental Health Services 
Administration 2020a).

Peer specialists should be treated on par with 
all other staff of the organization and subject to 
all of the benefits and requirements associated 
with an organization’s personnel policies. This 
includes reasonable accommodations for those 
who so request it. Most accommodations for peo-

ple with mental illnesses – such as having flexible 
schedules or taking time off for appointments – 
are very low cost and easily implemented (Job 
Accommodation Network 2010). As is important 
for all care providers, efforts should be imple-
mented to promote the well-being  – including 
health and mental healthcare – of peer specialists 
(Silver and Nemec 2016).

 Challenges and Solutions

 Stigma

One of the largest challenges that peer specialists 
face is the degree of acceptance – or lack thereof – 
they experience from other staff members. Issues 
of stigma, misperception, and lack of staff knowl-
edge can fuel these experiences. Attitudes and 
behaviors can be difficult to change as peer spe-
cialists modify their role from patient to col-
league. To help address this, it is important for all 
levels of staff to be educated on the roles and 
responsibilities – and the value of such – of peer 
specialists. At the same time, peer specialists 
should be educated on the roles and responsibili-
ties of other staff members. It is also important 
for leadership to act as champions of peer spe-
cialists and continually reaffirm their support for 
these efforts (Daniels et al. 2009; Chinman et al. 
2008; Gates and Akabas 2007). It is important 
that staff do not patronize or act paternalistically 
toward peer specialists. They should have the 
same performance expectations as any other staff 
member.

 Relationship to the Team

Mental health recovery – and high-quality treat-
ment – is predicated on honest, trust-based rela-
tionships. The same is true of the relationships 
between peer specialists and traditional mental 
health providers  – including psychiatrists. The 
absence of such relationships is detrimental to 
building an effective, collaborative, interdisciplin-
ary team to assist the consumer who is being 
served. As noted above, stigma and mispercep-
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tions can be barriers to effective relationships 
(Jones et al. 2019). While the preceding focused 
on the stigma that peers may face, peer specialists 
themselves may also harbor unknowing misper-
ceptions about traditional providers, in particular 
psychiatrists. The key to breaking down these bar-
riers and building effective relationships is open 
and transparent interpersonal communication. 
Peer specialists and traditional providers should 
invest time in engaging in dialogue with one 
another about their values, roles, challenges, and 
goals. Such dialogue can both be formal – through 
facilitated roundtable meetings (Substance Abuse 
and Mental Health Services Administration 
2020c) or during staff meetings  – and informal 
conversations over a cup of coffee or at lunch.

Self-disclosure is an important aspect in the 
provision of peer specialist services. The ability 
of an individual to share their own history can be 
a powerful tool in establishing trusting clinical 
and professional relationships. Disclosure, how-
ever, can bring risks in terms of stigma and dis-
crimination. It is important for peer specialists to 
own their own histories and for them to deter-
mine when and how they choose to disclose. A 
good practice is for peer specialists to conduct a 
cost/benefit analysis when choosing whether and 
how to disclose.

It can be challenging for a single individual to 
be the only person to staff such a role within a 
treatment organization. To avoid the potential 
isolation that this brings, it is suggested that a 
minimum of two peer specialists be hired for any 
clinical team. Allowing opportunities for peer 
specialists to participate in peer support groups 
can also be helpful (Chinman et al. 2008).

If there is insufficient clarity on roles and 
responsibilities, peer specialists and other staff 
members can experience role conflict and confu-
sion. For example, without these clarifications, 
peer specialists can be relegated to ancillary posi-
tions such as drivers, data entry staff, and admin-
istrative support personnel. It is important, as 
with any job, that clearly defined, formal position 
description be developed and communicated to 
avoid this pitfall (Daniels et  al. 2009; Chinman 
et al. 2008).

 Professionalization of Peer 
Specialists

The formalization of peer support brings the 
potential of unintended consequences of rein-
forcing social inequalities of lower social roles, 
income, and power as related to other profes-
sional team members (Adams 2020). A national 
survey of peer providers found that peer special-
ists are significantly satisfied with their work but 
they perceive a lack of recognition for their roles 
(Cronise et al. 2016).

While well established in many communi-
ties, the peer specialist workforce is still in its 
formative stage. There continues to be the need 
for improved training and awareness among 
many groups and individuals. This includes 
behavioral as well as primary health providers, 
payers, other service providers, policy offi-
cials, and the general public as well (Daniels 
et al. 2017). As earlier noted, living wage pay 
scales and advancement opportunities are criti-
cal to elevating the worth of the peer specialist 
profession. Organizational preparation is 
essential to successfully integrating peer spe-
cialists into service delivery (Gates and Akabas 
2007).

 Technology

The use of information technologies in health 
and behavioral health is transforming how care is 
delivered. Online behavioral healthcare and soft-
ware applications are increasingly common tools 
to increase access, deliver quality care, and man-
age costs. Peer support is based on the premise 
that trust-based relationships are central to recov-
ery. Similar to traditional clinicians, establishing 
such relationships can be challenging in a digital 
environment. Can peer specialist services be pro-
vided in a digital environment? Findings from a 
review of published research indicate that digital 
peer support shows promise in improving mental 
health symptoms, self-management skills, social 
functioning, hope, and empowerment (Fortuna 
et al. 2019).
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 Special Populations

The need to serve a highly diverse population is 
essential in community mental health. 
Disparities in access and quality of care are 
great challenges to be overcome. Peer special-
ists are shown to be effective in assisting people 
with mental illness. Can peer specialists also be 
effective with diverse populations? The use of 
peer specialists is known to reduce service use 
disparities among African American and Latinx 
youth populations (Ojeda et al. 2020). Peer spe-
cialists have been cited as a promising model of 
care in serving older adults (Joo et  al. 2016). 
Peer specialists have also been shown to increase 
housing stability among formerly homeless vet-
erans with co-occurring mental health and sub-
stance use conditions (Ellison et al. 2020). For 
families of children and adults with mental 
health problems, a review of randomized studies 
shows that peer-delivered services were associ-
ated with significant improvements in family 
functioning, knowledge about mental illness, 
and parenting skills (Acri et al. 2016). Further, 
research has shown that peer advocates for rural 
LGBTQ people with mental health problems 
offer an affirmative, community- based strategy 
(Willging et  al. 2016). Finally, forensic peer 
specialists are known to contribute to positive 
recovery-based outcomes for individuals with 
mental illness who have criminal justice involve-
ment (Berrenger et al. 2019).

 Over-identification 
with “Provider” Role

A final challenge is the possibility that peer spe-
cialists over-assimilate and take on the values, 
beliefs, and practices of traditional mental health 
services that may reinforce stigma and inequities. 
Via socialization, individuals can take on the 
norms and operating practices of those that sur-
round them. Taking on traditional provider norms 
is counter to the very purpose of these positions – 
for individuals to use their lived experiences of 
mental illnesses to assist others in a nontradi-
tional way of peer support, information, and 

advocacy. To prevent this, clear job descriptions 
and codes of ethics should be put into practice. 
Supervision and ongoing training can also rein-
force the unique roles of peer specialists (Jones 
et al. 2019).

 Conclusion

Peer specialists have emerged as a valuable asset 
to community psychiatry. The initiation and 
growth of this innovative approach is testament 
itself to the resiliency and strengths of people 
with mental illnesses to overcome obstacles and 
become productive, contributing members to our 
communities. This is the essence of recovery.

This development also speaks to the collective 
growth and maturity of the mental health con-
sumer movement. From its origins as an alterna-
tive to traditional mental health services, the 
consumer movement is now working in close 
partnership with providers.

Community psychiatrists have recognized the 
value that this new profession brings to their 
work. They are encouraging the expansion of 
peer specialists by supporting and championing 
peer specialists within their organizations and 
treatment settings. In the future, we will see peer 
specialists working in partnership with clinicians 
in all treatment settings throughout our commu-
nities – together striving for a common goal: to 
facilitate mental health recovery for those we 
serve.
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Fountain House 
and the Clubhouse Movement

Francesca Pernice, Lori D’Angelo, Kenn Dudek, 
Amber Michon, and Ralph Aquila

Prior to the 1960s, people suffering from a seri-
ous mental illness (SMI), such as schizophrenia, 
major depression, and other conditions, lived in 
state institutions and asylum wards. Although 
these asylums for the mentally ill evolved from a 
caring, therapeutic approach of the moral 
treatment,1 by the mid-twentieth century these 
institutions had become overcrowded, under-
funded, and hardly reflective of the humane val-
ues upon which they were originally based. With 
the passage of President Kennedy’s Community 
Mental Health Centers Act of 1963, a new initia-
tive ushered in approaches to the care and treat-

1 Traitement morale, or the moral treatment, was a psycho-
logical treatment for people suffering from mental illness 
developed by the renowned French physician Philippe 
Pinel in the late eighteenth century. It emphasized thera-
peutic observations and discussions and an environment 
conducive to a humane, caring approach to mental 
illness.

ment of people suffering from mental illness to 
receive treatment within their community. 
Community mental health centers originally 
focused on patients with common mental disor-
ders and thus did not treat people with serious 
mental illness until decades later. 
Deinstitutionalization emerged as one of the larg-
est social experiments in American history in 
which nearly one-half million people moved out 
of these institutions and back into their commu-
nities (Grob 2005). This occurred regardless of 
sufficient consideration of the effects that inade-
quate social supports, the lack of federal housing 
support, unemployment, and drug addiction 
would have in the lives of people struggling with 
mental illness. Furthermore, former patients were 
expected to live communities where the stigma 
associated with mental illness caused them to be 
viewed with both fear and suspicion. Five decades 
later, policy makers and practitioners, comment-
ing on the challenges facing mental health care in 
the community (Rosenberg and Rosenberg 2006), 
found a “fragmented system” (p. 3). This is also 
reflected in the President’s New Freedom 
Commission on Mental Health (2003) report 
describing the system as “crisis oriented” and “in 
disarray” (Executive Summary, p.  4). There 
remain few no consistent approaches to commu-
nity treatment, and the funding system remains 
ill-suited to the demands of those with the great-
est need. The goal of deinstitutionalization—
namely, that people suffering from serious mental 
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illness can live and function in society—is a book 
whose final chapter has yet to be written. This 
chapter will review the origins of one of the earli-
est approaches to this problem, Fountain House. 
This solution emerged from the transformation of 
a method of psychiatric treatment referred to as 
activity group therapy (AGT) into a normalized 
approach predicated on building a community 
through social relationships, meaningful work, 
and activities which subsequently result in shared 
meaning and purpose through membership.

The story of Fountain House, a working com-
munity2 (Doyle et al. 2013) for people living with 
mental illness, relates a different narrative con-
cerning the treatment of mental illness. While 
society relegates those leaving mental hospitals to 
the periphery, Fountain House welcomes them on 
West 47th Street to find meaning in their lives and 
invites them to demonstrate their productive tal-
ents in the heart of New York City. Fountain House 
embodies a fundamental understanding of the 
destructive nature of mental illness and offers a 
comprehensive approach to help its members 
regain their lives. It has endorsed choice and 
empowerment for people with serious mental ill-
ness and has done so long before they became 
standard mental health practices. The approach 
offers an “intentional therapeutic community” uti-
lizing needed work, done in partnership by mem-
bers and professional staff, as the vehicle for 
furthering the development of connection to oth-
ers, community, and recovery. The tenets of this 
working community, and more recently, the further 
articulation of a process, named “Social Practice,” 
rely on the building of Albert Bandura’s psycho-
logical concept of self-efficacy. The building of 
self-efficacy through meaningful and equitable 
relationships, work, and activity is the foundation 
of methods of Social Practice at Fountain House. 
As such, Fountain House consistently held 
employment, decent housing, and school/educa-
tional success to be the measures of its effective-

2 The term working community ™ was introduced by 
Fountain House to describe its signature approach to sup-
porting its members in recovery from mental illness and 
more recently augmented by further articulation of the 
approach defined as Social Practice by Fountain House.

ness in promoting psychiatric recovery. These 
inherent ideas and a philosophy grounded in 
humane and equitable power attracted, and con-
tinue to attract, widespread imitation around the 
world and have become known as the Clubhouse 
Model. Fountain House is regarded as a pioneer in 
community mental health practice, which fostered 
the goal of social integration a decade before the 
onset of the deinstitutionalization movement.

Its approach to mental health recovery, how-
ever, was not achieved without allies; foremost 
among them are community psychiatrists. It was 
often seen as an anti-psychiatry model but in real-
ity always had significant connections with the 
psychiatric world. Fountain House and commu-
nity psychiatry both came of age during the latter 
half of the twentieth century, sharing the same 
goal: supporting people who suffer from mental 
illness to live and thrive in their community. 
Community psychiatrists provided the initial con-
ceptual and programmatic framework for Fountain 
House. Additionally, faculty members of major 
universities, as well as past presidents of the 
American Psychiatric Association, have served on 
its Board of Directors and Advisory Councils.

 The Beginnings of Fountain House

Fountain House was founded in 1948. It grew out 
of the enterprise of a self-help group of patients 
that formed in Rockland State Hospital, located 
in a suburban community just north of New York 
City. The group had been organized in the early 
1940s by Dr. Hiram Johnson, a supervising psy-
chiatrist, and Elizabeth Schermerhorn, a volun-
teer from a prominent New  York family. Dr. 
Johnson sought to apply the emerging self-help 
approach of the Alcoholics Anonymous (AA) 
movement for these patients (it is speculated that 
the Director of Rockland State Hospital’s, Dr. 
Russell Blaisdell, connection to the newly emerg-
ing AA movement influenced Dr. Johnson).

Thus, Dr. Johnson became one of the first psy-
chiatrists to lead an AA group in the hospital 
(Karlsson 2013). He envisioned patients assisting 
each other in returning to society by replacing 
relationships that were lost or destroyed as a 
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 consequence of the mental illness with newly 
found friendships formed in the hospital. The 
self-help approach serves to mobilize members 
to cope with the challenges of hospital discharge, 
such as in finding housing and jobs.3 By 1944, the 
members of the group called themselves the We 
Are Not Alone Society (W.A.N.A.) and contin-
ued to reach out to ex-patients of Rockland State.

W.A.N.A, although loosely organized, func-
tioned for several years in New  York City but 
then floundered and disappeared. The importance 
of the group to people leaving mental institu-
tions, however, was not lost on Michael 
Obolensky, an ex-patient, and Elizabeth 
Schermerhorn, one of the original founders. By 
1948, Schermerhorn supported a nearby “settle-
ment house,” called Hartley House, to buy a 
brownstone at 412 West 47th Street in Manhattan, 
in order to reorganize W.A.N.A. and create a 
place for its members. The name Fountain House 
was inspired by the brownstone’s architecture, 
which included a fountain located on the patio. It 
was decided that this new social club, which 
would be known as the Fountain House 
Foundation, would be financially led by an out-
side board of directors and operationally by the 
Fountain House Fellowship, involving ex- 
patients. Although a Board of Directors are now a 
requirement for all nonprofit organizations, 
establishing a foundation was the only way to 
establish a board at that time.

Fountain House operated much like a settle-
ment house, that is, it was situated in the com-
munity and offered social and educational 
programs to support its membership after long- 
term psychiatric hospitalization. It immediately 
attracted public attention as a viable framework 
for helping patients successfully leave the institu-
tion. A professional advisory committee includ-
ing Dr. Lawrence Kubie, a prominent psychiatrist 
from Columbia University, and Dr. Russell 
Blaisdell, the Director of Rockland State, guided 
Fountain House to open a series of occupational 
training programs to support social integration 

3 Mandiberg (2010) notes the importance of such relation-
ships, which are currently overlooked in hospital dis-
charge planning for psychiatric patients.

and reentry. In 1949, additional funding from the 
National Mental Health Act of 1946 funded the 
first professional staff at Fountain House. 
However, these early formative years of estab-
lishing a viable organization and training pro-
grams were tumultuous and, by 1955, proved 
unworkable. Public funding was lost, and staff 
began resigning. This emerged as a critical turn-
ing point in Fountain House’s history and one 
that has led the model to what it is known for 
today: inspiring ongoing research, practice, and 
human rights for people living with serious men-
tal illnesses.

At that time, John Beard, soon to become the 
Executive Director of Fountain House, arrived in 
New  York to present his work from the Eloise 
Asylum, located in Detroit, Michigan. Most 
patients with schizophrenia and psychosis at 
Eloise were assigned a grave prognosis and con-
sidered “chronic” with no hope of recovery. John 
Beard’s contributions, however, focused on the 
individual’s ego strengths, which animated the 
rest of his career and approaches at Fountain 
House.

Beard was enthralled by the methods of a 
young psychiatrist, Dr. Arthur Pearce, at Eloise. 
Pearce and other mental health reformers of the 
time were appalled by the conditions of people 
housed in the nation’s asylums. They observed 
that, despite their illnesses, these patients were 
functioning and engaging in daily work; patients 
went out into the fields to pick vegetables, and 
they staffed hospital laundry rooms and kitch-
ens. They hypothesized that normal group activ-
ities done on the ward would support the patient 
regaining ego strength, which they referred to as 
rehabilitation and is now referred to as recovery. 
Accordingly, Beard introduced ordinary 
 activities such as painting, woodworking, play-
acting, mathematics lessons, and even popcorn-
making onto the ward. Pearce and his team 
found that even though most of the patients 
were withdrawn, they were still eager to engage 
in these activities. This perceptible change in 
the patients compelled the attendants and nurses 
to alter their attitudes; they saw their patients as 
capable and the patients, in turn, felt better 
about themselves. This form of milieu therapy 
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could be enlisted to contribute to the recovery of 
people with mental illness.4 The team wanted to 
demonstrate that what they called activity group 
therapy (AGT; Beard et  al. 1958) could be 
applied to even the most withdrawn patients 
who rarely, if ever, left the ward. By linking the 
attendant staff and even the other patients 
together in normal human activities on the ward, 
the team found that such group efforts were con-
structive, empowering, and ultimately transfor-
mative. They concluded that participation in 
AGT resulted in varying degrees of patient 
improvement and broadly summarized their 
success in a paper (Beard et al. 1958) noting that 
“the patient’s new experience in participation 
with others on a basic reality level seems to pro-
mote a process of reinstituting lost ego capaci-
ties; and ‘AGT’ can play an important part in 
facilitating adjustment in the community, 
thereby potentially lessening the probability of 
re-hospitalization” (p. 136).

Beard and other psychiatrists learned that 
despite the illness, patients still possessed 
within themselves the resiliency to take control 
of their lives. Participation in ordinary human 
endeavors contributed to their recovery and staff 
played a crucial role. These insights acquired 
amidst the desolate conditions of a custodial 
mental hospital ward in 1950–1951 accompa-
nied Beard for the rest of his professional career 
and resulted in his recasting of the foundations 
of Fountain House. While not denying their ill-
ness, Beard believed (as have many practitio-
ners) that patients who engaged in purposeful 
everyday activities felt better and were able to 
move on with their lives. It is the main reason 
why members come to a Clubhouse regularly 
(Rice et al., 2020); the non-judgmental social 
environment provides members with a sense of 
community where they engage in something 
from which they derive pride, accomplishment, 
and personal satisfaction.

4 A similar movement was taking place in England with 
the therapeutic community of Maxwell Jones (1953) that 
involved the entire hospital community in contributing to 
the recovery process.

 Fountain House Today

John Beard concluded that the framework of a 
workday organized around meaningful daily 
activities such as preparing food for peers, 
answering the phone, or helping each other 
secure New York city housing post- hospitalization 
would be the organizational scaffolding around 
which the members and staff at Fountain House 
would join together. These practices are what 
constitute the elements of the work-ordered day 
in Social Practice and continue to be the primary 
influence for positive recovery experiences 
among members today (Tanaka and Davidson 
2015). As there is nothing unusual about going to 
work, the notion of designing an AGT environ-
ment around these 9-to-5  h, as is common for 
most everyone in society, was natural. Thus, the 
day program (as it was referred to at the time) 
would feature work as its programmatic center. 
Work at Fountain House became a therapeutic 
application of group activities that supported 
member recovery. It provides as well the ratio-
nale for referring to Fountain House as a “work-
ing community” (Goertzel et al. 1960).

Transformative Design Fountain House today 
differs from its inception mainly in size and 
diversity, not in its central themes and purpose. 
The House conveys an attractive and desirable 
appearance to anyone entering its front doors: 
with a grand staircase, wood-paneled walls, dig-
nified spaces, and state-of-the-art technology. 
The design and appearance, dignified and respect-
ful, are deliberately contrived to challenge the 
expectations of most people upon entering a 
mental health setting.

The Structure The activities of the House are 
organized around a normal 9-to-5 work day with 
an after-hours program in the evenings and on 
weekends and holidays. During weekdays, mem-
bers and staff collaborate on activities that are 
needed to support members in psychiatric recov-
ery. Various work activities are organized into 
groups, called units or departments. Some units 
directly address the interests of members in 
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returning to society through education and 
employment. Fountain House has always 
addressed the social determinants of health by 
offering stable housing and promoting health and 
wellness while helping people get jobs and 
develop careers. The organization also bridges 
the internal and external communities by sup-
porting employment and education through 
engaging in advocacy and community education, 
as well as social activities. Units sustain the oper-
ation of the working community, providing mem-
ber enrollment and orientation, culinary 
operations, horticulture, and research and devel-
opment. Fountain House incorporates members 
into its accounting, fundraising, technology, and 
human resources departments. Fountain House 
also developed methods to address specific popu-
lation needs to better attract and serve young 
adults, seniors, and those who are deaf or hearing 
impaired.5

Members and staff work together in partner-
ship, known in the field as “side by side” in the 
daily routines of the House. The membership 
shares with staff the responsibility and the 
acknowledgment, for its smooth running. While 
member participation in the tasks or activities at 
hand is essential, members are free to choose if 
and how they will participate. Staff are expected 
to reach out and support member involvement by 
engaging members and demonstrating confi-
dence in the members’ abilities, structuring the 
environment with opportunities for meaningful 
involvement, supporting members in taking risks, 
and recognizing their achievements. The real 
integration of members in as many activities as 
possible creates one of the most unique attributes 
of Fountain House. The need to be needed and 
having choice within a collaborative environ-
ment give Fountain House its programmatic and 
structural identity as well as its therapeutic 
punch. Core ethical and quality standards reflect 

5 Additionally, Fountain House operates an international 
training institute, a professional art gallery for member 
artists to sell their paintings, and a rural farm in northern 
New Jersey, providing services for hearing-impaired 
adults and serving young adults with mental illness and 
college re-entry.

collegiality, respect, human rights, and equity. 
Stripped of a medical surrounding and a preoc-
cupation with illness, the workday at Fountain 
House provides an ordinary setting for social 
interaction and personal contributions in which 
the collaboration of staff and members in every-
day activities becomes a transformative event 
that aids in the process of mental health 
recovery.

Fountain House is run by the Executive 
Director, who holds the ultimate responsibility 
for all community operations, and the Board of 
Directors, who exercise fiduciary responsibility 
and provide access to broader resources in the 
community to ensure the organization’s long- 
term sustainability. In addition, as a social agency 
deeply committed to the health and welfare of its 
members, as well as to people suffering from the 
stigma of mental illness worldwide, Fountain 
House attracts numerous individuals who volun-
teer their time to work within its community or 
provide financial support as donors. Today, 
Fountain House has become a large social service 
agency with approximately 1200 active members 
annually and over 70 staff, referred to as social 
practitioners.6

Goals Gainful, competitive employment contin-
ues to be the ultimate goal for Fountain House 
members. However, it was initially recognized 
that development of personal capacity was sim-
ply not enough. Fountain House recognized that 
for many, long-term hospitalization, no recent 
job experiences, and fear and insecurities pre-
vented many from seeking jobs. Thus, John 
Beard drew upon his practice of securing 
 employment for his patients at Eloise Hospital to 
connect with local businesses, allowing for the 
development of a unique method of vocational 
rehabilitation. The vast potential of local estab-
lishments in New York City resulted in the devel-
opment of transitional employment7 in 1958 at 

6 Figures do not include the number of staff separately 
employed in the Fountain House housing program.
7 Transitional employment was an innovation wherein 
Fountain House partnered with employers in establishing 
a temporary position for its members to test out their abili-
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Fountain House. Transitional Employment is a 
method of supporting employment, whereby 
members of Fountain House become employees 
of partnering businesses for 6–9 months. Fountain 
House provides all the training and support and 
coverage by other members or staff, if necessary. 
A variety of entry-level positions are developed, 
and this highly supported opportunity allows 
members to build their confidence and skills prior 
to obtaining competitive employment, if they so 
desire. Fountain House offers a full range of 
employment options including transitional and 
supported employment, member-owned busi-
nesses, and independent social enterprises. The 
latter two are independent entities incorporated 
under New York law. At any one time, Clubhouses 
report that 35% of their membership holds posi-
tions of paid employment. Employment contin-
ues to be a marker of success for Fountain House 
and other Clubhouses, as it represents an ongoing 
testament to the capabilities of people to hold 
down competitive employment despite their 
illness.

The lack of affordable or available housing 
stock in the USA is a major cause of homeless-
ness crises among people with serious mental ill-
ness (see chapter “Psychiatric Care for People 
Experiencing Homelessness”). During the 1950s, 
apartments for members were only affordable if 
they had multiple roommates, and many others 
were forced to live in dangerous single-room 
occupancy (SRO) motels. Keenly aware of the 
lack of affordable housing or the isolation of liv-
ing alone in SRO motels, Fountain House 
responded by expanding into the New York hous-
ing market in 1958 and became one of the first 
mental health programs to provide housing when 
it was considered beyond the mission of depart-
ments of mental health in New  York City. 
Representatives of the organization negotiated 
with landlords and signed leases to apartments in 
various locations around the city. Today, Fountain 
House provides residences and partners with 
housing organizations serving over 500 members 
a year through various levels of supported hous-

ties and establish a work history.

ing. The program ensures that every member has 
a stable living environment, whether in Fountain 
House residences, independent apartment, and/or 
family and friends.

By 1960, under John Beard’s leadership, 
Fountain House established the essential frame-
work providing inroads into the larger society via 
employment, housing, education, and the daily 
work of operating the organization. In this model, 
each component was integral to the others within 
the context of a working community setting.

Foundational Elements of a Fountain House 
Community Although Fountain House estab-
lished itself around the construct of AGT and 
designed itself around the cultural and societal 
notions of a workplace, it is not a conventional 
setting. There is no manufacturing, market prod-
uct, or service for the general public. For those 
who have often lost personal and professional 
relationships as a consequence of their illness 
(Beard et al. 1958), Fountain House is a working 
community, a place where members can engage 
in meaningful activities and regain their sense of 
self and sense of community (Carolan et al. 2011; 
Sarason 1974); it is the treatment that counteracts 
social isolation and idleness. With staff and mem-
bers as partners in the process, Fountain House 
recreates a social ecology supportive of member 
recovery (Doyle et al. 2013).

Several key principles operationalize such an 
outcome. Fountain House features a normalized 
work environment in which the need for member 
participation (the need to be needed) becomes the 
catalyst that operationalizes the collaborative 
nature of the endeavor and empowers its mem-
bers to participate in their own recoveries. At the 
same time, Fountain House is wholly built upon 
member choice and creates a concrete setting 
wherein the fundamental insights of such theo-
rists as Deci and Ryan (1985) into the power of 
personal choice in fostering self-identity and 
self-actualization are substantiated. As Deci 
(1995) has described:

The main thing about choice is that it engenders 
willingness. It encourages people to fully endorse 
what they are doing; pulls them into the activity 
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and allows them to feel a greater sense of volition; 
it decreases their alienation. (p. 34)

In effect, Fountain House shifts the focus of treat-
ment of those with mental illness from patient 
pathologies and recipients of care and services to 
individuals with their own agency and an identity 
beyond that of their illness. Finally, Fountain 
House calls for a shift in the power arrangements 
between the professionals and patients, requiring 
those with power to join on an equal footing, side 
by side, with those who are systematically denied 
such status. It expects mental health staff workers 
who are accustomed to working arrangements 
based on hierarchy and specialization to shift to a 
framework based on mutuality and collaboration. 
In this respect, as a working community in which 
recovery is the result of normalized staff and 
member relationships, Fountain House offers a 
professional alternative to the more typical care-
taking or patriarchal role more often the norm in 
the treatment of mental illness, that is, members 
and staff of Fountain House engage in the opera-
tions of the House in partnership, working side 
by side.

Replicating Fountain House Fountain House 
is the essence of John Beard’s original approach 
to mental health advocacy. It held a powerful 
demonstrative payoff and presented a visible 
statement of the inherent worth and health of 
people suffering from mental illness. If the mem-
bers of Fountain House were perceived as doing 
normal things, then society would be forced to 
acknowledge they were not just “sick.” By its 
very existence, Fountain House would challenge 
the prejudices and stigmas associated with men-
tal illness and demand a reevaluation of how 
people with mental illness were perceived and 
treated.

However, a demonstration approach to wide-
spread diffusion proved insufficient. Despite its 
national reputation and hundreds of visitors 
annually, Fountain House remained practically 
alone in its way of working (a handful of places 
modeled after its design were started by former 
employees), until 1977. At that time Beard 

responded to a proposal from the National 
Institute of Mental Health (NIMH) to develop a 
training program for those seeking to improve the 
lives of the mentally ill in the community. 
Training was centered on the principles and stan-
dards of developing and operating a Fountain 
House Clubhouse Model, thus began what 
became at the time the most successful training 
effort ever underwritten by NIMH (Propst 1997). 
The diffusion of the model entered into a new 
phase in 1987 when Fountain House, in collabo-
ration with Clubhouses throughout the world, 
defined a set of International Clubhouse Model 
Standards (1990) that codified the practice of the 
model after Fountain House’s innovative insights. 
Teams of Clubhouse members and staff com-
prised accreditation review teams. Accreditation 
was designed to ensure the standardization of the 
model and quality assurance. These efforts were 
initially funded through grants and foundation 
supports, and the process includes a self-study, 
onsite visit by a faculty review team, preliminary 
report, and final determination made by the 
accrediting body, Clubhouse International. 
Within 20 years of the initial training grant, over 
300 programs were accredited throughout the 
world.

Many individuals with serious mental illness 
continue to live in isolation (Dell et  al. 2019; 
Prince et al. 2018), are overrepresented in home-
lessness statistics (Kuno et  al. 2000) and incar-
cerations (DeMartini et al. 2020; Huxter 2013), 
and have well-established lower life expectancy 
rates than the general population (Hayes et  al. 
2012). In 2016, the World Health Organization in 
collaboration with Fountain House increased 
awareness on the excessive mortality rates among 
this population, emphasizing that people with 
severe mental disorders on average tend to die 
10–25 years earlier than the general population 
and do not receive the same quality of physical 
care as the general population (WHO 2016). 
Employment, a criterion of success, continues as 
a major barrier to social integration with unem-
ployment running seven to eight times higher 
among people suffering from serious mental ill-
ness than the rest of the population (Marwaha 
and Johnson 2004; Mechanic et  al. 2002; 
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Milazzo-Sayre et al. 2001). There is also emerg-
ing evidence supporting that programs meeting 
health and social service needs are more effective 
than programs aimed at improving cognitive 
functioning among serious mental illness popula-
tions (Gabrielian et al. 2020). Therefore, Fountain 
House Clubhouse models offer solutions for this 
disparity and support the collaboration between 
physicians and Clubhouse social practitioners to 
advance community mental health. Many of the 
leading causes of death among this population 
are modifiable (Dickerson et al. 2018).

Yet, funding for mental health continues to 
represent a bifurcated system where funding for 
general hospitals comes at the expense of 
community- based treatment programs. The prob-
lem is further exacerbated by the fact that patients 
must travel to a variety of agencies in order to get 
the help they need and, all too often, get lost in 
the process. What is missing is an adequate and 
flexible funding stream from both national gov-
ernments and local municipalities. In America, 
traditional funding of medical services provided 
by Medicaid or Medicare is structured at its heart 
for hospital and medical treatment and not 
community- based services which encompass a 
much more comprehensive approach.

 The Void in the Community Mental 
Health Service System

For those who do receive treatment, it primarily 
consists of psychiatric services and case manage-
ment, covered by Medicaid and commercial 
insurance. The vast majority of people suffering 
from some form of serious mental illness meet 
with their psychiatrist once a month or less, pri-
marily for medication review. This state of affairs 
is no different from the concerns of 45 years ago, 
when a federal report called for improvements in 
community-based supports for people discharged 
from mental hospitals (US Comptroller General 
1977; US Accounting Office, 1977). Despite the 
intervening decades, society offers only limited 
support in managing the illness to those living 
outside of a mental health hospital. Case manage-
ment (Rubin 1991) seeks to link “the client to the 

maze of direct service providers” (p. 5). The link-
age is primarily to disability and medical bene-
fits, housing, medical and psychiatric services, 
and vocational specialists. This linkage is neces-
sary, but not sufficient (see chapter “Case 
Management and Assertive Community 
Treatment”).

Fountain House combines aspects of both the 
case management and self-help models in psychi-
atric rehabilitation services while offering a 
choice to people who are regularly denied entry 
into the job market, reflecting the basis of empow-
erment within the consumer movement. It fea-
tures a clear professional role as a “social 
practitioner” that fuses staff collaboration with 
member empowerment (see section “Future 
Implications”) in creating a community of psychi-
atric rehabilitation and recovery. Most impor-
tantly, Fountain House combats the fragmentation 
in services that has resulted from deinstitutional-
ization by providing a comprehensive and holistic 
social framework within which all the services 
needed that directly address the major stumbling 
blocks to success in deinstitutionalization—
homelessness, unemployment, and school fail-
ure—with the availability of general and mental 
health treatment as described later in this chapter.

 Model Effectiveness

Early Fountain House studies were mostly anec-
dotal with transcriptions of conference event 
speeches and shared lived experiences solidify-
ing a movement called recovery. The effective-
ness of Fountain House as psychiatric 
rehabilitation is empirically grounded in support-
ing gainful employment among people living 
with mental illness. The employment model is 
characterized by a three-tiered developmental 
approach: transitional employment, supported 
employment, and competitive (independent) 
employment. Using a team-based (social practi-
tioner, psychiatrist, vocational sites) approach, it 
supports member-driven interest toward full 
employment independence. Overall, randomized 
controlled studies in employment approaches for 
serious mental illness reveal similarities and dif-
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ferences between various approaches to employ-
ment outcomes—each with their own strengths 
and weaknesses. While supported employment 
was deemed a standalone evidenced-based prac-
tice (see chapter “Supported Employment”) long 
before Fountain House achieved the same status, 
the Clubhouse employment model allows people 
to experience various employment supports 
including job coverage and transitional and sup-
ported employment. Furthermore, outcome stud-
ies consistently demonstrate that members of 
Clubhouse earn more money, have greater job 
tenure (Macias et  al. 2006), and report higher 
quality of life in social and financial domains of 
their life when compared to consumers in 
Assertive Community Treatment (ACT) models.

Fountain House and other accredited 
Clubhouse programs continue to demonstrate 
robust employment outcomes as a measure of 
social integration among people living with seri-
ous mental illness (Gold et al., 2016). In addition, 
randomized control trials demonstrated reduc-
tions in hospitalization recidivism rates as com-
pared to other community models (Di Masso 
et al. 2001). With the widespread adoption of the 
Fountain House model of psychosocial rehabili-
tation in many US states and countries, the model 
became a beacon of hope for both practitioners 
and consumers alike. Program costs compared 
favorably to those of partial hospitalization pro-
grams, with lower Medicaid costs and better clin-
ical outcomes (Plotnick and Salzer 2008; 
Solís-Román and Knickman 2016).

Apart from the early studies focused on 
employment and rehospitalization, researchers 
examining aspects of the model from a recovery 
perspective find effectiveness of the model 
impacting many psychosocial domains. People 
value recovery-oriented services that recognize 
capabilities and strengths and offer a place to go 
(Rice et al., 2020).

Over the course of 20  years, the study of 
Clubhouse models has been subject to empirical 
inquiry and fall within the following outcome 
domains: (1) employment; (2) hospitalization, 
(3) education, (4) housing, (5) social support, (6) 
mental health recovery, and (7) utilization. For 
example, among the social support domain, 

Clubhouse members with psychosis spectrum 
disorders generally report more people in their 
support network than what is reported in other 
studies (Pernice-Duca 2008). Given the interna-
tional standards on accreditation, cross-cultural 
studies also serve as important markers of evi-
dence. For instance, interpersonal relationships 
and perceived stigma were assessed between a 
“Clubhouse” in South Korea and a “Skills Only” 
training psychiatric rehabilitation program. 
Participants in the Clubhouse group reported sig-
nificantly lower perceived stigma and signifi-
cantly higher quality of life and interpersonal 
relationship scores than did the recipients of the 
rehabilitation skills training model (Jung and 
Kim 2012).

Taken together, these studies demonstrate the 
effectiveness of the model, yet more research is 
needed. The early studies constitute the basis for 
expansion, with some of the greatest adopters 
located in Scandinavia, Korea, Canada, and Italy. 
In a recent review, McKay et al. (2018) examined 
outcomes among all studies to be associated with 
methodological rigor. Randomized control stud-
ies support the efficacy of the model by promot-
ing employment, reducing psychiatric 
hospitalization, and improving quality of life; 
quasi-experimental and observational studies 
offer moderate support in educational outcomes 
and in improving the quality of social relation-
ships and the number of social connections. In 
another methodological review, Battin et  al. 
(2016) synthesized studies that affirm moderate 
effect sizes for quality of life, employment, and 
re-hospitalization rates but lower effect sizes for 
studies examining symptomology or social 
functioning.

 Future Implications

Fountain House has adopted new language to 
reflect the practice of supporting member recov-
ery in the Clubhouse environment. Social Practice 
defines the method used in the Clubhouse setting 
to create enriching opportunities and recovery 
experiences through an ongoing partnership 
between the social practitioner and the member. 
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Social Practice uses elements of the environment 
and qualities of the interpersonal relationship to 
support goals, personal understanding, and 
recovery (Rice et al., 2020). The social practitio-
ner role denotes a professional partnership 
between staff and the member to cultivate a rich 
social and meaningful experience.

Fountain House has a long history of inviting 
ongoing academic endeavors with educational 
institutions. A curriculum to educate emerging 
community psychiatrists and other healthcare 
providers on the philosophy of Fountain House 
and the Clubhouse Model, the methods, and the 
outcomes is in the late stages of development. 
The aim of this project is to diffuse the Clubhouse 
model to professionals in hopes of partnering and 
raising awareness to address the ongoing crisis in 
mental health treatment.

 Clubhouses Working 
with Community Psychiatry

Due to the disproportionate numbers of health 
and mental health comorbidities, such as diabe-
tes, hypertension, obesity, and cellulitis, there 
was an urgency to incorporate a primary care 
physician. During the 1990s, Fountain House 
developed a relationship with a local community 
hospital on the westside of Manhattan to deliver 
onsite psychiatric services for a new type of resi-
dence for formerly homeless men and women 
with serious mental illness. Psychiatrists recog-
nized the disproportionate number of health and 
mental health comorbidities. By the late 1990s, 
the Fountain House Medical Director, Dr. Ralph 
Aquila (Aquila et al. 1999), formed a relationship 
between Fountain House and community psy-
chiatrists, leading to the initiation of the first inte-
grated care clinic known as the “Store-Front” or 
“Health Home,” and then later referred to as the 
“Rehabilitation Alliance.”

The Rehabilitation Alliance integrated both 
psychiatry and primary care with the Fountain 
House community, adopting a truly “patient cen-
tric” culture and focusing on the social determi-
nants of health (e.g., housing, employment, 
integration) long before these priorities became 

commonly encouraged. The clinic evolved into 
the Sydney Baer Clinic by 2011 and touted by the 
then New  York State’s Health Commissioner, 
Nirav Shah, as “on the leading edge of 
innovation.”8 A team involving psychiatry, pri-
mary care, and Clubhouse community members 
as a whole oversees the goals of employment, 
wellness, housing, and education as mutually 
supportive and vital to the long-term health and 
recovery of the member. In most instances 
Fountain House social practitioners (e.g., staff, 
social workers) who see members on a daily 
basis are in a unique position to collaborate with 
doctors to support improvements in members’ 
health and well-being and likely to signal signs of 
physical health conditions. This alliance has 
resulted in the timely detection and treatment or 
prevention of major medical conditions, such as 
diabetes and heart disease. In addition, the 
Clubhouse community promotes the health and 
wellness of each member in various ways, includ-
ing supporting weight management, smoking 
cessation, better nutrition, and exercise (McKay 
and Pelletier 2007). This model affords benefits 
to both members and medical professionals. 
Attracting medical professionals and general 
practitioners to devote a portion of their practice 
to serving people with serious mental illness, 
Fountain House’s emphasis on recovering in a 
community is strength-based, values autonomy 
and choice and is situated in a safe environment 
(Herman et al. 2005). This collaboration nested 
in a community of professional and peer support 
honors the legacy of the role of psychiatry and 
importance of peer community in the endeavor of 
integrating the whole person.

Yet for wider adoption of these Fountain 
House programs, a consistent and extensive fund-
ing stream must be developed. Funding for 
Fountain House has relied on a combination of 
state and city contracts, along with some and pri-
vate funds. Other Clubhouses in the USA are 
either nearly 100% Medicaid funded, 100% state 
contract funded, or, in few cases, almost com-

8 Nirav Shah Shah, N. R., MD, 2011. From a transcript of 
remarks at the opening of the Sidney Baer Center at 
Fountain House New York, June 14, 2011
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pletely privately funded. Each of these approaches 
limits the scope of necessary activities. For 
instance, medical and vocational services over-
lap, as well as a myriad of other interventions 
(e.g., housing, social interventions); thus, 
Fountain House programs do not fit neatly into a 
US Medicaid/Medicare funding stream. Programs 
that creatively use this medical funding can be 
limited in their scope of services, which leads 
them to provide additional services for free or not 
at all. In contrast, Scandinavian countries 
(Norway, Sweden, Denmark, and Finland) 
receive ongoing national and city contracts from 
the social funds to primarily fund programs.

The authors propose a modest funding for-
mula for effective Clubhouse programs, a combi-
nation of both state and city contracts to support 
base operations, complemented by limited 
Medicaid and private grant funding. This combi-
nation connects the program to the community 
by tying funds to local city and state governments 
to address social issues such as homelessness, 
food insecurity, and employment. Private and 
grant funding connect these models to business 
and philanthropic communities to support the 
mental health of their larger community. 
Clubhouses in mid-size cities such as Cleveland 
(Magnolia House) and Worcester serve as models 
of blended funding streams with large budgets. If 
the approach is to become a major part of the 
community mental health system in the future, it 
will take this level and type of financial commit-
ment from the city, state, and federal 
governments.

 Conclusion

Fountain House began with a belief in the funda-
mental resiliency of the human spirit. It continues 
to operate under this belief. At Fountain House, 
recovery is translated into living in a permanent 
home, finding and keeping a job, and enjoying 
friends and peers. The hope, self-efficacy, empow-
erment, and supportive relationships that define 
the recovery-oriented approach are all integrated 
into the working community through relationships 
with peers and social practitioners. Empirical 

studies in the core elements, methods, and out-
comes of Clubhouse programs worldwide empha-
size robust employment and socialization 
outcomes (Carolan et al. 2011; Battin et al. 2016; 
Gold et  al. 2016), reduced hospitalization rates 
(Di Masso et al. 2001), improved quality of life 
(Jung and Kim 2012; McKay et  al. 2018), and 
proved that sense of community is an essential 
method in the Clubhouse milieu (Herman et  al. 
2005). People come to the Clubhouse for struc-
ture, activity, and ultimately for meaning (Rice 
et al., 2020). Harnessing this motivation is crucial 
to meeting each person where they are at and 
offering ways to partner with them and others to 
support psychosocial goals (Kinn et al. 2018).

Fountain House achieved this framework with 
therapeutic pioneers who inspired its constituent 
structures. It expresses in practice the person- 
centered, strengths-based approaches of modern 
architects of positive psychology such as Rogers 
(1986) and Maslow (1943) and prefigures by 
decades the critical importance of Deci and 
Ryan’s self-determination theory (1985) in a 
recovery paradigm. Ultimately, the first executive 
director, John Beard, applied these therapeutic 
approaches into a framework that can be easily 
embedded in the structure of society in the USA 
and worldwide.
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Service Coordination and Health 
Homes

Joseph J. Parks

 Introduction

Care coordination and care management are nec-
essary due to the poor health outcomes and sub-
sequent increased mortality, morbidity, and costs 
that occur in its absence. During the past 
10–15 years, there has been a steady accumula-
tion of data that indicates that individuals with 
more serious mental health conditions are at 
more risk for comorbidities, have higher rates of 
morbidity and mortality (Colton and 
Manderscheid 2006; Parks et al. 2006; Lutterman 
et al. 2003; Daumit et al. 2010), and have higher 
costs and poorer outcomes than individuals with 
either no mental illness or less serious mental ill-
nesses. Individuals with serious mental illness 
have a high lifetime prevalence of co-occurring 
substance use disorder (SUD), which is additive 
to risk of poor health. Over half of these individu-
als have other physical illnesses in addition to 
their mental health concerns (Jones et al. 2004; 
Sokal et al. 2004). While primary care has been 
referred to as the “de facto mental health system” 
in the United States (Fondow et al. 2015), litera-
ture examining visit patterns for this vulnerable 
group suggests individuals with SMI are less 

likely than the general population to use tradi-
tional primary medical care even if they have 
access to it (Mental Health America 2007; 
Morden et  al. 2009). Clearly, these poor out-
comes related not only to the simple presence of 
comorbid conditions but also to lack of access to 
and participation in receiving effective health 
care for these conditions. Based on all of the 
above, it is fair to say that co-occurring health 
conditions are an expectation, not an exception, 
in the population of individuals with serious 
mental illness (SMI).

The population of individuals with serious 
mental illness is overrepresented among the 
highest- cost utilizers of health dollars in two dif-
ferent ways. First, the general medical health (not 
behavioral health) costs for the population of 
individuals with serious mental illness are dra-
matically higher than those of their non-seriously 
mentally ill peers (Melek et al. 2018). This is due 
to both the prevalence of comorbidity and the 
greater likelihood of receiving health services in 
emergency rooms and hospital settings rather 
than in less costly and more effective primary 
care settings. Comorbid serious mental illness is 
overrepresented in the high health utilizer popu-
lation in a general health population (particularly 
Medicaid), with some studies reporting that 
75–80% of individuals who are Medicaid “high 
utilizers” have a co-occurring SMI, most com-
monly depression (because it is the serious men-
tal illness with the highest population prevalence) 
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(Ford et  al. 2004; Bartels et  al. 2003). Second, 
individuals with the most serious mental illnesses 
are more likely to experience adverse social con-
ditions (e.g., homelessness) that also negatively 
impact health outcomes and costs.

There are several major features in care as 
usual that must be addressed in order to make 
significant progress (Parks et al. 2006):

 1. No locus of accountability for health and 
behavioral health costs and outcomes for the 
whole individual across all health conditions. 
The current finance system design generally 
has separate administrative structures, for 
planning, evaluating, and improving health 
services and behavioral health services both at 
the state and local levels. In many state and 
local systems, substance abuse service 
accountability and mental health services 
accountability are also disconnected (Parks 
and Minkov 2015). Subsequently individual 
providers are not held responsible and are 
incentivized to be accountable for care and 
outcomes for the whole individual across all 
health outcomes.

 2. Difficult access to primary care for individu-
als with behavioral health conditions. 
Individuals with SMI (particularly those who 
have co-occurring substance use conditions) 
are not usually viewed as priority patients to 
be welcomed into primary care settings, even 
those which concentrate on serving public 
sector populations (such as federally qualified 
health centers, rural health centers, or com-
munity health centers). Individuals with sig-
nificant psychiatric disabilities and/or those 
whose illness results in challenging symptoms 
or behaviors (e.g., people with persistent psy-
chotic conditions) are often labeled as “mis-
fits” in primary health settings because they 
exhibit “difficult” behavior in the waiting 
room or in interaction with medical person-
nel. For this reason, primary health settings 
may not make the extra effort to facilitate 
access and engagement for the individuals 
with more serious combinations of health and 
behavioral health conditions, which need that 
access the most.

 3. Challenges participating in care. Even when 
individuals with behavioral health conditions, 
particularly those with associated psychiatric 
disabilities, have access to care, they have sig-
nificant challenges in participating in their 
behavioral health and general medical care. 
These challenges may range from failure to 
keep appointments, to difficulty attending to 
routine preventive health recommendations 
(e.g., colonoscopies, PAP smears), to diffi-
culty adhering to medical recommendations 
for the treatment of chronic disease. In addi-
tion, research from the Adverse Childhood 
Experiences Survey (ACES) data on the 
impact of early life trauma on the onset of 
both chronic medical conditions and chronic 
mental illnesses indicates the likelihood that 
many individuals with SMI have traumatic 
histories that further contribute to poor out-
comes, as well as creating challenges in devel-
oping trusting and successful relationships 
with their caregivers. Finally, individuals with 
SMI are at higher risk for having challenges in 
other domains—“the social determinants of 
health.” They are more likely to be homeless, 
impoverished, incarcerated, and in 
“unhealthy” living environments, all of which 
can make attending to medical recommenda-
tions particularly challenging.

 4. Lack of routine coordination and partnership 
between SMI BH settings and primary health 
providers. Specific examples of lack of coor-
dination may include one or more of the fol-
lowing: no routine protocol for insuring all 
SMI clients have a primary care provider, that 
they have signed a release of information, 
and/or that there has been direct communica-
tion between mental health prescribers and 
primary health providers to discuss coordina-
tion of care; lack of routine transmission of 
records of primary care visits to behavioral 
health providers; and/or lack of easy access to 
behavioral health telephone consultation for 
the primary care provider to ask questions or 
to problem-solve regarding a challenging 
shared patient (which would be more routine 
with other specialties) (Parks and Pollack 
2004).
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Care coordination and care management are 
the major tools currently available for addressing 
the discontinuities described above in treatment 
as usual care.

Care management is a relatively resource- 
intensive strategy that is most effective when 
used with particularly complex patients with 
chronic conditions. The care manager uses data 
to select patients with high utilization of avoid-
able services, such as emergency room visits and 
inpatient hospital admissions, and uses data to 
determine actionable care gaps to reduce this 
level of intervention in the future. The program 
enrollees are analyzed as a population to identify 
their common characteristics (e.g., particular 
diagnoses, comorbid mental health and substance 
use conditions, chronic pain, polypharmacy), 
which allows for identification of patient-specific 
actionable issues. Care management typically 
includes a health risk assessment, followed by 
educating patients about their conditions and 
how to manage them, and recommended best 
treatments. The main work in care management 
consists of identifying care gaps and remediating 
them (Parks 2015).

Both managed care companies/payers and 
healthcare provider organizations undertake care 
coordination and care management activities. 
When performed by a payer, care coordination 
and care management are usually done by a 
group of clinicians and their assistance who are 
separate from the utilization management team 
and function. The interventions more frequently 
involve interaction with providers than directly 
with the patient and only very rarely involve an 
ongoing in-person interaction with the patient 
and staff providing care coordination/care 
management.

In addition, behavioral healthcare manage-
ment and care coordination are often combined 
with community mental health case management 
which identifies and addresses social determi-
nants of health impacting the cost of care. 
Community mental health case management 
(CMHCM) is an ongoing individual relationship 
between a (usually) bachelor’s-level case man-
ager providing primarily direct face-to-face 
assistance in home or in various community set-
tings and the patient. The case manager assists 
with maintaining housing, eligibility for various 
benefits, activities of daily living, and adherence 
to medication, as well as coordinating care 

Care coordination has no consensus 
definition. A recent systematic review iden-
tified over 40 definitions of “care coordina-
tion.” The systematic review authors 
combined the common elements from 
many definitions to develop one working 
definition for use in identifying reviews of 
interventions in the vicinity of care coordi-
nation and, as a result, developed a pur-
posely broad definition: “Care coordination 
is the deliberate organization of patient 
care activities between two or more partici-
pants (including the patient) involved in a 
patient’s care to facilitate the appropriate 
delivery of health care services. Organizing 
care involves the marshalling of personnel 
and other resources needed to carry out all 
required patient care activities and is often 
managed by the exchange of information 
among participants responsible for differ-
ent aspects of care” (McDonald et  al. 
2007).

Care management has no consensus 
definition. Care management is inclusive of 
care coordination but also has the goals of 
providing cost-effective and non-duplica-
tive services. Care management activities 
include identification, stratification, and 
prioritization of health risks, interdisciplin-
ary team-based care, patient engagement, 
and utilization of guidelines to implement 
evidence-based practices. Care manage-
ment commonly focuses decreasing on 
underutilization of high value, low-cost 
interventions (Center for Health Care 
Strategies 2007).
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between healthcare providers and attending clinic 
visits resulting in substantial reductions in the 
total cost of care (Parks et al. 2010).

When provided by payers, the cost of the 
internal teams providing the services is funded by 
a portion of their capitation rate or premiums. 
When healthcare providers are performing care 
coordination and care management, there is a 
broad array of payment methodologies including 
per member per month (PMPM) capitated pay-
ments for specific care management services, 
perspective payments (PPS), and fee-for-service 
bundled payments.

Healthcare screening and the management of 
chronic medical illness have gotten little atten-
tion for individuals with SMI inside BH care set-
tings. As we shall discuss below, the past 5 years 
has seen steady growth and development in pri-
mary care capacity within behavioral health set-
tings serving individuals with SMI. The 
SAMHSA-HRSA PHBHI grantee program has 
funded nearly 100 such programs over this time 
period, and many more programs have been 
developed without such grant funding (see 
SAMHSA PBHCI Program, http://
www.integration.samhsa.gov/about-us/pbhci). 
Some states, like Missouri (see below), have 
developed incentives and funding for the devel-
opment of certified behavioral health homes in 
mental health centers statewide (Parks 2015; 
Townley and Takach 2012). While this movement 
is growing, embedding primary care where indi-
viduals with SMI receive BH services is still the 
exception rather than the rule.

 Collaboration and Information 
Sharing

The more that primary care (PC) and behavioral 
health (BH) providers work together in a true 
collaboration with the patient at the center, the 
more likely the care will be successful. 
Information sharing is an important starting 
place, and electronic health record platforms 
may facilitate that sharing. However, if the infor-
mation in the record is not reviewed, and if the 
practitioners don’t talk to each other to coordi-

nate efforts and provide consistent messaging to 
the patient, electronic information sharing alone 
will not be productive. Further, care coordina-
tion means more than just taking people to 
appointments. Care coordination requires PC 
and BH practitioners to communicate about both 
sets of issues and to work as partners to help the 
patient and family understand recommendations 
and participate successfully in care, in the face 
of significant challenges of all kinds (which—as 
noted above—are more likely to be present in 
individuals with SMI). When this coordination 
happens in a person-centered or patient-centered 
fashion, the outcomes are much more successful 
(SAMHSA-HRSA 2012. HHS publication num-
ber pending 2012 – Resource Guide for Person-
Centered Planning).

 Information Sharing Technology 
and Confidentiality
Sharing information across multiple healthcare 
providers is the backbone intervention of care 
coordination. The most common barrier is incor-
rect and inappropriately restrictive interpreta-
tions of the confidentiality requirements of 
HIPAA and 42 CFR part 2. Absent specific state 
regulations to the contrary, the Federal HIPAA 
requirements allow not only sharing information 
between treatment providers without patient con-
sent but even over patient objections unless the 
agency has adopted a policy to honor such objec-
tions (45 CFR 164.522(a)).

In July 2020, the substance abuse confidenti-
ality rules under 42 CFR part 2 were amended in 
a new final rule. While patient consent is still 
required to share treatment information, that con-
sent no longer has to be specific to a particular 
individual and can include organizations or even 
broad categories of healthcare providers. 
Re-disclosure of information obtained from a 
part 2-covered entity but now part of another 
medical record is no longer prohibited. Effective 
and efficient care coordination requires that 
healthcare organizations and individual treatment 
providers do not operationalize HIPAA and 
42CFR part 2 regulations in a manner that is 
more restrictive than the regulation’s actual 
requirements.
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More people are harmed by failure to exchange 
information to coordinate care than are harmed 
by an inappropriate release of information. 
Jessica Grubb died in 2016 at age 30 from an 
overdose of oxycodone after being prescribed the 
medication at discharge from a hospital follow-
ing surgery. Despite letting doctors know she was 
in recovery from opioid addiction, the informa-
tion was not listed on her chart. The Protecting 
Jessica Grubb’s Legacy Act was passed as part of 
the Coronavirus Aid, Relief, and Economic 
Security Act (CARES Act) and became law on 
March 27, 2020. The Legacy Act modifies 42 
U.S.C. § 290dd-2, the statute on which the 42 
CFR part 2 substance use treatment privacy rule 
is based, aligning it more closely with the privacy 
and security regulations under the Health 
Insurance Portability and Accountability Act 
(HIPAA). It also supports the ultimate goal of 
consent—that any person be able to easily share 
his or her health data with their healthcare pro-
viders if they so desire. The Legacy Act also 
includes heightened privacy restrictions on use of 
SUD data in legal, administrative, and legislative 
proceedings and an unprecedented set of antidis-
crimination protections related to SUD health 
records. The new legislation substantially modi-
fies current 42 CFR part 2 requirements as 
follows:

A patient may, if they choose to do so, sign a 
consent to allow their SUD treatment to be used 
or disclosed records for the purposes of 
Treatment, Payment and Health Care Operations 
(TPO) under HIPAA. This permits the redisclo-
sure of part 2 health data, in accordance with 
HIPAA

• Heightened prohibitions on use of part 2 data 
in criminal and civil proceedings

• Stronger anti-discrimination protections
• More stringent penalties and violation 

enforcement under HIPAA

At the time of this publication, SAMHSA has 
not yet promulgated rules implementing the 
changes 42 CFR part 2 in the CARES act. These 
changes when implemented should substantially 
improve coordination of care for persons with 

SUD while simultaneously strengthening the 
protections against misuse of SUD treatment 
information.

 Population Management Data 
and Tracking
An advanced approach to care coordination 
involves collecting good population management 
data and having the capacity to track the popula-
tion, whether through disease-specific registries 
(for basic monitoring) or capturing cost and utili-
zation for more complex populations, as refer-
enced above. Care coordination and care 
management are much more labor intensive and 
inefficient without the use of disease registries or 
data analytics. For individuals with SMI, a basic 
step is to track how many individuals served have 
a primary care provider, have seen the provider, 
and have a chronic health condition requiring 
ongoing integrated attention (regardless of diag-
nosis). This core data in a BH setting serving the 
SMI provides a “baseline” for developing care 
coordination and care management capacity 
throughout the organization. Further, it is impor-
tant to recognize that unmet or under-met BH 
needs are a key contributor of poor health out-
comes, including high utilizers of medical ER 
and inpatient services. Most of these individuals 
have SMI. Therefore, tracking health utilization 
costs across the SMI population provides a valu-
able database for population management within 
any clinic, as well as providing an opportunity to 
demonstrate cost-effectiveness of integrated 
wraparound interventions targeted to that 
population.

 Advanced Models of Care 
Coordination

The medical/health home model was originally 
proposed by pediatricians and family medicine 
physician groups. In 1967, the American 
Academy of Pediatrics’ (AAP) standards of child 
health care proposed the medical home as “one 
central source of a child’s pediatric records to 
resolve duplication and gaps in services that 
occur as a result of lack of communication and 
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coordination.” The American Academy of Family 
Physicians (AAFP), American College of 
Physicians (ACP), American Academy of 
Pediatrics (AAP), and American Osteopathic 
Association wrote the Joint Principles of the 
Patient-Centered Medical Home, stating that 
patient-centered medical homes (PCMH) should 
have seven characteristics:

 1. A personal physician
 2. Physician-directed medical practice
 3. Whole-person orientation
 4. Coordinated care
 5. Quality and safety
 6. Enhanced access
 7. Adequate payment

In 2008, the Department of Health and Human 
Services (HHS) developed a conceptual model of 
the medical home, including service domains, 
training requirements, financing, policy, and 
research. It intended for the model to lower health 
care costs, increase quality, reduce health dispari-
ties, produce better outcomes, lower utilization 
rates, improve compliance with recommended 
care, and coordinate medical and social services 
required by the individual across the lifespan. 
The National Committee for Quality Assurance 
used this model to develop its medical home rec-
ognition program (Centers for Medicare and 
Medicaid Services 2010).

Since then, several major payment mecha-
nisms for provider-based care coordination and 
care management have been implemented pre-
sented in the date order they became available.

 Primary Care Case Management 
(PCCM)

In 1981, the 97th session of Congress enacted the 
Omnibus Budget Reconciliation Act (OBRA) 
which allowed state Medicaid programs to imple-
ment risk-based managed care programs as well 
as PCCM, pending HCFA (now known as CMS) 
waiver approval. The state had to meet two 
requirements in order to be granted HCFA 
approval. The case management restrictions must 

not “substantially impair access” to primary care 
services of “adequate quality where medically 
necessary”; and the case management restrictions 
must be “cost-effective.” PCCM incorporates 
aspects of both managed care and FFS.

In a PCCM program, each enrollee is assigned 
to a designated primary care provider (PCP) who 
is paid a monthly case management fee to assume 
responsibility for care management and coordi-
nation. Individual providers are not at financial 
risk and continue to be paid on an FFS basis for 
covered services. States can determine which 
types of providers can serve as PCPs, for exam-
ple, a general practitioner, family physician, 
internist, obstetrician gynecologist, pediatrician, 
or, at state option, physician assistant, nurse prac-
titioner, or certified nurse-midwife. Many states 
use PCCM as an alternative to comprehensive 
managed care in areas where plans do not operate 
(e.g., rural areas) or for Medicaid populations 
with complex healthcare needs. In 2020, 12 states 
have PCCM programs making PMPM payments 
for care coordination and care management.

State Medicaid programs have implemented 
delivery systems expanding on traditional pri-
mary care case management programs, many 
focusing on high-cost, high-user beneficiaries 
(not limited to specific diagnoses). While many 
of these models are physician-based, there is a 
growing movement toward interdisciplinary, 
team-based approaches. Services such as care 
coordination and follow-up, linkages to social 
services, and medication compliance are

reimbursed through a “per member per month” 
structure. Prior to the ACA, states have already 
been using the authority in other sections of the 
Social Security Act, such as section 1932(a) of 
the Act and full-risk managed care plans and 
demonstrations approved under section 1115 of 
the Act to implement their medical homes.

 Health Homes for Chronic 
Conditions (Section 2703 of ACA)

On January 1, 2011, the state option to provide 
health home services to Medicaid beneficiaries 
with chronic conditions became effective. This 
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option offers the opportunity for behavioral health 
provider organizations to become health homes 
for the people they serve. Federal health home 
guidance lays out service requirements stemming 
from the ACA and “well-established chronic care 
models”. The required services include:

• Each patient must have a comprehensive care 
plan.

• Services must be quality-driven, cost- 
effective, culturally appropriate, person- and 
family-centered, and evidence-based.

• Services must include prevention and health 
promotion, health care, mental health and sub-
stance use, and long-term care services, as 
well as linkages to community supports and 
resources.

• Service delivery must involve continuing care 
strategies, including care management, care 
coordination, and transitional care from the 
hospital to the community.

• Health home providers do not need to provide 
all the required services themselves but must 
ensure that the full array of services is avail-
able and coordinated.

• Providers must be able to use health informa-
tion technology (HIT) to facilitate the health 
home’s work and establish quality improve-
ment efforts to ensure that the work is effective 
at the individual and population level.

 Selecting Patients: Eligibility 
and Enrollment

Individuals who are eligible for health home ser-
vices must have one of the following:

 1. Two chronic conditions
 2. One chronic condition and the risk of having a 

second
 3. One serious and persistent mental health 

condition

“Chronic conditions” as defined by statute 
include mental health conditions, substance use 

disorders, asthma, diabetes, heart disease, and 
obesity with a body mass index over 25. CMS 
can authorize additional chronic conditions for 
incorporation into health home models (CMS 
2022). CMS can also authorize state-proposed 
definitions of conditions and situations that 
constitute merely a risk of having a second 
chronic condition. The eligibility criteria are so 
potentially broad as to be able to cover almost 
all clients in a state’s public mental health 
system.

Regardless of which conditions states select 
for focus, states must address mental health and 
substance use disorders, prevention, and treat-
ment services and consult with the Substance 
Abuse and Mental Health Services Administration 
(SAMHSA) on how they propose to provide 
these services. States may apply to have their 
Medicaid state plan amended to include health 
homes, either in primary care, behavioral health 
specialty care, or both.

 Health Home Service Definitions

Section 1945(h)(4) of the Act lists six required 
health home services. CMS has not provided 
definitions of the six services but instead requires 
states to define each service, describe which 
team members are responsible for that service, 
and describe how health information technology 
(HIT) will be used to deliver and support each 
service. States have broad flexibility to deter-
mine how to use health information technology 
in their health home models. The six services 
are:

 1. Comprehensive care management
 2. Care coordination
 3. Health promotion
 4. Comprehensive transitional care from inpa-

tient to other settings, including follow-up
 5. Individual and family support, which includes 

authorized representatives
 6. Referral to community and social support ser-

vices, if relevant
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As of November 2020, Medicaid had 
approved 65 health home programs in 19 states 
specifically targeting behavioral health condi-
tions through payment of PMPM for care coor-
dination, care management, and other health 
home services. An independent federally funded 
evaluation by the Urban Institute of the first 13 
health home programs approved in 11 states 
found the health home approach resulted in bet-
ter quality of care for enrollees, including 
improvements in care coordination and manage-
ment, greater integration of behavioral and pri-
mary care, increased rates of transitional care 
(including follow-up after emergency depart-
ment visits or hospitalizations), and improved 
access to social services and community-based 
supports (Spillman and Allen 2017). In addition, 
CHMC enrollees who had longer and more sta-
ble health home exposure showed significant 
reductions in overall Medicaid spending, sug-
gesting that the ability of health homes to gain 
and maintain enrollee engagement is a key fac-
tor in health home performance (Spillman and 
Allen 2017). Missouri behavioral health homes 
have reported improvements in chronic care 
performance indicator treatment of chronic dis-
ease and net savings of $32.98 PMPM in the 
total cost of care for their participants (Parks 
and Minkov 2015).

 Certified Community Mental Health 
Centers

In 2014, Section 223 of the Protecting Access 
to Medicare Act (PAMA) was enacted, autho-
rizing the Certified Community Behavioral 
Health Clinic (CCBHC) demonstration to allow 
states to test new strategies for delivering and 
reimbursing services provided in community 
mental health centers (CMHCs). The CCBHC 
demonstration aims to improve the availability, 
quality, and outcomes of ambulatory services 
provided in CMHCs and other providers by 
establishing a standard definition and criteria 
for CCBHCs and developing a new payment 
system that accounts for the total cost of pro-
viding comprehensive services to all individu-

als who seek care. The payment methodology is 
very similar to the perspective payment meth-
odology that supports Federally Qualified 
Health Centers. Perspective payments are a 
bundled payment with the rate set individually 
for each organization based on its cost report. 
This assures that the payment rate is adequate 
to actually cover the cost of providing the ser-
vices. The service bundle can include the costs 
of care and interventions that do not have spe-
cific fee-for-service billing codes available. 
Many of the evidence-based components of 
care coordination and care management do not 
have specific fee-for-service codes available. 
CCBHCs are paid either daily or monthly based 
on their annual cost reports. CCBHCs are 
required to coordinate care across the spectrum 
of health services, including physical and 
behavioral health and other social services. 
CCBHCs are required to conduct population 
health management, for quality improvement, 
for reducing disparities, and for research and 
outreach. The demonstration also aims to pro-
vide coordinated care that addresses both 
behavioral and physical health conditions. 
CCBHCs have certification requirements 
(SAMHSA 2016) in six important areas: (1) 
staffing; (2) availability and accessibility of 
services; (3) care coordination; (4) scope of 
services; (5) quality and reporting; and (6) 
organizational authority.

Partnerships or care coordination agreements 
required with:

• FQHCs/rural health clinics
• Inpatient psychiatry and detoxification
• Post-detoxification step-down services
• Residential programs
• Other social services providers, including 

schools, child welfare agencies, juvenile and 
criminal justice agencies and facilities, Indian 
Health Service Youth Regional Treatment cen-
ters, child placing agencies for therapeutic 
foster care service

• Department of Veterans Affairs facilities
• Inpatient acute care hospitals and hospital out-

patient clinics
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Reporting of quality metrics hold 
CCBHCs accountable for follow-up after 
hospitalization or ER department use and 
readmissions. Independent evaluation by 
Mathematica found that CCBHCs have used 
a variety of strategies to improve care coor-
dination, including adding various provider 
types to treatment teams and expanding tar-
geted care coordination strategies to differ-
ent populations and service lines 
(Wishon-Siegwarth et al. 2020). In the early 
stages of the demonstration, improvements 
to electronic health records (EHR) and health 
information technology aided clinics in their 
care coordination efforts, in some cases per-
mitting CCBHCs to integrate care plans 
more fully, connect with external providers, 
and receive alerts about clients’ care transi-
tions. As the demonstration progressed, clin-
ics implemented additional strategies and 
initiated collaboration with various external 
organizations to facilitate coordinated care. 
For example, some clinics partnered with 
first responders and law enforcement offi-
cials on strategies to intervene in crisis situ-
ations and divert those in crisis from the 
criminal justice system.

 Medicare Care Management 
Bundled Payments

In 2015, Medicare began paying separately 
for chronic care management (CCM) services 
furnished to Medicare patients with multiple 
chronic conditions under the Medicare 
Physician Fee Schedule (PFS). Medicare 
offers three levels of payment to healthcare 
providers for care management services: 
chronic care management (CCM), complex 
CCM, and principal care management (PCM). 
The CCM service includes structured record-
ing of patient health information, maintain-
ing a comprehensive electronic care plan, 
managing transitions of care and other care 
management services, and coordinating and 

sharing patient health information timely 
within and outside the practice. CCM ser-
vices are typically provided outside of face-
to-face patient visits and focus on 
characteristics of advanced care such as a 
continuous relationship with a designated 
member of the care team; patient support for 
chronic diseases to achieve health goals; 24/7 
patient access to care and health information; 
receipt of preventive care; patient and care-
giver engagement; a comprehensive care 
plan; management of care transitions; and 
timely sharing and use of health information 
(Center for Medicare and Medicaid Services, 
2019).

Both CCM and complex CCM require:

• Multiple (two or more) chronic conditions 
expected to last at least 12 months, or until the 
death of the patient.

• Chronic conditions place the patient at signifi-
cant risk of death, acute exacerbation/decom-
pensation, or functional decline.

• Comprehensive care plan established, imple-
mented, revised, or monitored.

• Complex CCM also requires moderate or high 
complexity medical decision-making.

Principal care management requires (Clements 
2020):

• One complex chronic condition lasting at least 
3 months, which is the focus of the care plan.

• The condition is of sufficient severity to place 
patient at risk of hospitalization or has been 
the cause of a recent hospitalization.

• The condition requires development or revi-
sion of disease-specific care plan.

• The condition requires frequent adjustments 
in the medication regimen, and/or the man-
agement of the condition is unusually com-
plex due to comorbidities.

The eligible provider for all three is a physi-
cian or other qualified healthcare professionals. 
Payment is by monthly bundled rates.
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A qualified provider is a physician, nurse 
practitioner, or physician assistant.

 Conclusion

Care coordination and care management are 
essential for persons with multiple conditions 
receiving care from multiple providers to receive 
high-quality care that results in reduced morbid-
ity, mortality, and costs. The majority of persons 
with behavioral health conditions have multiple 
conditions both behavioral and general medical. 
Interactions with these patients constitute the 
majority of visits of most healthcare providers. 
Both behavioral health, general medical provid-
ers, and payers of health care cannot meet the 
expected standards of care without actively 
implementing in participating in care coordina-
tion and care management.

Portions of this chapter were adapted from an 
article previously published in the Community 
Mental Health Journal (32) and Parks, J.  J. 
Health Homes. In Raney, L. (ed.), 2015 pp 193–
216; Integrated Care: Working at the Interface of 
Primary Care and Behavioral Health (pp.193–
216). Washington, DC: American Psychiatric 
Press, Inc.
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Community-Based Psychiatric Care 
for Individuals with Intellectual 
and Developmental Disabilities

Jennifer D. Bellegarde, Amelia Polzella, 
Thomas Scheidemantel, and Stephen L. Ruedrich

Most individuals with IDD and comorbid psychi-
atric illness and/or behavioral issues are cared for 
by general psychiatrists in community settings. 
This can be quite challenging given that the men-
tal health needs of individuals with intellectual 
and developmental disabilities (IDD) receive lit-
tle attention in either medical school or residency 
training. This chapter offers an overview of the 
concept of IDD, the history that has led to current 
treatment needs in the community, and the sys-
tems of care involved. We discuss the presenta-
tion and care of persons with IDD in outpatient, 
emergency, and psychiatric inpatient settings 
while highlighting the implications this has for 
community psychiatry. We end by offering ideas 
for improving education and training of mental 
health professionals to better care for this chal-
lenging patient population.

 Terminology, Classification, 
and Epidemiology

Intellectual and developmental disabilities 
(IDDs) refer to disorders with onset during the 
developmental period (prior to age 22  years) 
which are characterized by deficits in both intel-
lectual and adaptive functioning. Compared to 
previous versions, the DSM-5 places less empha-
sis on intelligence (as measured by IQ) and more 
focus on adaptive functioning and continues to 
classify IDD by severity of impairment (mild, 
moderate, severe, profound). IDD affects about 
1% of the population, with men more likely to be 
affected than women (Hales, 2016). The majority 
(85%) of persons with IDD have disability in the 
mild range (DSM-5; American Psychiatric 
Association 2013).

 The Concept of Dual Diagnosis

Through the first half of the twentieth century, it 
was unusual for individuals with IDD in the USA 
to seek or receive mental health services in com-
munity settings (Menolascino 1968). In fact, prior 
to 1960, most behavioral or psychiatric symptom-
atology exhibited by persons with IDD was 
ascribed to the IDD itself, a phenomenon described 
as “diagnostic overshadowing” (Reiss et al. 1982). 
This began to change with increasing recognition 
that persons with IDD can also have co-occurring 
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psychiatric disorders, a term characterized as the 
original “dual diagnosis” (Menolascino 1968). 
Since then, this dual diagnosis has been well-stud-
ied across a variety of clinical and nonclinical 
groups and treatment settings (Munir 2009). 
Today, it is generally agreed that 25–40% of all 
persons with IDD have a co- occurring psychiatric 
and/or behavioral disorder (Mazza et al. 2020).

It is also well-recognized that arriving at an 
accurate psychiatric diagnosis in many individu-
als with IDD is challenging, as these patients 
often have difficulty expressing emotions, 
describing internal feelings, and with communi-
cation in general (Harris 2006). To address this 
dilemma, some clinical organizations have 
offered extrapolated or modified diagnostic sys-
tems adapted to persons with IDD (Royal College 
of Psychiatrists 2001;  Barnhill et  al.  2017). 
Compared to the DSM or ICD, use of these modi-
fied diagnostic systems improves diagnostic 
accuracy of dual diagnoses (Cooper et al. 2007).

 History: Past, Present, and Future

Much like their counterparts with mental illness, 
the initial psychiatric treatment of persons with 
IDD took place in large residential settings. At its 
peak in the mid-1960s, nearly 200,000 persons 
with IDD in the USA were residing in large insti-
tutions, often numbering in the hundreds or thou-
sands of beds (National Council on Disability 
2012). At the time, this represented nearly 10% 
of persons with IDD. The institutionalization of 
individuals with IDD in the USA occurred for a 
variety of reasons, including stigma, fear, and 
lack of community resources. Unfortunately, 
many states also engaged in the involuntary ster-
ilization of persons with IDD, as part of a eugen-
ics movement which presaged some of the 
atrocities of the Nazi era (Harris 2006).

With the establishment of the President’s Panel 
on Mental Retardation in the early 1960s, persons 
with IDD began to move from large state institu-
tions to community settings (Harris 2006). 
Subsequent legislation, such as the Americans 
with Disabilities Act of 1990  (Americans with 
Disabilities Act, 1990), and legal cases such as 
Olmstead v. L.C. (1999) have strengthened the 

rights of individuals with IDD to live and work in 
the community. Substantial de- institutionalization 
has resulted. Today, fewer than 60,000 persons 
with IDD continue to reside in “congregate set-
tings,” defined as a living abode housing at least 
16 persons. In contrast, the majority (72%) of per-
sons with IDD reside with their families, while 
over 1.4 million individuals live alone or with a 
single roommate (Braddock et  al. 2017). An 
increasingly alarming trend is that nearly a quar-
ter of those living with family reside with elderly 
caregivers (AAIDD, 2016). Most states have sig-
nificant waiting lists for residential placement of 
adults with IDD currently living with aging par-
ents (United Cerebral Palsy Association 2020).

 Systems of Care

 Evolution of Treatment Settings

As needs of persons with IDD and mental health 
(MH) began to be seen in community settings, 
they faced significant treatment challenges. First 
was coordinating care across IDD and MH ser-
vices (Menolascino et al. 1986). When many indi-
viduals with dual diagnoses were living in large 
institutions, it was typical to “import” psychiatry 
into the institution, in the form of psychiatric con-
sultants who could advise the medical team or pro-
vide care directly. This model became impractical 
once most individuals were living in the commu-
nity. Second, most American states have separate 
state-run agencies responsible for IDD and MH 
services, with separate budgets, leadership, regula-
tory provisions, and agendas. The former mostly 
focuses on residential and vocational services for 
individuals with IDD, whereas the latter provides 
MH services primarily for persons with severe and 
persistent mental illness. Specifically, as recently 
as 2017, 41 of the 50 states had separate state 
departments overseeing IDD and MH services 
(Pinals et al. 2017).

 Dueling Systems of Care

Traditionally, state departments coordinating IDD 
services suggested that MH care was not their 

J. D. Bellegarde et al.



565

mandate, and MH services similarly stated that 
they could not absorb MH care for persons with 
IDD, which should be the responsibility of the 
IDD agencies (Pinals et al. 2017). As a result, it 
was not uncommon for persons with IDD and 
dual diagnoses to fall through treatment cracks. A 
recent review of best practices for community 
treatment of individuals with dual diagnoses 
noted that evidence-based practices (EBP) fre-
quently used in IDD settings (such as communi-
cation training and positive behavioral supports) 
are rarely utilized for persons with dual diagnoses 
seen in psychiatric settings. Conversely, EBP with 
pharmacotherapy and psychotherapy exist for 
persons with IDD and behavioral challenges, but 
these persons often have limited access to psychi-
atric treatment settings (Constantino et al. 2020).

The situation has improved in recent years, 
with the increasing recognition that dual diagno-
ses occur in up to a third of individuals with IDD, 
so that service needs alone justify improved coor-
dination of care between IDD and MH agencies. 
This integrated care can take the form of dual 
diagnosis programs/clinics within mainstream 
psychiatric treatment settings, or at least the des-
ignation of either the IDD or MH system as hav-
ing the primary responsibility for care of persons 
with a dual diagnosis.

 Outpatient Care

The lack of adequate outpatient MH services for 
persons with IDD is long-standing (Holingue 
et al. 2020). Besides the separate funding of sys-
tems which disagree about responsibility for 
care, there are also barriers to access within exist-
ing MH systems and often a basic lack of finan-
cial resources and health care personnel 
(Constantino et al. 2020). As a result, outpatient 
psychiatric services for persons with dual diag-
noses tend to be uneven in their quality and in 
some locations do not exist at all (Munir 2009). A 
recent review of Medicaid waiver services for 
individuals with IDD noted significant variance 
across states in projected spending and actual 
reimbursement for MH services. It also noted an 
apparent lack of most states’ commitment to pro-
viding (or at least funding) mental and behavioral 

services for persons with IDD using this waiver 
(Friedman et al. 2015).

This struggle with access to MH services is par-
ticularly true for individuals with IDD at two criti-
cal times of transition. The first is when adolescents 
or young adults with IDD must transition from 
child/adolescent services, which are typically bet-
ter developed, to adult services whose availability 
is often limited (Nathenson and Zablosky 2017). 
The second occurs when adults with IDD enter 
their senior years, where both medical and MH 
services for these individuals are often lacking 
(Heller et  al. 2010). Additionally, irrespective of 
age, individuals with IDD in the severe/profound 
range encounter barriers accessing care in general 
psychiatric settings (Chaplin 2009).

 Best Practices and Model Programs

There are multiple examples of outpatient psychi-
atric care which exemplify best practices for per-
sons with dual diagnoses. Hackerman et al. (2006) 
described a special needs clinic for adults with 
IDD and dual diagnoses within a larger Baltimore 
community mental health center (CMHC). Over 
5 years, the program evaluated over 200 patients, 
providing initial assessments, ongoing medica-
tion management, psychotherapy, and for some, 
psychoeducational programs addressing life 
skills, health and wellness, work adjustment, and 
communication. The authors attributed elements 
of their success to their location within a larger 
CMHC, strong liaisons to primary medical care, 
and formal relationships with local developmental 
disability agencies and facilities.

START (systemic, therapeutic, assessment, 
resources, and treatment) is another model pro-
gram. It offers multidisciplinary treatment, 
education, and research coordinated by the 
Center for START Services at the University of 
New Hampshire Institute on Disability. START 
 programs, currently located in 15 states, pro-
vide dual diagnosis treatment, consultation ser-
vices, crisis intervention, and other services 
(Center for START Services 2019). In a recent 
study, the START program produced significant 
improvement in mental health symptoms and 
service experience, as well as significant 
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decreases in both emergency department visits 
and psychiatric hospitalizations (Kalb et  al. 
2019).

Assertive Community Treatment (ACT) has 
been adapted for use in individuals with IDD and 
co-occurring psychiatric and behavioral disor-
ders (Burns 2010). ACT programs provide multi-
disciplinary teams with around-the-clock 
availability, often with outreach services address-
ing both routine and crisis care. Although the 
ACT approach makes intuitive sense as an opti-
mal model for delivering outpatient care to per-
sons with dual diagnoses, there is thus far limited 
research demonstrating benefit of this model over 
treatment as usual (Martin et  al. 2005; Balogh 
et al. 2016).

 Coordinating Care Across Different 
Systems

As previously discussed, the common lack of 
coordination between MH and IDD services for 
persons with dual diagnoses often extends into 
the ambulatory care setting. Recent reviews of 
this area found few empirically sound studies 
comparing integrated vs separate systems 
(Chaplin 2009), or the use of outreach systems 
(Balogh et al. 2016). Chaplin (2009) found that 
while persons with more severe IDD have 
reduced access to general MH services, those 
with borderline intellectual functioning tend to 
do well in mainstream outpatient psychiatric 
care. Additionally, the advent of community- 
based IDD teams improved the care of those 
treated in inpatient settings. Similarly, Hassiotis 
et al. (2009), in a randomized controlled trial in 
the UK comparing the addition of a specialist 
behavior therapy team to treatment as usual, 
demonstrated that the addition of this specialized 
service was more effective in addressing chal-
lenging behavior in persons with IDD and was 
more cost-effective. Most authors have supported 
attempting to integrate ambulatory MH care for 
persons with dual diagnoses within mainstream 
MH service systems and recognized that those 
receiving IDD support were more likely to be 
able to access MH care (Hemmings et al. 2014; 
Lewis et al. 2020).

 Special Populations Within a Special 
Population

Among persons with IDD and dual diagnoses in 
ambulatory settings, three special populations 
merit mention: those with co-occurring substance 
use disorders, individuals with autism spectrum 
disorder (ASD), and forensically involved 
individuals.

Substance use disorders are common in per-
sons with IDD. This “triple diagnosis” primarily 
affects those with mild ID and borderline intel-
lectual functioning (Didden et  al. 2020). 
Psychiatric comorbidities such as anxiety and 
depression are common and complicate ambula-
tory treatment, which requires care coordination, 
agency collaboration, and tailored therapeutic 
approaches for success (Van Duijenbode and 
Vander 2019).

Children with ASD utilize emergency services 
more than peers without ASD. Their ED visits are 
more likely to be for psychiatric and/or behav-
ioral problems and more likely to result in psy-
chiatric hospitalization (Lytle et  al. 2018). A 
recent review suggests that investing in ambula-
tory services for children with ASD reduces the 
likelihood of psychiatric hospitalization but not 
that of ED visits (Mandell et al. 2019).

Finally, persons with IDD and dual diagnosis 
who have been arrested or incarcerated have been 
particularly difficult to connect successfully with 
adequate ambulatory psychiatric care (Glaser and 
Floria 2004). These individuals are typically 
male, with mild ID or borderline intellectual 
functioning and often with long-standing chronic 
behavioral disturbances regardless of psychiatric 
comorbidity. Their ambulatory care is often 
poorly coordinated across multiple agencies, 
resulting in fragmented contact and frequent 
recidivism (Glaser and Floria 2004). In a recent 
study of the care of this population within main-
stream mental health courts, it appeared that hav-
ing IDD did not change the likelihood of 
termination from the MH court but did reduce the 
likelihood of re-arrest for a year after leaving the 
MH court. The authors concluded that offenders 
with IDD should be included in this treatment 
setting, which have often excluded persons with 
IDD in the past (Linhorst et al. 2018).
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 Care in the Emergency Department

As a group, individuals with IDD are frequent 
utilizers of emergency department (ED) services. 
They visit the ED more often than persons with-
out IDD, especially for conditions more appro-
priately managed in an outpatient setting (Balogh 
et al. 2010). In the USA, the limited number of 
general psychiatrists in many settings makes it 
challenging to find a community provider willing 
and able to manage behavioral concerns in 
patients with IDD. Given limited options, fami-
lies and caregivers often have no choice but to 
seek help in an ED in times of crisis (Cheng et al. 
2017). Unfortunately, most EDs are poorly suited 
to address behavioral issues in patients with IDD, 
and ED providers typically have little to no train-
ing in caring for this complex patient population. 
Clinicians and support staff often resort to use of 
chemical and/or physical restraints in ED settings 
(Lunsky et al. 2014), which place patients at risk 
of serious injury and psychological trauma 
(Wilkins 2012).

 Barriers to Quality Care in the ED

An ED visit for someone with IDD can be fright-
ening and anxiety-provoking due to difficulty 
coping with the loud, busy, unfamiliar setting, 
and long wait times. To make matters worse, the 
care provided to individuals with IDD in the ED 
is often of poor quality (Iacono et al. 2014). ED 
staff report a general lack of knowledge about 
persons with IDD and feel ill-prepared to care for 
them (Lunsky et al. 2008). Patients note feeling 
disrespected by providers (Lunsky and Gracey 
2009), while families/caregivers report feeling 
dismissed (Weiss et al. 2009). Additional barriers 
are listed in the Table 1.

 Patterns of ED Utilization

Reasons for ED utilization by persons with IDD 
can generally be classified as either medical or 
psychiatric/behavioral. The most common medi-
cal presentation is injury, whereas the most com-
mon psychiatric/behavioral presentation is 

Clinical Pearls: General Precepts and 
Outpatient Care

Interact directly with the patient, at what-
ever level of communication is possible. 
Avoid speaking only with 
family/caregivers

Limited communication abilities and the 
need for informants to provide history 
add significant evaluation time. Plan for 
longer appointment duration

Always begin by ruling out a medical etiol-
ogy for psychiatric and behavioral 
symptoms

The goal of initial and subsequent visits 
should be to establish a psychiatric diag-
nosis or diagnostic hypothesis. Revisit 
the diagnostic hypothesis at each visit. 
Consider using a recognized diagnostic 
system modified for use in IDD such as 
the Diagnostic Manual-Intellectual 
Disability (DM-ID-2)

Consider nonpharmacologic treatment 
approaches (e.g., psychosocial thera-
pies, behavioral interventions), both in 
lieu of and in combination with 
medication

When prescribing, explain risks, benefits, 
alternatives, and off-label use. Obtain 
informed consent from the patient and/
or guardian before initiating medica-
tion. Obtain assent if patient unable to 
provide informed consent

Minimize polypharmacy, particularly intra- 
class polypharmacy. Avoid frequent 
drug and dose changes. Make only one 
change at a time. Minimize use of PRN 
medication, especially benzodiazepines

Individuals with IDD are at elevated risk 
for medication adverse events (AEs) 
and may not have the ability to report 
side effects. Educate family/caregivers 
about their recognition and systemati-
cally screen for AEs at every visit. 
Rating scales may be useful to assess 
both treatment response and AEs

Deb et  al. (2009) and University of 
Toronto (2002)
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Table 1 Barriers to quality care of individuals with IDD 
in the ED

Barriers
Staff feel ill-prepared to care for individuals with IDD
Staff lack training/knowledge of IDD population
Staff not aware patients are at risk for certain medical 
conditions (e.g., epilepsy)
Perceived lack of caring from staff
Staff acting disrespectfully
Discrimination
Diagnostic overshadowing
Delay/omission of diagnostic procedures
Failure to identify/adequately treat pain
Little or no attempts at communicating with patient
Poor communication with family/caregiver
Inability to adjust communication/environment for 
patient’s needs
Long wait times/loud waiting rooms
Lack of discharge planning/poor continuity of care

Table 2 Predictors of emergency department utilization 
in individuals with IDD

Predictor Findings
History of ED 
use

Past year history of ED visit is the 
strongest predictor of future ED use. 
Adults with one prior visit are nine 
times more likely to have additional 
visits

Demographics Mixed findings for age, gender, 
income

IDD/ASD 
severity

Milder severity of IDD predicts 
likelihood of psychiatric/behavioral 
ED visits, whereas greater severity 
predicts ED visits for medical 
concerns

Medication Use of medication is associated with 
increased ED utilization. The number 
of medications increases likelihood 
of hospitalization

Psychiatric 
issues

Individuals with IDD and comorbid 
psychiatric disorders were more 
likely to and frequently visit the ED 
than individuals without mental 
health issues. Behavioral issues, 
aggression, and externalizing 
problems are associated with greater 
ED utilization

Life events Past year history of certain life events 
increases likelihood of ED visits. 
Life events include moving 
residence, conflict with family/
caregiver, being unemployed, having 
issues with police, substance abuse, 
and recent trauma/abuse

Crisis 
planning

In Canada, where crisis planning is 
emphasized in primary care 
guidelines, individuals without crisis 
plans are twice as likely to visit the 
ED when experiencing a mental 
health/behavioral crisis

Family Family distress is a predictor of ED 
utilization. Qualitative research 
suggests that families present to the 
ED when feeling poorly supported 
and unable to cope with IDD patient 
at home

Living 
arrangements

Individuals living with family are 
four times more likely than those 
living in a group home to visit the 
ED when experiencing a psychiatric/
behavioral crisis

Healthcare 
access

While lack of primary care predicts 
ED use, simply having access to 
primary care does not decrease ED 
utilization. Individuals with IDD who 
have continuity of care with the same 
PCP/specialist over time have fewer 
ED visits, suggesting that continuity 
of care may have a greater impact 
than access to care

Weiss (2011), Lunsky and Elserafi (2011), Lunsky et al. 
(2012), and Lunsky et al. (2017)

aggression. Retrospective review often reveals an 
ambulatory care-sensitive condition, i.e., a pre-
ventable issue more appropriate for outpatient 
management (Balogh et al. 2010). ED visit costs 
and resource use are higher in patients with IDD 
(Lindgren et al. 2020). Factors predictive of ED 
utilization by individuals with IDD are summa-
rized in Table 2.

Of the predictors of ED use by individuals 
with IDD, recent life events are common critical 
predictors. Persons with IDD often have limited 
coping skills for dealing with stress and diffi-
culty adapting to new situations. Significant life 
events are commonly associated with emotional, 
psychological, and behavioral problems (Owen 
et  al. 2004). Common life events for persons 
with IDD include changes in staffing and/or 
housing,  conflict with peers or family, and 
bereavement, all of which may precipitate an 
ED visit. Failure to recognize these factors can 
lead to inappropriate treatment and unnecessary 
use of medication.
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 Outcomes Associated with ED Visits

Besides frequent visits, individuals with IDD 
also have prolonged lengths of stay in the ED 
compared to individuals without IDD.  They 
are also more likely to be boarded when need-
ing psychiatric hospitalization (Wharff et  al. 
2011), often lasting several days. Difficulty 
finding a psychiatric unit willing to admit an 
individual with IDD is the most common cause 
of delay. During prolonged boarding, the busy 
unfamiliar surroundings, absence of usual sup-
ports, and frequent failure to continue sched-
uled home medications are associated with 
symptom exacerbation leading to use of 
restraints, injury, and elopement (Wilkins 
2012). ED boarding also consumes ED 
resources unnecessarily, contributes to ED 
overcrowding, and increases costs  (Joint 
Commission 2015). Lastly, individuals with 
IDD, both with and without comorbid psychi-
atric disorders, have higher ED readmission 
rates (Durbin et al. 2019).

 Interventions to Decrease ED 
Utilization and Improve Patient Care

Multiple policy-level interventions have been 
piloted for persons with IDD in ED settings, in an 
attempt to improve quality outcomes and reduce 
ED-related costs. Early reports support the use of 
patient-centered medical homes (PCMHs) and 
accountable care organization (ACO) models. 
The use of Medicaid managed care has been 
found to reduce ED use and inpatient hospitaliza-
tion (Yamaki et al. 2019), but not necessarily cost 
savings (Yamaki et al. 2018). The previously dis-
cussed START model has been shown to decrease 
ED utilization (Kalb et al. 2019), but it is unclear 
which components of the complex model pro-
duce that effect. Additional interventions with 
intuitive support but lacking a firm evidence base 
include the use of telepsychiatry, 24-hour nursing 
hotlines, and improved training for ED providers 
in the care of individuals with IDD (Wachob and 
Pesci 2017).

Clinical Pearls: Emergency Department 
Management

Allow the presence of family/caregiver at 
the bedside. They may provide comfort and 
valuable information. Provide consistent 
staffing

Before assessing a patient, obtain the 
following information: Reason for ED visit 
(both explicit and implicit), communica-
tion abilities and use of adaptive communi-
cation tools, the patient’s psychiatric and 
behavioral baseline, living environment 
(including safety precautions, need for 
assistance with ADLs, usual level of 
supervision)

Optimize communication. Explain and 
re-explain in very simple language what 
you are doing and why. Make use of picture 
cards to describe procedures. Have family 
or a caregiver help you communicate with 
the patient in a way that they are familiar

Begin by ruling out a medical etiology 
for any behavioral change. Common causes 
include constipation, dental pain, GERD, 
and seizures. Patients may be unable to 
communicate symptoms or indicate when 
they are in pain. Obtain comprehensive 
workup including physical exam, imaging, 
and labs

In the absence of serious side effects, 
significant medication changes during a 
brief ED visit should be avoided. Instead, 
consider small adjustments to target spe-
cific symptoms such as sleep, anxiety, psy-
chomotor agitation

Complete and document a thorough risk 
assessment that includes both acute and 
chronic degree of risk to self and others. 
Take into consideration current level and 
adequacy of supervision, safety precau-
tions in place at home, prior history, and 
magnitude of change from patient’s 
baseline

Deb et  al. (2009) and University of 
Toronto (2002)
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 Inpatient Psychiatric 
Hospitalization

 Utilization, Presentation, and Risk 
Factors for Admission

In the USA, individuals with IDD requiring psy-
chiatric hospitalization are typically admitted to 
general inpatient psychiatric units, to general or 
free-standing psychiatric hospitals, and rarely to 
state-operated psychiatric hospitals. Few IDD- 
specialized psychiatric inpatient units exist, espe-
cially for adults with dual diagnoses. The most 
common reason for admission is challenging 
behavior, such as agitation, aggression, and/or 
self-injurious behavior. The next most common 
are exacerbation of known psychiatric disorders 
and “social” admissions (Oxley et  al. 2013). A 
notable finding from retrospective analysis is that 
a significant number of patients psychiatrically 
hospitalized for challenging behavior actually 
had a treatable medical condition (e.g., seizures, 
dental pain) which was the primary cause of their 
behavioral challenges. In some samples, a medi-
cal etiology has been found in up to 50% of 
admissions, highlighting the critical need to rule 
out organic causes of challenging behavior 
(Guinchat et al. 2015).

Risk factors for inpatient psychiatric hospital-
ization include male gender, mild intellectual dis-
ability, psychosis, and history of prior admission 
(Sheehan et  al. 2021). That those with mild ID 
are more likely to be admitted than those with 
more significant impairment may reflect the 
reluctance of psychiatric units to accept patients 
with severe or profound IDD (Bouras and Holt 
2001). There is also a commonly held belief that 
patients with severe ID do not benefit from inpa-
tient psychiatry and that general psychiatric units 
may not be an appropriate treatment setting for 
them.

 Quality of Care and Stakeholder 
Experiences

The experiences of patients, family, caregivers, 
and hospital staff suggest that patients with IDD 

receive suboptimal care in the psychiatric hospi-
tal. Common experiences include failure to order 
or complete adequate diagnostic procedures, to 
identify and treat pain, and to make necessary 
treatment adjustments to accommodate individ-
ual patient’s needs. There is also a perception that 
inpatient staff lack the training and experience 
necessary to care for individuals with IDD, 
exhibit negative attitudes toward patients, com-
municate poorly, and are unable to appropriately 
deal with challenging behavior. Patients able to 
self-report describe frustration, boredom, lack of 
choice, and a variety of fears with hospitalization 
(Iacono et al. 2014).

 Hospital Course

Most studies report length of stay (LOS) in gen-
eral inpatient psychiatric units to be longer for 
individuals with IDD compared to those without. 
Hospitalization in specialized IDD psychiatric 
units tends to be longer than that of general psy-
chiatric units (Oxley et al. 2013). In both cases, 
patients who can be discharged to their previous 
residential setting tend to have shorter stays than 
patients discharged elsewhere, which likely 
reflects a delay in discharge associated with 
securing new housing (Saeed et al. 2003; Lunsky 
and Balogh 2010). Indeed, the LOS for persons 
with IDD is often longer than clinically indicated, 
with delayed discharge rates as high as 50%. In 
most cases, delays reflect the need to secure 
appropriate placement or funding for additional 
supports (Oxley et al. 2013).

The hospital course of patients with IDD is 
often characterized by poor outcomes and nega-
tive experiences (Iacono et  al. 2014). Patients 
with IDD have higher rates of complications than 
patients without IDD who are hospitalized for the 
same reason, including greater likelihood of 
experiencing an adverse medication event 
(Erickson et al. 2020) or being placed in restraints 
or seclusion (Way and Banks 1990). Finally, indi-
viduals with IDD are more likely to have multiple 
repeat hospitalizations for psychiatric/behavioral 
complaints compared to those without IDD 
(Lunsky and Balogh 2010). Table 3 highlights the 
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risks, challenges, and limitations of psychiatric 
hospitalization of persons with IDD.

 Specialized Versus Generic 
Psychiatric Units

The challenges outlined in Table  3 makes the 
concept of specialized IDD inpatient units 
appealing. They remain rare in the USA, particu-
larly for adults. Specialized units are specifically 
designed for individuals with IDD and co- 
occurring psychiatric and behavioral disorders. 
Advantages include staff expertise, adapted ther-
apeutic programming, and environmental fea-
tures promoting a calmer and safer setting (Day 
2008). Disadvantages primarily derive from lim-
ited availability (e.g., long-distance travel to 
nearest unit) and the potential for perpetuating 
stigma and marginalization. Although promising, 
there is currently little evidence that specialized 
units provide superior care compared to general 
psychiatric units or reduce costs (Siegel et  al. 
2012).

 Improving Inpatient Psychiatric Care

Inpatient specialist units are unlikely to become 
widespread in the USA.  Therefore, quality 
improvement efforts are best focused on enhanc-
ing the care of IDD patients treated in general 
psychiatric units. Promising strategies involve 
staff education/training, minimizing communica-
tion barriers, addressing delayed discharges with 
proactive discharge planning, and coordinating 
care with ambulatory MH and IDD services 
(Backer et al. 2009; Hall et al. 2006).

Table 3 Risks, challenges, and limitations of psychiatric 
hospitalization

Risks of psychiatric hospitalization
Overall poor outcomes
Inadequate and/or inappropriate treatment
Patients with IDD are more likely to be restrained or 
placed in seclusion (Way and Banks 1990)
Patients with IDD are more likely to exhibit 
aggression towards others on the unit (Saeed et al. 
2003; Tardiff and Sweillam 1982)
Absence of familiar caregivers may be distressing to 
patients
Individuals with IDD are vulnerable to exploitation 
and/or abuse by peers and staff
Prolonged length of stay/delayed discharge
Many individuals with IDD do not benefit from 
psychiatric hospitalization
Challenges associated with psychiatric 
hospitalization
Staff lack training/experience in caring for individuals 
with IDD
Communication barriers
Patients with IDD are often more sensitive to 
environmental factors and may not cope well with 
unfamiliar surroundings, limited access to preferred 
objects/activities, and other unit rules. They may be 
easily upset by the behavior of peers
Patients with IDD utilize more resources, commonly 
require supervision and/or assistance with ADLs, and 
are more likely to require one-to-one staffing (Lohrer 
et al. 2002)
Securing placement upon discharge can be difficult 
and often leads to delayed discharges
IDD patients’ prolonged length of stay limits bed 
availability and exacerbates boarding of patients 
needing psychiatric admission
Patients and families/caregivers commonly report 
negative experiences with hospitalization
Limitations of psychiatric hospitalization
Available activities/therapeutic interventions may not 
be appropriate for individuals with IDD
Severity of IDD often limits patients’ ability to 
participate in groups and therapeutic programming
Few general psychiatric units are able and/or willing 
to accept patients with IDD, which limits psychiatric 
bed availability and exacerbates boarding of IDD 
patients needing admission
Assessments (e.g., rating scales) may not be valid 
when used with individuals with IDD; particularly 
self-reported measures

Community-Based Psychiatric Care for Individuals with Intellectual and Developmental Disabilities
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 Impact of Ideological Factors 
on Community Psychiatry

Since the 1970s, grassroots advocacy by individ-
uals with IDD and their families has made strides 
in promoting the rights of persons with IDD, 
which has helped transform practices, policies, 
and legislation. It is now accepted that exercising 
one’s right to self-determination enables individ-
uals with IDD to become valued and included 
members of the community. Person-centered 
planning recognizes the needs of the individual 

and provides individualized services that support 
them in expressing their preferences.

In most states, developmental disabilities 
agencies and intermediate care facilities have a 
human rights committee (HRC) to provide inde-
pendent oversight. Comprised of professionals 
and community volunteers, their mandate is to 
safeguard the rights of individuals with IDD and 
protect them from harm. Importantly, HRCs 
review, approve, and monitor the use of restric-
tive treatment measures. This process is of par-
ticular interest to community psychiatrists as 
they often prescribe restrictive measures such as 
use of pro re nata (PRN) (i.e., as needed) psycho-
tropics for challenging behavior. To facilitate 
approval, psychiatrists should document which 
less-restrictive methods previously failed, pro-
vide a specific definition of the targeted behavior, 
and define a threshold for its use. Such documen-
tation helps families/caregiver safely and appro-
priately utilize PRN medication. Other restrictive 
measures include prescribed diet and exercise 
regimens, behavioral strategies such as a loss of 
privileges surrounding challenging behavior, 
safety features such as door alarms, and one-to- 
one supervision. Such interventions must be jus-
tified, individualized, clearly defined, and include 
a plan for its termination when the challenging 
behavior has been successfully addressed.

 Educating and Training a Skilled 
Psychiatric Workforce

There are too few subspecialty trained and expe-
rienced psychiatrists and advanced practice 
nurses (APNs) in the USA to address the mental 
health of persons with IDD and dual diagnoses 
(NADD 2007; APNA 2019). This task falls upon 
community psychiatrists and APNs, most of 
whom have had little education to prepare them 
for these complex patients. Their care requires 
more time and effort (due to communication 
challenges, medical comorbidities, social con-
cerns, polypharmacy, and the need to collaborate 
with multiple caregivers). Much of this additional 
work is not reimbursed by insurance; addition-
ally, many clinicians may have negative attitudes 

Clinical Pearls: Psychiatric Hospitalization

Strive for familiarity. Allow a patient to 
keep a preferred object or picture. 
Provide consistent staffing from day to 
day. Work with family/caregivers to 
adapt hospital routines to replicate a 
patient’s home routines

Patients may become easily over- 
stimulated. Attend to the physical envi-
ronment to ensure safety of patients and 
staff. Minimize noise, lights, large 
groups of people

Optimize communication with use of pic-
ture cards, scripted phrases, and com-
munication devices. Family/caregivers 
can provide useful information about 
patient’s means of communication and 
can assist with interpretation when 
patient has limited communication 
abilities

Remember that patients may be unable to 
communicate their needs. They may 
also require substantial supervision and 
prompting with everyday tasks. Adjust 
staffing as necessary

Communicate with community mental 
health providers and Board of 
Developmental Disabilities staff to 
facilitate discharge planning

Deb et  al. (2009) and University of 
Toronto (2002)
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and perceptions about working with this patient 
population.

Most medical and nursing schools in the USA 
do not provide adequate preclinical or clinical 
education regarding individuals with IDD 
(USPHS 2001). Similarly, many psychiatric resi-
dency programs fail to include didactic or clinical 
experiences caring for individuals with IDD and 
comorbid psychiatric or behavioral issues. 
Currently, the ACGME has no requirement for 
IDD-related education in general psychiatry resi-
dency training. Although the ACGME does 
require education about ASD and IDD during 
Child and Adolescent Psychiatry (CAP) fellow-
ships, the average fellow receives less than 5 
annual lecture hours and evaluates/treats only 
one to five patients with IDD per year (Marrus 
et al. 2014). And, although some residency and 
fellowship programs do offer elective opportuni-
ties in IDD, such rotations are usually optional 
and underutilized.

There are currently no accredited post- 
residency fellowships in the psychiatry of intel-
lectual disability in the USA and no formalized 
route for psychiatrists to pursue this training. The 
closest specialist equivalent is neurodevelopmen-
tal disabilities, a 6-year program combining pedi-
atrics with child neurology. In contrast, the UK 
mandates IDD training as a component of psy-
chiatric residency education and offers post- 
residency specialty training in the psychiatry of 
intellectual disability.

Providing quality medical and psychiatric 
care for individuals with IDD must begin with 
education about these patients in medical and 
nursing school curricula, perhaps as part of basic 
education schools now provide on diversity, cul-
ture, and health disparities. Multiple didactic and 
clinical modalities have demonstrated success for 
improving attitudes and increasing knowledge, 
skills, and confidence in caring for patients with 
IDD (Jones et al. 2015). Increasing exposure to 
IDD during residencies (by establishing manda-
tory minimum requirements akin to those for 
geriatric and addiction psychiatry) would also 
help. More enriched IDD learning tracks could 
include training in related fields of genetics and 
neurology. Ultimately, the American Board of 

Psychiatry and Neurology could establish an 
accredited subspecialty in the Psychiatry of 
Intellectual Disability.

 Conclusion

The recognition of co-occurring mental health 
and/or behavior disorders in individuals with 
IDD has become widely accepted, yet systems of 
care continue to struggle to meet the needs of 
these patients. Specialist IDD care in the USA is 
quite limited. As such, the majority of individuals 
with IDD are cared for by community psychia-
trists, who often feel ill-equipped to manage such 
patients. Dedicated learning and exposure to this 
vulnerable patient population during training is 
essential to improving the quality of care for 
these persons. Harnessing telepsychiatry to make 
consultation with IDD specialists more widely 
available to community psychiatrists would also 
be beneficial.
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Psychiatric Care for People 
Experiencing Homelessness

Tony Carino and Hunter L. McQuistion

The core of community psychiatry is the caring, 
therapeutic relationship. This relationship is an 
essential part of the engagement and long-term 
recovery of those experiencing homelessness and 
mental health conditions. This chapter outlines 
the current landscape of services, suggests a 
guidance model, and offers useful interventions 
to support the individuals’ transition from the 
street to home.

 Contemporary Homelessness

 Epidemiology

Estimates of homeless individuals in the USA 
range from 550,000 to 1.5 million people. Though 
an underestimate (US Government Accountability 
Office 2020), the US Department of Housing and 
Urban Development (2021) estimated that 
580,466 people experienced homelessness in the 
USA on a single day in January 2020. More than 
226,000 slept outdoors or in a location not made 
for human habitation. Compared to the previous 

year, overall homelessness increased by 2.2 per-
cent. This marked the fourth consecutive year of 
increased numbers of people experiencing home-
lessness in America.

It is reliably estimated that as many as 
8,000,000 Americans, or 3% of the population, 
will have at least one episode of homelessness 
during the past 5  years of their lives (Culhane 
et al. 1994). Although 80% of those secure hous-
ing within weeks, ten percent remain homeless 
for more than a year. In comparison to some 
European countries, one study has shown that 
lifetime homeless prevalence rates in the USA 
are almost twice those found in Belgium, 
Germany, and Italy (Fazel et al. 2008).

While recent trends indicate improvements 
among some subpopulations, general trends are 
concerning. Since 2016, homelessness increased 
each consecutive year. This increase is largely 
due to an increase in the number of single adults 
experiencing homelessness. From 2009 to 2019, 
single adults experiencing homelessness has 
increased by 11%. Over the same decade, there 
has been a decline in homelessness among veter-
ans by 50%, and people in families experiencing 
homelessness declined by 29% (US Government 
Accountability Office 2020). Climate change and 
the COVID 19 epidemic threatened to increase 
rates of homelessness even further at the time of 
this writing.

A causative relationship between substance 
misuse and homelessness is far from clear. At 
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least one study was unable to establish it as a risk 
in a sample of single adults with recurrent home-
lessness, emerging only if clustered with other 
factors (McQuistion et  al. 2013). Regardless, 
Fazel et  al.’ (2008) rigorous meta-analysis of 
international studies between 1966 and 2007 
derived pooled prevalence rates among homeless 
individuals of 37.9% for alcohol use disorder and 
24.4% for other substance use disorders. Surveys 
of single adults in different American Midwestern 
communities have also shown high prevalence of 
lifetime substance use disorders. North et  al. 
(2004) identified rates of 84% and 58%, and 
other researchers uncovered rates of 77% and 
55%, respectively, for men and women (Forney 
et al. 2007).

Mental health conditions are more prevalent 
for those experiencing homelessness than the 
general population. The prevalence of mental 
health conditions is significantly higher for those 
who experience more than a year of homeless-
ness than other types of homelessness. For exam-
ple, a point-in-time count of those experiencing 
chronic homelessness in Los Angeles and San 
Francisco estimated 70% have a mental health 
condition (US Interagency Council on 
Homelessness 2018). There has been an upward 
trend in the size of this subpopulation since 2016, 
increasing by 15% between 2019 and 2020 alone, 
reaching its highest estimate (110,528) since 
2009, with the single largest population living in 
Los Angeles (23,000) (US Department of 
Housing and Urban Development 2021).

Studies that include those experiencing 
shelter- based homelessness estimate rates of 
mental illness in adult homeless populations of 
between a third and a half (Roth and Bean 1986). 
Fazel et  al. (2008) pooled prevalence estimates 
for psychotic disorders at rates of 12.7%, major 
depression of 11.4%, and personality disorders 
(predominantly DSM IV TR cluster C) of 23.1%.

Another subpopulation of concern is families. 
In 2020, 29.6% of all people identified as home-
less were members of family units (US 
Department of Housing and Urban Development 
(2021). Fortunately, most families have just a 
single and relatively brief episode of homeless-
ness. In 2020, New  York City had the highest 

number of people in family units, estimated at 
over 41,500. As discussed below, preventing fam-
ily homelessness may have long-term positive 
implications.

 Basic Causes

Economic trends, systemic racism, and lack of 
any affordable housing are powerful forces that 
drive homelessness in the USA.  The macro- 
economic transition from manufacturing to ser-
vice economies coupled with a loss of affordable 
housing is an important factor that has given 
rise to contemporary homelessness. This eco-
nomic shift began after the 1960s with a rela-
tive transition in manufacturing jobs away from 
most western countries, including the USA, to 
less expensive labor markets (Lee and Mather 
2008). Massive job losses led to defaulted 
rental payments, leading landlords in poor com-
munities to neglect and abandon property for 
want of rental income. This yielded a signifi-
cant expansion in the homeless population 
(Culhane et al. 1996).

Simultaneously, availability of affordable 
housing plummeted. In many urban areas, sub-
standard housing was removed, gentrified, or 
converted to commercial real estate. In New York 
City, it was estimated that there were 129,000 
single-room occupancy units in 1960, whereas by 
1979, only 25,000 remained (Sullivan and Burke 
2013). One unintended consequence of structural 
economic shifts became apparent by the begin-
ning of the 1980s with dramatic increases in 
homelessness, particularly during periods of 
recession. The increasing income disparity 
between the poor and affluent in the USA since 
the 1980s has also perpetuated this phenomenon. 
Groups with higher incomes drive the types of 
new housing being constructed and acquired 
(Culhane et al. 1994). In 2017, eight of the top 
ten states with the highest rates of homelessness 
were also the most expensive states by median 
price of housing. Median rent increases of $100 a 
month were associated with a 9% increase in 
homelessness in these states (US Government 
Accountability Office 2020).
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Racism continues to be a major driver of 
homelessness. Structural racism has directly led a 
disproportionate number of black, indigenous, 
and people of color (BIPOC) to experience 
homelessness in America. An important example 
of these discriminatory practices is redlining. 
Historically, government-funded entities would 
mark communities of color on housing maps in 
red and label these locations as poor financial 
investments. This practice limited access to 
financial loans and home ownership to people of 
color. This, in combination with many other rac-
ist policies and practices, has contributed to the 
disproportionately high rate of homelessness 
among black people in America. Black people 
comprise 39.8% of people experiencing home-
lessness, though they make up only 13.4% of the 
total population. Pacific Islanders and Native 
Americans are most likely to be homeless in 
America when compared to all other racial or 
ethnic groups. One hundred sixty per 10,000 peo-
ple who self-identify as Pacific Islander or Native 
American experience homelessness compared to 
the national average of 17 out of every 10,000. 
Latinx people comprise 22% of people experi-
encing homelessness and comprise 18% of the 
population (Corporation for Supported Housing 
2021).

BIPOC communities experience the conse-
quences of these racist practices today. Black 
households pay more for mortgages and rent rela-
tive to white households. In 2016, in California, 
more than 60% of black renters paid more than 
30% of their income in rent (Khouri 2020). Given 
the disproportionate health and economic impact 
of COVID-19 on BIPOC communities, it was 
predicted that homelessness would increase for 
individuals living in them (The Atlantic 2021). 
People who self-identify as lesbian, gay, bisex-
ual, transgender, questioning (LGBTQ+) are 
overrepresented among homeless populations. 
Among homeless youth, up to 20–40% may iden-
tify as LGBTQ+ (Ray 2006).

Homelessness can become intergenerational 
and cyclical. Adverse childhood experiences are 
risk factors for homelessness. Up to 25% of chil-
dren experiencing homelessness are separated 
from their parents (Susser et al. 1991). Findings 
from a national survey show that lack of parental 

care, combined with childhood physical or sexual 
abuse, was associated with an increased risk of 
adult homelessness by a factor of 26 (Herman 
et al. 1997). Children in foster care, who are at 
risk for future homelessness, appear to be more 
likely to have biological parents who have expe-
rienced homelessness (Zlotnick et al. 1998).

There is a robust and bidirectional relationship 
between psychiatric disorders and homelessness. 
Mental health conditions preceded homelessness 
in almost 2/3 of instances of homelessness in one 
study (Sullivan et  al. 2000). Homelessness has 
been associated with poorer mental health out-
comes and lower perceived levels of recovery 
from serious mental illness (Castellow et  al. 
2015). Most people with serious mental illnesses 
experiencing homelessness will accept safe, 
secure, and accessible housing (Larimer 2009). 
However, direct clinical experience makes it 
clear that there are some individuals whose 
untreated mental health symptoms create a bar-
rier to accepting housing and prolong their home-
less experience. For example, some individuals 
experience untreated paranoid delusions that spe-
cifically lead to an inability to accept secure and 
safe housing and continued homelessness.

Homelessness has multiple, heterogeneous 
causes that interact with one another. Many of 
these causes are structural and disproportionately 
impact BIPOC communities and those individu-
als with behavioral health conditions and trau-
matic experiences. Multiple clinical approaches 
are necessary to support a person’s efforts to exit 
homelessness, which we will now discuss.

 The Development of Services

Homeless support services evolved from a crisis- 
driven patchwork to elaborated systems in many 
urban areas offering outreach, shelter, housing, 
and clinical interventions (McQuistion et  al. 
2008). In 1987, the landmark McKinney-Vento 
Act was signed and created an ongoing, federal 
funding stream for homelessness relief, preven-
tion, and research (National Coalition for the 
Homeless 2006). In 2001, the federal government 
made a commitment to encourage localities to set 
up 10-year plans to end chronic homelessness. 

Psychiatric Care for People Experiencing Homelessness



580

In 2004, the federal Substance Abuse and Mental 
Health Services Administration (SAMHSA) 
issued its Blueprint for Change (Backer et  al. 
2007), outlining best practices for localities to set 
up services for people with homelessness and 
psychiatric disorders.

In this context, there have been consistent 
efforts to improve services based on increasingly 
rigorous epidemiological studies and services 
research. If there are adequate and accessible 
community resources, successful movement out 
of homelessness is an attainable goal for many. In 
fact, Larimer (2009) found that most episodes of 
homelessness are brief and not repeated. 
However, as noted above, there are subpopula-
tions with increased risk of repeated or chronic 
homelessness; among them are people with 
behavioral health disabilities.

Evidence-based practices (EBPs) specifically 
focused on homelessness, and mental health con-
ditions have been developed. Other EBPs for 
housed individuals with mental health conditions 
have been adapted. EBPs are complemented by 
promising interventions as well as day-to-day 
work and outreach to people experiencing home-
lessness. It is useful to employ a frame in which 
these practices may be provided. The next section 
describes a clinical compass for working with 
people with homelessness and behavioral health 
disorders.

 A Compass for Work with People 
Experiencing Homelessness

The community psychiatrist has the potential to 
offer a caring, therapeutic relationship to indi-
viduals experiencing homelessness and mental 
health conditions. Given the marginalization 
faced by people experiencing homelessness and 
the resultant distrust of support services, wel-
coming, empowering relationships are essential. 
Timing therapeutic interventions in the context of 
the relationship is equally critical.

A psychotherapeutic maxim dictates that the 
timing of an intervention is everything. It is use-
ful to have a structure for implementing interven-
tions that reflects an understanding of where a 

person is in their trajectory from homelessness. 
The resultant approach must necessarily be 
recovery-oriented or “person-centered.” Person- 
centeredness focuses on the recognition that spe-
cific therapeutic interventions and services “must 
be constructed to meet the needs of individuals 
and that individuals should not be expected to 
benefit from programs or treatments designed for 
stereotypic patients with preconceived needs” 
(see the chapter “Recovery and Person- Centered 
Care: Empowerment, Collaboration and 
Integration”). People are constantly developing 
in terms of their needs and goals, and supports 
should be tailored to individual needs as they 
change over time.

 A Phasic Model

This model offers a phase-like transit through the 
condition of homelessness for those with behav-
ioral health problems. It incorporates three com-
plementary dimensions. Two dimensions 
specifically focus on the person’s internal state, 
while a third dimension describes clinical behav-
iors of support teams. These dimensional phases 
are schematically described in Fig. 1.

 First Dimension: Stages of Change
The first dimension was borrowed from the liter-
ature concerned with substance use disorders. 
Prochaska and colleagues’ (1992) transtheoreti-
cal model describes stages of change that repre-
sent a continuum of psychological states referring 
to relative readiness for behavioral change over 
the course of a person’s healing process, span-
ning a “precontemplation” of problematic behav-
iors progressing through “relapse prevention.” 
These stages of readiness also apply to the accep-
tance of, and readiness to manage, mental well-
ness. Progress is not unidirectional and it is usual 
for a person to shift among stages. Because of 
this, a smooth progression toward change is not 
an expectation. Supportive interventions may be 
calibrated according to a person’s stage of 
change. These may range from questions about 
managing the extremes of weather while sleeping 
“rough” during “precontemplation” to the 
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Fig. 1 Phasic model of 
work with homelessness. 
(McQuistion 2007; 
Prochaska et al. 1992; 
Townsend et al. 2000)

engagement with self-help supports in supportive 
housing during “relapse prevention” at the other 
end of the continuum.

 Second Dimension: Recovery
A second parallel dimension describes an impor-
tant aspect of personal recovery. Recovery is a 
process that is paradoxically both nonlinear and 
progressive (see chapter “Recovery and Person- 
Centered Care: Empowerment, Collaboration 
and Integration”). In other words, a person will 
not necessarily follow an uninterrupted or direct 
path toward recovery, but progress toward recov-
ery relies on incremental growth as a person. 
Townsend, Boyd, and Griffin (Townsend et  al. 
2000) presented important aspects of recovery in 
a stage-related framework, focusing also on 
aspects of social inclusion or connectedness 
(Aron et  al. 1992). Their characterization 
described movement from a “dependent and 
unaware” state to a fully socially integrated posi-
tion within the community. In a dependent and 
unaware state, a person is surviving and has mini-
mal awareness of how they are dependent on for-
mal social institutions (e.g., shelters, jails, 
hospitals) to manage on a day-to-day basis. In 
this sense, they may suffer from the quintessen-
tial homeless experience of disaffiliation. This 
develops from an increased realization of per-
sonal challenges and awareness of dependency 
on others. This evolves toward an increasing 
independence from these supports and finally a 
sense of interdependence. Interdependence is a 
point of personal development marked by opti-

mal understanding of one’s self and how one 
depends on others and vice versa.

 Third Dimension: Clinical Behavior
After appreciating the phasic aspects of readiness 
for change regarding psychiatric conditions and 
then in personal recovery, clinicians are able to 
time interventions accordingly. The third dimen-
sion therefore defines stages of clinical behavior 
within the two preceding parallel processes 
(McQuistion and Gillig 2006). While this dimen-
sion is applicable to other populations with seri-
ous psychiatric disorders, those with 
homelessness typically require this systematic 
approach because of the complexity of their 
problems.

Engagement
The clinician starts with a simple encounter and 
builds an engagement in which they begin to 
encourage hope and a foundation of a meaningful 
relationship with another person. Engagement 
often occurs in shelters and public spaces but can 
also occur when a person is “in-reached” during 
a hospitalization or if incarcerated. It is important 
to underscore that behavioral health care is usu-
ally a low priority for the person experiencing 
homelessness. The priority is often daily survival 
practicalities. The community psychiatrist 
focuses on a person’s manifest or declared sur-
vival needs to build trust. It can often be helpful 
to provide concrete support (such as clothing, 
food, offer of support with benefits) and engage 
the person around their strengths. Embracing 
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harm reduction is particularly important in this 
stage, and motivational interviewing techniques 
are particularly useful in this stage and through-
out all stages of change. As there is progression 
into this phase, the psychiatrist may provide care 
for the person through harm reduction interven-
tions such as education about naloxone, fentanyl 
test strips, and clean syringe distribution. The 
eventual engaged relationship develops and 
serves both patient and psychiatrist through the 
vicissitudes of the next stage, called intensive 
care.

Forming and nurturing relationships with peo-
ple experiencing homelessness is labor-intensive 
and requires patience and a focus on the person’s 
strengths. At times, lifesaving care may require 
time-limited, involuntary interventions. 
Clinicians occasionally implement involuntary 
measures, such as transport to an emergency 
room when there is imminent risk to self or oth-
ers. This is determined on a case-by-case and 
encounter-by-encounter basis, bearing in mind 
the following important factors: (1) risk and pro-
tective factors, (2) the opportunities for subse-
quent observations and assessment, (3) the degree 
to which an established relationship with the per-
son in distress can help negotiate voluntary inter-
ventions, and (4) risk of harm of implementing 
the involuntary transport. Care must be taken in 
light of extremely high rates of physical and sex-
ual trauma in the histories of people experiencing 
homelessness (Foster et  al. 2009). 
Re-traumatization is often associated with invol-
untary measures. Physical injury or death is a 
possibility from police-facilitated transport of 
individuals with mental health conditions or 
homeless and especially those who are 
BIPOC. Community psychiatrists must be active 
to minimize the risk of a bad outcome if involun-
tary transport is implemented. The use of civilian 
mental health teams and being present and com-
municative during emergencies will increase the 
likelihood of safe transport to medical care. 
Coercive measures should be avoided if at all 
possible as they are not only traumatizing but 
often fracture the relationship that clinician has 
worked so hard to build.

Intensive Care
If there is successful engagement, the clinical 
intervention transitions to a higher level of activ-
ity, termed intensive care. The sequencing and 
intensity of activity is determined by the person’s 
individual goals and needs. Housing is often the 
touchstone and accessing it can include layers of 
treatment for mental health, substance use, and 
physical health conditions, the securing of bene-
fits, and the beginnings of vocational/educational 
rehabilitation. The team of people working with 
the person can include housing specialists, voca-
tional/educational counselors, social workers, 
primary care clinicians, and mental health profes-
sionals. Psychiatrists typically become more 
actively involved during this stage as they are 
positioned to provide direct psychiatric care, 
advocate for housing, and provide a bridge to the 
larger medical care system. Some individuals 
benefit from assertive community treatment or 
intensive mobile treatment models of support 
during this phase. The community psychiatrist 
should be aware of these models, initiate treat-
ment, and refer individuals to more intensive 
mobile treatment teams when indicated. 
Community psychiatrists use a full range of bio-
psychosocial skills to coordinate interventions 
and support the expertise of other team members 
so that the person receives optimal care and 
support.

Ongoing Rehabilitation
Intensive care segues to an open-ended third 
stage of ongoing rehabilitation. This stage syn-
chronizes with movement toward Townsend’s 
“interdependence” and is related to Prochaska 
and colleagues’ (1992) “relapse prevention” and 
“maintenance.” During this stage a person gradu-
ally sheds an identity of homelessness while con-
tinuing to pursue personal recovery goals with 
increased agency. At this stage, people are nearly 
always housed. They may be pursuing work or 
vocational/educational rehabilitation, re- 
establishing ties with family, forming other sup-
portive relationships, and pursuing broader social 
and/or spiritual concerns with faith-based or 
other community institutions. Psychiatrists work 
with these formerly homeless people through 
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psychoeducation and supportive psychotherapy. 
These practices enhance their awareness of trig-
gers that might exacerbate their illness or lead to 
substance use relapse and solidify their problem- 
solving skills.

On an individual level, while transitioning 
through the phases of intensive care and ongoing 
rehabilitation, a homeless person often confronts 
the phenomenological challenge of “internalized 
homelessness,” persisting after permanent hous-
ing is obtained. Past homelessness is associated 
with higher levels of psychiatric distress and 
trauma than those who have never had such expe-
rience (Castellow et al. 2015). These individuals 
are also less likely to feel secure in their recovery. 
Many of these individuals have continued hous-
ing instability and demonstrate behaviors and 
decisions consistent with the belief they may lose 
their housing at any moment despite months to 
years of permanent housing. People may collect 
belongings necessary for survival on the street, 
rapidly consume high volumes of highly caloric 
food, avoid utilization of banks, avoid social 
interactions with peers, or even sleep in locations 
other than a bed in an apartment. It is a potential 
barrier for individuals to fully accept supports 
and engage in community re-integration and a 
personal recovery journey. Psychiatric practitio-
ners must be aware of this and educate their sup-
port teams. They can provide a sense of 
normalization to their clients and connect them to 
peer-based and other supportive services.

 Some Key Principles

Augmenting this methodology are some basic 
service principles articulated over the past three 
decades. They include the following watchwords, 
which are also listed in Table  1 (Osher 2001; 
SAMHSA 2021).

Housing access as bulwark: Achieving housing 
stability for people with behavioral health disor-
ders requires more than housing itself. However, 
without permanent housing, a solution to home-
lessness is obviously impossible. Supportive 
housing is discussed in detail in the  chapter 

“Housing First and the Role of Psychiatry in 
Supported Housing”.

Income stability as key: In order to manage day- 
to- day living, there must be a stable source of 
income. Unfortunately, public assistance is noto-
riously unstable and inadequate. If eligible and 
unable to work in the short term, the use of fed-
eral disability insurance would be the best spring-
board to financial stability. However, the social 
security disability determination process is 
lengthy and inaccessible to many experiencing 
homelessness, and decisions seem arbitrary in 
many instances, so this is not an easy solution 
either. As a result, establishing financial stability 
is a significant challenge in most states. When 
available, this benefit must be evaluated in an 
ongoing manner and/or coupled with supported 
employment. Advocacy and support around peo-
ple’s access to benefits is an integral part of the 
clinical care a community psychiatrist provides.

Using active, persistent, yet flexible tech-
niques: Clinical behavior must be flexible and 
patiently assertive. Trust is hard-won, especially 
with those who have had lifelong exposure to the 
criminal incarceration system, structural racism, 

Table 1 Key principles in clinical work with homeless 
populations

Access housing
The first order of business
Enable income stability
Employment or federal disability insurance without 
delay
Be active, persistent, yet flexible
Trust is hard-won and respect is necessary
Maintain optimism and think longitudinally
Culture the relationship, be a real object, setbacks are 
natural
Connect to natural support network
Extended family, peer supports, community institutions
Focus on cultural competence
Ethnicity, race, gender, sexual orientation affect the 
experience of homelessness
Integrate services
Teamwork and careful attention to biopsychosocial 
complexity
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traumatizing human service systems, and child-
hood experience with domestic violence or other 
traumas.

Being optimistic, having a longitudinal perspec-
tive, and recognizing “the long game”: The 
road from homelessness can be a very long one 
with setbacks and rewards. In the pursuit of 
mutual respect and engagement – and the build-
ing of personal agency – even acceptance of deci-
sions that may have suboptimal outcomes may be 
necessary. Understanding that people remain in a 
recovery process, regardless of setbacks, is criti-
cal. Clinician-driven urges to be overly assertive 
or coercive to gain rapid results can fracture the 
relationship. A community psychiatrist should 
not over prioritize a single medication decision or 
the acceptance of a particular type of shelter over 
the caring relationship. However, it is often 
appropriate to use the alliance that emerges from 
the relationship to make recommendations to 
help the person achieve their goals. Examples 
range from suggesting a person accepts a medi-
cation dose change to observing limits on disrup-
tive behaviors (e.g., not using substances on 
shelter premises). The reciprocity implied in this 
process helps other transference- 
countertransference events and assists a clinician 
in advocating for and supporting the patient.

Using natural support networks: Whenever 
possible, it is helpful to reach out to extended 
family, develop peer support, and link people 
with community institutions, such as faith-based 
organizations. These efforts will help counter the 
isolation and alienation that many homeless peo-
ple experience. This support may be particularly 
helpful in preventing a recurrence of homeless-
ness for adults precariously housed with family.

Integrating services: Social, psychological, 
vocational, substance use, and physical health 

complexity is the rule and not the exception for 
people experiencing homelessness. It is an abso-
lute requirement that effective care is integrated. 
This integration occurs at many levels and 
includes psychiatry, addictions care, primary 
care, housing, case management, peer, voca-
tional, and educational supports. As noted in the 
discussion of stages of clinical care, teamwork is 
key  – with communication that is regular, 
methodical, and non-crisis driven.

Relationship building: A variety of treatment 
approaches have developed to support and pro-
vide care to those experiencing homelessness. 
No matter what intervention is offered, it is 
important to consider that the person experienc-
ing homelessness is likely to mistrust medical 
personnel and human resource institutions. 
This should be expected given the fragmenta-
tion, authoritarian, and racist structures in place 
that cause and perpetuate homelessness and 
racial inequities. As such, it is important to ini-
tiate the relationship with active listening, self-
esteem building, and fostering empowerment 
around decision-making whenever possible. 
The relationship is the core of treatment. 
Establishing optimal collaboration with the 
person struggling to emerge from homelessness 
will ultimately yield high rewards for clini-
cians, too.

Teamwork: We have also found that given the 
fragmentation of services designed to support 
people who have behavioral health conditions 
and homelessness, it is often helpful for psychiat-
ric practitioners to work together to create a con-
tinuum of support. Group practices that embed 
psychiatrists as part of a team operating across 
multiple systems, such as outreach teams, shelter, 
ACT, food pantries, and permanent housing, can 
be effective at providing continuity of care to 
individuals as they transition from the street to 
home.
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 Effective Interventions

 Street Psychiatry or Homeless 
Outreach
Targeted case management by outreach teams is 
often effective for developing an understanding 
of the specific clinical needs a person may have 
(Rowe et  al. 2015). Outreach is the archetypal 
engagement phase activity. For people experienc-
ing street homelessness outreach, teams can 
coordinate with psychiatrists to literally meet 
people where they are. A highly effective model 
involves integrating the psychiatrist within the 
street outreach team. The street psychiatrist visits 
with people living on the street or in other public 
spaces, constructs psychiatric assessments (typi-
cally over a series of unobtrusive visits), and con-
sults with the team on optimal approaches to 
engage and support people on their recovery 
path. They also provide leadership during behav-
ioral or physical health crises. These psychiatrists 
may provide psychotherapy and pharmacother-
apy with people while they are staying on the 
street. As with the “housing first” model, needed 
services should not be withheld or delayed 
because individuals are unable to access tradi-
tional services. These interventions lower behav-
ioral health barriers in the transition to housing, 
transitional shelters, safe havens, or other bene-
fits. Additionally, considering the high rates of 
physical health challenges experienced among 
this population, an extremely important psychiat-
ric role is to collaborate with street medicine 
teams, linking people “sleeping rough” to pri-
mary care.

 Critical Time Intervention (CTI)
CTI is an evidence-based intervention specifi-
cally tailored to assist people who are homeless 
and have mental illnesses during transitions. First 
developed in a men’s shelter setting, its original 
iteration’s goal was to help assure successful 
transition from that setting to housing (Valencia 
et al. 1996). The intervention’s evidence base is 
primarily derived from an adult homeless sample 
(Susser et al. 1997) and has been applied to vet-
eran subpopulations, to homeless families headed 
by young single mothers, and as a mechanism to 

facilitate movement from relatively costly ACT 
to less intensive services (criticaltime.org 2021).

CTI’s time-limited model is divided into three 
phases of decreasing intensity of service guided 
by individualized service planning according to 
Rowe et al. (2015). The first is engagement with 
the case manager who acts as collaborator and 
advocate while evaluating the individual’s 
strengths, needs, and community supports. The 
second phase involves arranging and monitoring 
various supports, allowing the person experienc-
ing homelessness to try them out. The final phase 
is fine-tuning supportive elements, gradually 
transferring care to involved community provid-
ers and termination of the CTI services. CTI 
often initiates in the earliest precontemplation/
engagement stages and most logically begins to 
terminate during a later action/intensive care 
stage as a person reunites with family or transi-
tions to a range of community providers. So, 
while CTI addresses the practical challenge of 
housing stability, it also helps in a process of 
social connectedness by actively prioritizing the 
establishment and renewal of relationships, both 
services-related and personal. Among homeless 
adults there is evidence of a decrease in negative 
symptoms in those with schizophrenia (Herman 
et al. 2000) and overall cost-effectiveness in gen-
eral (Jones et al. 2003).

 Assertive Community Treatment (ACT)
Assertive community treatment provides mobile 
and comprehensive community-based care and 
case management for people with serious psychi-
atric disorders. Its proactive and continuous 
approach is a good fit for the needs of people who 
are homeless and have mental illnesses (Morse 
et  al. 2017). ACT’s flexibility enables it to be 
implemented during the stage of precontempla-
tion when individuals are dependent-unaware 
and not fully engaged. ACT can continue to the 
clinical stage of intensive care, transitioning to 
stages of relapse prevention/independent-aware/
ongoing rehabilitation. ACT has been adapted to 
homeless populations for over 45 years, with evi-
dence of improved housing stability. ACT pro-
grams decrease hospitalization rates, emergency 
room visits, and criminal justice involvement 
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(Philips et al. 2001). Program modifications more 
closely meeting a homeless person’s needs are 
often desirable. These include (1) the creation of 
drop-in centers; (2) subdividing the team into 
mini-teams to improve engagement capacities; 
(3) using time-limited service to encourage tran-
sition to less intensive care; (4) hiring peer work-
ers to diminish stigma within the team; and (5) a 
family outreach coordinator to help rebuild those 
relationships (Hackman and Dixon 2006). For a 
full description of ACT, please see the  chapter 
“Case Management and Assertive Community 
Treatment”.

 Pathways to Housing
The “housing first” model was pioneered by 
Pathways to Housing (Tsemberis and Eisenberg 
2000). Although housing literature suffers from 
significant methodological issues (Rog 2004), 
this model has strong evidence supporting its 
effectiveness when compared to the traditional 
“housing continuum” approach. This approach 
relies on the loose criteria of “housing readiness” 
and concentrates on a gradual movement of peo-
ple, for example, from the streets, to drop-in cen-
ters and shelters, then to congregate housing, and 
finally to independent housing only after they 
have demonstrated success at the previous step.

Conversely, the Pathways’ technique offers 
housing to people as soon as benefits or other 
means for rent have been obtained. A key ele-
ment to success is combining Pathways’ scat-
tered site supported housing with an ACT team. 
Although access to ACT’s support can be 
restricted by payer funding and/or regulatory 
restrictions, it has the capacity to supply a range 
of treatment and rehabilitation supports. A pro-
spective random assignment study showed 79% 
retention in Pathways, as opposed to 27% for a 
traditional control group using a continuum of 
care model of housing (Aubry et  al. 2015). 
Because of its use of ACT, the Pathways model 
has the capacity to serve people through clinical 
dimension stages of engagement and intensive 
care, only terminating at the point of ongoing 
rehabilitation, when a person is at least indepen-
dent/aware and involved in relapse prevention or 
maintenance.

 Pharmacotherapeutic Approaches
One of the aims of pharmacotherapy for people 
experiencing homelessness is to provide an 
accessible path for medication from a caring cli-
nician. If individuals are open to clinically indi-
cated pharmacotherapy, treatment should not be 
withheld or delayed due to housing status. Many 
people experiencing homelessness respond to 
such treatment, and the community psychiatrist 
must consider ways to provide access and sup-
port adherence. More than 70% of people diag-
nosed with schizophrenia do not adhere to 
medications (Fenton et al. 1997). For those expe-
riencing schizophrenia and homelessness, nonad-
herence rates are even higher.

Effective strategies to support adherence 
include offering long-acting injectable (LAI) 
medications, the use of medications that have 
long half-lives (such as extended-release prepara-
tions), and co-mingling pills in blister packs. 
Co-mingling pills involves the pharmacy dis-
pensing different pills to be taken at the same 
time in discrete packaging that can be handed off 
to people at regular intervals while in shelter or 
the streets. The combination of LAI antipsychot-
ics with psychoeducation is associated with sig-
nificant improvements in LAI adherence (76% at 
6  months) in addition to improvements in oral 
medication adherence (Sajatovic et al. 2013).

Medication-assisted treatment (MAT) is 
often indicated for co-occurring substance use 
and mental health conditions. People may be in 
the precontemplation stage with regard to accep-
tance of medication for their mental health con-
ditions, yet simultaneously in action stage 
regarding treatment for their substance use dis-
orders. For those experiencing street homeless-
ness who are open to MAT, long-acting 
injectable preparations of naltrexone or 
buprenorphine are often helpful for alcohol use 
disorder and opioid use disorders. Recent stud-
ies have demonstrated that LAI naltrexone com-
bined with harm reduction counseling for people 
experiencing homelessness was associated with 
decreased alcohol use, alcohol- related harm, 
and improved physical health (Collins et  al. 
2021). Clinical experience has been that having 
a low threshold for inducing someone on 
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buprenorphine while they are street homeless or 
in shelter can be highly effective during engage-
ment and intensive care. This approach supports 
reductions in opioid misuse, decreases overdose 
risk, and often leads to engagement in more 
comprehensive support.

There is a clear role for clozapine in treatment 
refractory schizophrenia among people who are 
homeless, particularly those with suicidal ide-
ation. Despite challenges in adherence and 
accessing laboratory testing, community psychi-
atrists who are part of team-based care systems 
benefit from developing processes to deliver clo-
zapine and monitor absolute neutrophil counts 
(ANCs). Strategies may include transport to lab 
centers, visits by street medicine teams, or point- 
of- care ANC testing devices. Blister packs that 
include clozapine co-mingled with other pills are 
additional tools.

It is essential to consider how homelessness 
impacts medication decisions. Explicit conversa-
tions about how sedating medications may affect 
the person given their sleeping environment and 
how they will access pills should be initiated by 
the clinician. Shared decision-making is the 
guide. Medications should be discussed in a con-
text and manner that lines up with a person’s 
level of motivation and stage of change. For 
example, people who are staying in shelter may 
prefer to avoid psychiatric medications that may 
result in drowsiness, given the physical risks of 
those environments. For some, regular lab moni-
toring may be inaccessible. The practitioner may 
consider medications that require less frequent 
monitoring or may initiate medications without 
recent labwork if the benefits of treatment out-
weigh the risk. Lower dosing while the person is 
on the street may be suggested until lab work is 
accessible and upward dosage adjustment practi-
cal (Table 2).

 Employment and Education: 
Supported and Transitional
Supported employment, such as individual 
placement and support (IPS) (see the  chapter 
“Supported Employment”)), and transitional 
employment (see the  chapter “Fountain House 
and the Clubhouse Movement”) are EBPs that 

have gained wide recognition in general popula-
tions with serious psychiatric disorders, many 
of whom might have had histories of homeless-
ness. Vocational or educational rehabilitation 
most frequently begins during intensive care or 
ongoing rehabilitation. Because work is practi-
cal, associated with positive clinical outcomes 
and frequently improves self-esteem, efforts 
must be made to offer vocational or educational 
rehabilitation opportunities to homeless people 
who are at all stages of engagement and recov-
ery. Access to these supports should not be with-
held due to housing status. For individuals 
motivated to work, access to supported employ-
ment can be a helpful engagement tool for peo-
ple staying in shelter or the streets. Clinical 
experience is that there are benefits to integrat-
ing accessible supported employment into sup-
portive housing for those who are further along 
on their recovery journey.

 Integrated Dual Disorder Treatment
Clinicians recognize that rates of co-occurring 
mental illness and substance use are elevated 
among people experiencing homelessness, with 
estimates in the literature have been as high as 
85% (Joseph &  Langrod 2004). This reality 
helped inspire efforts to develop interventions for 
these co-occurring disorders for all clinical popu-

Table 2 Pharmacotherapy principles for those experi-
encing homelessness

Utilize shared decision-making
Promote collaboration, emphasize personal choice, 
and the long-term relationship is primary to any one 
medication decision
Offer medications for mental health conditions
Do not withhold indicated psychiatric medications, 
consider risk/benefit of initiating medications if lab 
results are initially inaccessible, clozapine and lithium 
may be indicated and are not contraindicated for 
people experiencing homelessness
Offer addictions medications for substance use 
conditions
Co-occurring disorders are often responsive to MAT 
and psychotropic medications
Consider practical measures to support adherence
Consider offering long-acting injectable medications 
in a trauma-informed way, co-mingle blister packing 
of medications, and offer medications with long 
half-lives
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lations. Integrated dual disorder treatment 
(IDDT) demonstrated benefit for people experi-
encing homelessness with co-occurring disor-
ders. Systems of care that deliver services to 
those experiencing homelessness may deliver 
IDDT as part of supportive housing or homeless 
ACT models (Pringle et al. 2017).

 Modified Therapeutic Communities 
(MTCs)
MTCs offer an intervention that is grounded in 
intensive care (action/dependent-aware) and 
has been shown to be effective in homeless 
populations with co-occurring disorders (Sacks 
et  al. 2008). MTCs are associated with 
improved measures of abstinence, psychiatric 
symptoms, and housing. Compared with clas-
sic therapeutic communities, MTCs are less 
confrontational and incorporate treatment for 
mental health. This modification makes it eas-
ier to engage individuals so that they may ben-
efit from treatment. However, whatever gains 
they achieve can be lost without continuous 
aftercare, resulting in high relapse rates and 
setbacks in progress toward ongoing rehabili-
tation. One MTC evidenced comparably less 
substance use and greater housing stability 
with inclusion of aftercare groups and case 
management. These interventions support 
sobriety and create a bridge to the community, 
building on the social connectedness estab-
lished in the MTC (Sacks et al. 2003).

 Peer Workers
In the 1980s, prescient homelessness outreach 
programs pioneered the inclusion of peer work-
ers. These formerly homeless people, who were 
often in recovery from addictive or mental health 
disorders, enhanced the effectiveness of engag-
ing people who were on the street. Peer workers 
reinforce hope, are role models, enhance credi-
bility, and offer day-to-day education for profes-
sional staff about a culture many have only 
glimpsed. In addition to street outreach, peer 
counselors have been used in a variety of home-
less subgroups throughout the stages of clinical 
care, such as youth and veteran populations, ACT 
team clients (Dixon et  al. 1997), adults with 

forensic histories (Rotter et al. 2005), and people 
in therapeutic communities.

 Promising Practices

 Intensive Mobile Treatment (IMT)
IMT is an innovative model aiming to support 
and continue to treat people with very high 
behavioral health needs who were in frequent 
contact with homelessness, mental health, sub-
stance use, and criminal justice systems. This 
model began in New York City in 2016 to serve 
people as they move among street locations, shel-
ters, and institutions (NYC Department of Health 
and Mental Hygiene 2017). The IMT team 
actively outreaches to people who experience 
homelessness and also can provide office-based 
support and care. IMT includes community psy-
chiatrists, peer specialists, mental health profes-
sionals, and community nurses and provides care 
to 27 individuals with very high staff to partici-
pant ratios. IMT has demonstrated capacity to 
rapidly accept referrals for service, maintain ser-
vice connection, and improve overall engage-
ment. The psychiatrist assesses, coordinates basic 
primary care, and provides psychotherapy, phar-
macotherapy, and psychiatric leadership within 
the team. IMT has a higher staff to patient ratio 
than ACT. It is much more flexible than ACT 
models in a way that is helpful for many people 
experiencing homelessness. For example, tradi-
tional ACT teams are often pressured to limit 
office-based drop in visits to people experiencing 
homelessness by auditing bodies. These office- 
based visits are extraordinarily helpful to engage 
people experiencing street homelessness. ACT 
teams also depend on managed care organization 
billing and authorization for services. These 
payer systems are not always supportive of the 
continuity of care and the flexible engagement 
patterns necessary to provide support to people 
experiencing homelessness. Finally, given its 
staffing capacity, IMT teams are able to provide 
relationship building and intensive psychother-
apy to people who would benefit or are not yet 
ready to accept pharmacotherapy for their 
conditions.
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 Trauma-Informed Services 
and Treatment
Many people experiencing homelessness have 
suffered from multiple and repeated traumas 
throughout their lives (see the  chapter 
“Traumatic Stress in the Community: 
Identification and Intervention”). Trauma-
informed services have been applied to home-
less populations and focus on an individual’s 
strengths to regain a sense of control and 
emphasize psychological and physical safety. 
This reduces the threat of re- traumatization and 
increases access to services (Hopper et  al. 
2010). Given the high burden of trauma for 
those experiencing homelessness, it is recom-
mended that all organizations that provide 
homelessness support services implement ser-
vices that assess for trauma and its sequelae and 
provide services appropriate to people with 
trauma histories (Hayes et al. 2010). According 
to Hayes, the provision of supportive housing 
alone is inadequate to address the consequences 
of trauma for individuals experiencing home-
lessness. Specific treatments for trauma show 
modest but encouraging results when applied to 
homeless populations with co-occurring mental 
illness and substance abuse (Desai et al. 2008; 
Magwood et al. 2019). Seeking safety is a help-
ful therapeutic intervention for individuals 
experiencing homelessness, trauma, substance 
use, and/or PTSD. Clinical experience indicates 
that it is helpful to integrate these programs into 
shelter, drop-in, supportive housing, or ACT 
teams.

 Primary Care Behavioral Health 
Integration (PCBHI)
Integrated treatment of co-occurring disorders 
has become widely accepted in behavioral health 
circles over the past decade (see the  chapter 
“Integrated Care and Community Psychiatry”). 
However, PCBHI has been practiced in varying 
degrees by programs serving homeless popula-
tions long before that. The need to serve people 
who are homeless, and who frequently present 
with extreme clinical and social complexity, has 
motivated this practice. Boston Health Care for 
the Homeless Program’s medical respite service 
is an iconic example and provides short-term 

residential medical care for people unable to 
manage on the streets or in shelters (O'Connell 
et  al. 2010). Janian Medical Care in New York 
City practices a model that embeds a psychiatrist 
into outreach teams that collaborate with street 
medicine teams. By teaming psychiatric and pri-
mary care clinicians, especially within the same 
organization, integrated care may continue for 
years, even after a person gains housing. These 
programs developed by community-based orga-
nizations provide models on which to build.

 Conclusion

Working with individuals experiencing homeless-
ness offers challenges and rewarding clinical 
opportunities for community psychiatrists and 
hope for the people with whom they work. At the 
time of writing of this chapter, the COVID-19 pan-
demic disproportionately threatened the physical 
and behavioral health of those experiencing home-
lessness and probably contributed to an increase in 
homelessness. Similarly, dislocations due to cli-
mate change create surges in homelessness, dis-
proportionately affecting marginalized people 
with mental illnesses. While awaiting research and 
policy initiatives addressing social and natural 
calamities such as these, psychiatric services need 
to rapidly respond and adapt. In this chapter we 
have discussed some interventions that are likely 
to reduce the impact of homelessness, but many 
challenges and threats remain. Community psy-
chiatrists will need the skills described here to 
meet future needs as they develop.
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Early Psychosis and the Prevention 
and Mitigation of Serious Mental 
Illness

Iruma Bello, Ilana Nossel, and Lisa B. Dixon

Schizophrenia spectrum disorders are psychiatric 
illnesses with a lifetime prevalence near 1%; they 
can cause extensive functional impairment and 
have for too long carried low expectations for 
recovery (Lieberman et al. 2013). This group of 
disorders typically includes schizophrenia, 
schizoaffective disorder, delusional disorder, and 
schizophreniform disorder. Hallucinations, delu-
sions, and disorganized behavior constitute the 
hallmark symptoms of these disorders. In 2013, 
excess total costs of schizophrenia in the United 
States were estimated at $155.7 billion, including 
significant direct health care costs but mostly 
indirect costs related to losses to the labor market 
(Cloutier et al. 2013).

Specialized early treatment services for first- 
episode psychosis (FEP), now referred to as 
coordinated specialty care (CSC) in the United 
States, emerged during the last 25 years interna-
tionally and have proven effective for engaging 
clients in treatment and improving short-term 
and possibly longer-term outcomes. CSC can 
lead to improvements in symptoms, social func-
tioning, quality of life, and treatment satisfaction 
(Dixon et al. 2018). In this chapter, we will dis-

cuss the scientific foundations for CSC, includ-
ing describing the association between longer 
duration of untreated psychosis (DUP) and worse 
short-term and long-term outcomes. We will also 
describe the essential components of evidence- 
based CSC treatment and policy factors that led 
to the unusually rapid dissemination of FEP 
treatment throughout the United States.

 Relationship Between DUP 
and Outcomes

DUP is defined as the time from onset of psy-
chotic symptoms to effective treatment and is 
measured in months to years across psychotic 
spectrum disorders (Kessler et  al. 2005). In the 
United States, schizophrenia-related disorders 
have an average DUP of over a year (Addington 
et al. 2015). Longer DUP has been robustly asso-
ciated with poor outcomes across health-care 
systems (Howes et al. 2021; Marshall et al. 2005); 
however, there is not enough evidence to support 
causality.

Several meta-analyses have consistently indi-
cated the negative relationship between longer 
DUP and outcomes. A meta-analysis conducted 
by Marshall et al. (2005) evaluated the relation-
ship between DUP and a range of outcomes 
including depression, anxiety, social functioning, 
overall functioning, quality of life, positive symp-
toms, negative symptoms, rates of  remission, time 
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to remission, and relapse at baseline, 6, 12, and 
24 months. The meta-analysis reviewed 26 stud-
ies with 4490 people over the age of 16 but under 
60 with FEP. DUP was defined as the time from 
psychosis onset to neuroleptic treatment or hospi-
tal admission. The mean DUP for all studies was 
124 weeks. There were limited significant corre-
lations between DUP and outcomes at baseline 
(e.g., depression and anxiety, and quality of life); 
however, at follow-up time points, there were 
consistent negative correlations between DUP 
and an array of outcomes which support the idea 
that longer DUP is associated with worse out-
comes. For example, at 6 months’ follow-up, lon-
ger DUP was significantly correlated with greater 
levels of positive symptoms, negative symptoms, 
depression, and anxiety, as well as reduced overall 
and social functioning, and lower rates of achiev-
ing remission. At 12  months’ follow-up, longer 
DUP was significantly correlated with more posi-
tive, negative, depressive, and anxiety symptoms, 
lower quality of life, and lower overall function-
ing, and individuals with longer DUP were not as 
likely to be in remission and took longer to 
achieve remission. While only two studies fol-
lowed patients for 24  months, the link between 
longer DUP and greater positive symptoms, 
poorer quality of life, and overall functioning per-
sisted (Marshall et al. 2005).

Results of the recent National Institute of 
Mental Health (NIMH) Recovery After an Initial 
Schizophrenia Episode Early Treatment Program 
(RAISE ETP) study provide information on the 
impact of DUP in a US-based early psychosis 
sample. In this study, DUP was defined as the 
time between psychosis onset and first-time anti-
psychotic medication treatment. The study 
included 404 individuals with first-episode non- 
affective psychosis between 15 and 40 years of 
age with a mean DUP of 193.5  weeks and a 
median DUP of 74 weeks. Using a cluster ran-
domized design, outcomes of 223 participants 
receiving “NAVIGATE,” the CSC program, were 
compared to 181 individuals receiving usual care 
after 2 years of treatment. Notably, DUP moder-
ated the effects of NAVIGATE such that individ-
uals with a DUP less than 74  weeks benefitted 

significantly more on quality of life and symptom 
measures compared to those with a DUP greater 
than 74 weeks (Kane et al. 2015).

One of the most recent meta-analyses, which 
also included an umbrella review of available 
meta-analyses, examined the strength of the evi-
dence supporting this proposition (Howes et  al. 
2021). They included 13 meta-analyses derived 
from 129 studies with a total sample of 25,657 
individuals. Across the studies, the relationship 
between DUP and individual outcomes was classi-
fied as convincing, highly suggestive, suggestive, 
weak, or nonsignificant. Howes et al. (2021) found 
suggestive evidence for a relationship between 
longer DUP and more severe negative symptoms 
and greater chance of previous self- harm. At fol-
low-up, they found highly suggestive evidence for 
a relationship between longer DUP and more 
severe positive symptoms, more severe negative 
symptoms, and lower chance of remission. There 
was suggestive evidence for a relationship between 
longer DUP and poorer overall functioning and 
more severe global psychopathology. Importantly, 
the effect sizes found in this meta-analysis were 
clinically meaningful. Using statistical analyses, 
the researchers were able to create a predictive 
model which calculated that a DUP of 4  weeks 
predicted >20% more severe symptoms at follow-
up relative to a DUP of 1 week. This suggests that 
delaying treatment by 3 weeks would be associ-
ated with symptom outcomes that are 20% worse, 
and as the delay in treatment increases, so does the 
worsening of the outcomes.

One longitudinal study (Jonas et  al. 2020) 
analyzed 20-year follow-up data for a cohort of 
individuals diagnosed with schizophrenia spec-
trum disorders. In their data, individuals, in gen-
eral, had markedly deteriorating functioning 
either before or after hospitalization or treatment; 
DUP did not impact longer-term outcomes. The 
study has been critiqued because of the limited 
nature of the sample as well as the lack of ade-
quate treatment provided after admission (Woods 
et al. 2020). Further investigation is needed.

Notwithstanding the study conducted by Jonas 
et al. (2020), evidence for the association between 
DUP and outcome is robust. At the same time, as 
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mentioned before, a causal linkage has not been 
firmly established, and it is clear that more stud-
ies are necessary to fully understand the extent of 
any causal relationship between DUP and out-
comes. In addition to understanding the causal 
relationship between DUP and outcomes, the 
ability to intervene early and reduce DUP is of 
paramount importance. In FEP, these delays to 
care can have detrimental consequences. Not 
only do they occur during periods of highest risk 
for self-harm and aggression, but even in the 
most stable circumstances, navigating the frag-
mented US mental health system and experienc-
ing delayed access to the right treatment lead to 
increased suffering, trauma, and despair for youth 
and families who are trying to make sense of and 
cope with these experiences (Dixon et al. 2018). 
There is also evidence that the impact of social 
inequities and scarcity of resources for some 
groups compounds these delays.

 Impact of Social Determinants 
of Mental Health Care on Pathways 
to Care in Psychosis

Many studies have attempted to elucidate the 
pathways to care for individuals with early psy-
chosis. Cabassa et al. (2018) conducted a qualita-
tive study to specifically examine pathways to 
care from symptom onset to CSC in individuals 
with nonaffective psychosis in the RAISE- 
Implementation and Evaluation Study (RAISE- 
IES). They were able to identify factors that 
shaped facilitators and barriers to care along the 
pathway. Their model illustrates the relationship 
between family, client, and health-care system 
factors and how these factors impact help- seeking 
decision-making and in turn may contribute to 
shortened or lengthened pathways to care. During 
the emergence of psychotic symptoms, the ways 
in which clients and families make sense of 
symptoms, level of stigma experienced, and ideas 
about self-reliance influenced help-seeking 
behaviors particularly, given the uncertainty that 
permeates all aspects of the experience. For 
example, during this initial phase, individuals 
and families are unfamiliar with symptoms, 

therefore making it difficult to accurately recog-
nize them and the effects they are having on the 
young person’s life. Individuals and their fami-
lies also lack information and clarity about where 
and when to seek help, all of which can serve to 
delay engagement with treatment. Even when 
individuals and families connect with mental 
health services, Cabassa’s model suggests that 
the pathway can be delayed if individuals and 
families have negative experiences and receive 
poor care, which is characterized as receiving 
poor treatment marked by inaccurate evaluations, 
feeling trapped in a hospital, receiving little 
information about treatment options and side 
effects, families feeling ignored or alienated dur-
ing the process, not being referred to expert pro-
viders, and poor care transitions particularly from 
inpatient to outpatient settings (Cabassa et  al. 
2018). All of these experiences can be traumatiz-
ing and prevent the person and family from 
engaging further with mental health services.

The relationship between risk for psychosis, 
social determinants of health, and DUP is com-
plex and worth examining. In communities of 
color, henceforth referred to as BIPOC (Black, 
Indigenous, and People of Color), pathways to 
care are delayed even more due to social and 
environmental inequities experienced across the 
life span conceptualized as social determinants of 
health. Social determinants are defined as com-
munity and population-level economic and social 
conditions that negatively impact people’s behav-
iors, limit help-seeking, and are associated with 
poor access to care (Compton and Shim 2014). 
At the societal level, they can include prejudice, 
discrimination, and social exclusion based on 
race, ethnicity, and sexual orientation. At the 
environmental level, they can include factors 
such as unemployment, housing instability, and 
food insecurity. Elevated risk factors experienced 
by BIPOC communities are typically associated 
with increased risk of mental illness and a wors-
ened, more persistent illness course (Compton 
and Shim 2014).

At the neighborhood level, disparities create 
increased stress as individuals in BIPOC commu-
nities struggle to meet basic needs and have lim-
ited access to opportunities. This environmental 
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stress may be a driver for increased risk of psy-
chosis; particularly given the established associa-
tion between stress, adverse childhood events, 
and schizophrenia (Rosenberg et  al. 2007). For 
instance, studies have found that immigrant com-
munities are at greater risk of developing schizo-
phrenia and other psychotic disorders compared 
to native-born communities possibly due to 
socio-environmental factors, such as urbanicity, 
discrimination, or socioeconomic deprivation 
(Bourque et al. 2011). Narita et al. (2020) exam-
ined the relationship between social stressors in 
the neighborhood setting as a risk factor for psy-
chotic experiences in a general population sam-
ple of individuals residing in New York City and 
Baltimore. They specifically focused on per-
ceived neighborhood disruption and gentrifica-
tion. Results indicated that individuals who 
perceived greater neighborhood disruptions (i.e., 
characterized as feeling pushed out of the neigh-
borhood, perceiving a disruption of social ties 
and neighborhood connections, and observing 
changes to the sense of community in the neigh-
borhood) tended to endorse psychotic-like expe-
riences more often than other members of the 
community. However, they did not find signifi-
cant differences for the gentrification construct. 
Anglin et al. (2020) examined whether perceived 
ethnic density from childhood was associated 
with psychotic-like symptoms in a sample of 
young urban adults. Results indicated that indi-
viduals from racial and ethnic minority groups 
raised in neighborhoods perceived as primarily 
racially or ethnically different from their identity 
tended to report higher rates of psychotic-like 
experiences compared to individuals raised in 
White, mixed, or racially concordant 
neighborhoods.

In terms of diagnosis of psychosis, there is 
evidence that individuals from Black and Latinx 
communities are disproportionately diagnosed 
with psychosis, and this is in part due to clini-
cians misinterpreting and misattributing the clini-
cal presentation (Schwartz and Blackenship 
2014). We use Latinx as a gender-neutral term to 
describe the heterogenous group of people living 
in the United States of Latin American origin or 
decent. In the United States, BIPOC communi-

ties which have faced sustained systemic racism 
are under-resourced, segregated, and disenfran-
chised. Community members live under stressful 
conditions that limit their ability to overcome 
poverty and have limited access to stable hous-
ing, health care, and education. Frequently they 
experience increased discrimination and are 
exposed to higher rates of violence, all of which 
are associated with decreased access to care and 
poorer health outcomes (Feagin and Bennefield 
2014). Studies have found structural disparities 
experienced by racial and ethnic minoritized 
groups such as limited access to care, lack of 
insurance coverage, and experiences of implicit 
bias when engaging in care (Alegría et al. 2007). 
As such, it is probable that all of these disadvan-
tages and stressors serve to increase risk for psy-
chosis while complicating and delaying pathways 
to care.

Ku et  al. (2020) examined the relationship 
between neighborhood-level characteristics and 
age at onset of psychosis and DUP. The study 
included 143 participants between the ages of 18 
and 30 diagnosed with a schizophrenia spectrum 
disorder; 86% of the sample was African 
American. In addition to collecting individual- 
level data, they characterized the neighborhood 
using census tract-level data. Of the neighborhood- 
level factors they examined, they found that 
neighborhood-level residential instability was 
associated with earlier age of onset of psychosis 
even when controlling for individual-level resi-
dential instability. They also found that perceived 
neighborhood disorder, measured by the 
Neighborhood Disorder Scale, was associated 
with longer DUP. The Neighborhood Disorder 
Scale asks individuals to rate 15 statements 
related to how much they perceive the presence 
of several neighborhood qualities such as drugs, 
crime, noise, graffiti, etc. This study potentially 
points to the increased distress that individuals 
living in these communities might experience 
and how this impacts their ability to access sup-
ports and mental health care.

Studies conducted in Latinx communities 
consistently support the notion that social deter-
minants of mental health impact recognition and 
help-seeking in racial and ethnic minoritized 
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communities. There is evidence that poor Latinx 
groups, for instance, tend to access specialized 
mental health services at a disproportionately 
lower rate than non-Latinx White individuals, 
possibly due to language fluency, a cultural value 
placed on access to affordable services in their 
neighborhoods, differences in recognition of 
mental health problems, and lower quality of 
mental health care (Alegría et  al. 2007). López 
and colleagues (2018) studied psychosis literacy 
among Latinos, primarily of Mexican origin, 
with FEP and their caregivers and found that 
young people with FEP had generally low psy-
chosis literacy. Their caregivers had significantly 
better levels of literacy but still demonstrated sig-
nificant gaps in knowledge which likely directly 
impacts help-seeking. A qualitative analysis of a 
sub-sample of this cohort indicated that stronger 
family relationships characterized by open com-
munication and disclosure of symptoms that 
facilitated awareness and direct action by family 
caregivers were associated with shorter DUP 
(Hernandez et al. 2019). When considering DUP, 
it therefore becomes important to contextualize 
the pathway to care and to take into account the 
unique barriers and facilitators present across 
communities. Although national studies provide 
information on aggregate-level delays, they do 
not provide a detailed perspective on the unique 
issues that BIPOC communities face and specific 
cultural and neighborhood-level factors that need 
to be considered and targeted to reduce DUP.

 Strategies for Reducing DUP

Internationally, efforts have been made to reduce 
DUP using a variety of strategies. The Treatment 
Intervention in Psychosis Study (TIPS) con-
ducted in Norway demonstrated that a multi-
pronged public information campaign focused on 
building community awareness and providing 
clear instructions on how to access specialized 
services was able to reduce DUP by 50% in a 
large sector of the community (Friis et al. 2005). 
Lloyd-Evans et  al. (2011) evaluated 11 DUP 
intervention studies to determine strategies for 
effective reduction of DUP. They included eight 

interventions which targeted increasing early 
detection of psychosis and connecting people to 
treatment. Three of the interventions included 
education campaigns for general practitioners to 
identify early signs of psychosis and encourage 
timely referral to care; the remaining initiatives 
involved a multi-intervention approach. These 
multi-element interventions included large-scale 
public service announcements across various 
media outlets, outreach to schools, face-to-face 
and written contact with general practitioners and 
other health care providers, and a telephone line 
for the public to call for advice. They concluded 
that the most effective way of reducing DUP con-
sisted of taking a multi-focused approach which 
targeted multiple audiences through diverse 
modes of communication.

In the United States, several studies have 
focused on identifying strategies to shorten DUP 
by improving early detection and referral path-
ways. Srihari and colleagues (2020) used a quasi- 
experimental design to examine the impact of a 
4-year early detection (ED) campaign (Mindmap), 
adapted from the Scandinavian TIPS approach, 
across ten towns in Connecticut. They used mass 
and social media messaging, professional detail-
ing, and rapid triage of referrals and measured 
DUP as the time between the onset of psychosis 
and initiation of antipsychotic treatment and 
CSC. The comparison DUP group was derived 
from a CSC program in Boston during the same 
time period as the campaign. Results indicated a 
reduction in DUP at specific timepoints, mea-
sured in quartiles. For example, a time-series 
analysis revealed a cumulative effect of the cam-
paign over time, i.e., for each year of campaign-
ing, a 46-day reduction was achieved for 
connecting with their CSC program (Srihari et al. 
2020). However, there are limitations to these 
findings since the overall differences between 
groups were not significant.

Other projects have focused on testing a vari-
ety of strategies for different populations. For 
instance, Kane and Birnbaum (2017) developed 
Internet-based strategies to reach young people 
through social media and concluded that young 
people with psychosis use the Internet and social 
media platforms such as Facebook frequently 
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throughout the day and indicated that they would 
be okay with proactive outreach via the Internet 
as symptoms emerged. Additionally, the research-
ers found that their algorithm was able to accu-
rately differentiate between psychotic disorder, 
mood disorders, and healthy controls 67% of the 
time (Kane and Birnbaum 2017). New York City 
has taken a public health approach and now 
requires all individuals hospitalized with first- 
episode psychosis to be identified and reported; 
the city also offers a critical time intervention 
model staffed by a peer and a professional, called 
NYC START, aimed at enhancing optimal fol-
low- up care and facilitating connection with 
appropriate services 3  months post-discharge 
from an inpatient unit.

A significant limitation of current attempts to 
reduce DUP is that, for the most part, they lack 
attention to how social determinants of mental 
health limit access to care in BIPOC neighbor-
hoods. Employing generalized population-level 
strategies for reducing DUP may prove insuffi-
cient, as these population-level strategies do not 
address the differential limitations that some 
communities experience when accessing health 
care and fail to account for the lack of capacity of 
current CSC programs to meet the population- 
based need for CSC services. A public health 
campaign that raises awareness about psychosis 
without considering and changing neighborhood- 
level deprivation, discrimination, and inequities 
that delay pathways to care will likely have lim-
ited effectiveness for a heterogenous group. 
Furthermore, if there is limited availability of 
CSC programs in a given area, then increasing 
awareness without providing adequate services 
could compound frustrations and mistrust toward 
the mental health system. More research is 
needed to understand whether engaging commu-
nities using individualized messages and strate-
gies that have cultural resonance and that work to 
address disparities can more effectively reduce 
DUP in BIPOC communities. Overall, more 
work is needed to develop approaches to shorten 
DUP, to clarify the relationship between DUP 
and outcomes across various groups, and to con-
sider the actual resources available to provide 
treatment. It is important that young people be 

connected to evidence-based treatment services 
as quickly as possible after developing psychotic 
symptoms to increase the probability of recovery 
and building a meaningful life; a more individu-
alized, culturally informed approach might be 
more effective for achieving this goal.

 Evidence for the Early Treatment 
for Early Psychosis

Early intervention services (EIS) for FEP have 
been supported by a combination of international 
research studies and implementation efforts car-
ried out during the past 20 years. EIS have been 
broadly implemented in Australia, the United 
Kingdom, Scandinavia, and Canada (Heinssen 
et  al. 2014). Studies have focused on specific 
treatment components (i.e., single-element stud-
ies), as well as multi-element team-based 
approaches. Multi-element services that combine 
each of the single elements (e.g., medications, 
supported employment and education services, 
cognitive behavioral therapy for psychosis, fam-
ily therapy) have consistently demonstrated bet-
ter short-term outcomes (Dixon et al. 2015; Craig 
et  al. 2004; Petersen et  al. 2008; Srihari et  al. 
2015). The most recent studies conducted in the 
United States have led to the creation of the label, 
“coordinated specialty care” (CSC) to represent 
these team-based approaches which encompass a 
package of evidence-based treatment modalities. 
We will review the literature that has established 
the evidence base for EIS services, focusing on 
describing foundational studies.

A study conducted in Denmark was the first 
randomized control trial (RCT) of multi-element 
care for early psychosis (Petersen et al. 2008). It 
recruited 547 individuals ages 18–45 with psycho-
sis who had no more than 12 weeks of exposure to 
antipsychotic medications and randomly assigned 
them to either multi-element care (named OPUS) 
or treatment as usual (TAU). Individuals random-
ized to OPUS received services for 2 years based 
on the assertive community treatment model, 
which included individualized case management; 
family groups; low-dose antipsychotic medica-
tions and, when indicated, cognitive behavioral 
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therapy (CBT); and social skills training. OPUS 
clinicians preferred to see individuals at their 
homes, and the client to staff ratio was 10:1. In 
contrast, individuals in the TAU group had monthly 
meetings with a psychiatric nurse in a community 
mental health center, consultations with a social 
worker, and medication when indicated. Home 
visits were infrequent, and participants consulted 
psychiatric emergency departments for care after 
office hours. In this group, the client to staff ratio 
was 25:1. OPUS participants had lower levels of 
positive and negative symptoms of psychosis, 
reductions in substance use, and increased engage-
ment in, and satisfaction with, treatment compared 
to individuals in the control group (Petersen et al. 
2008).

In the United Kingdom, the Lambeth Early 
Onset (LEO) study was the second RCT to test 
the impact of multi-element care for early psy-
chosis. It included 144 individuals living in 
London, ages between 16 and 40, diagnosed with 
non-affective psychosis who had sought mental 
health services less than two times prior to study 
enrollment (Craig et  al. 2004). Individuals ran-
domized to multi-element care received atypical 
antipsychotic medications at low doses, CBT, 
family therapy, and vocational services for 
18  months. Individuals randomized to standard 
care were treated by teams untrained in special-
ized services for early psychosis at a local com-
munity mental health center in the Lambeth 
section of London. Individuals who received the 
specialized intervention had fewer hospital re- 
admissions, better medication adherence, and 
better occupational functioning and quality of 
life compared to those in standard care and were 
more likely to stay in the study (Craig et  al. 
2004).

The largest multi-element study to date was 
conducted across ten clinical sites in China by 
Guo et al. (2010). The study enrolled 1268 indi-
viduals aged 16–50 with an onset of psychosis 
within 5  years. Participants were randomly 
assigned to the control condition which focused 
on antipsychotic medication management or spe-
cialized treatment which included monthly visits 
consisting of medication management coupled 

with 4 straight hours of psychosocial groups, 
which covered individual and family psychoedu-
cation and support, skills training, and CBT for 
12 months. In total, 406 individuals received the 
multi-element intervention and 338 individuals 
received medication alone. After 1 year, individu-
als who received the psychosocial interventions 
had significantly greater improvement in insight, 
social functioning, obtaining employment or 
education, activities of daily living, and quality 
of life in addition to lower rates of “clinical 
relapse,” which was defined by worsening symp-
toms, hospitalization, need for increased level of 
psychiatric treatment, self-harming behaviors, or 
violent behaviors (Guo et al. 2010).

In the United States, Srihari et al. (2015) com-
pared their comprehensive early psychosis pro-
gram (STEP) in Connecticut, which included 
antipsychotic medications, CBT, family educa-
tion, and case management to help individuals 
access education and employment supports. 
Treatment received in the TAU condition varied 
because it was determined by the participant’s 
current provider or by an outside treatment pro-
vider to whom they were referred. The sample 
included 120 individuals who had an onset of 
psychosis of less than 5 years before entry into 
the study and fewer than 12 weeks of exposure to 
antipsychotic medications. After 1 year of treat-
ment, STEP participants had fewer total hospital 
admissions, fewer hospital days, and a greater 
likelihood of being employed or in school (Srihari 
et al. 2015).

Additionally, the National Institute of Mental 
Health (NIMH) funded the Recovery After an 
Initial Schizophrenia Episode (RAISE) initiative. 
Launched in 2008, RAISE aimed to develop and 
test a treatment model to reduce relapse and long- 
term disability for individuals experiencing early 
schizophrenia. NIMH required that the model be 
ready for rapid deployment if found effective 
(Heinssen et  al. 2014; Bello et  al. 2017). Two 
RAISE studies, the RAISE Early Treatment 
Program (ETP) and the RAISE-IES, laid the 
groundwork for larger-scale implementation of 
CSC programs (Dixon et  al. 2015; Kane et  al. 
2015). The RAISE ETP study, a cluster- 
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randomized control trial, enrolled 404  individuals 
who were between 15 and 40 years of age, diag-
nosed with non-affective psychosis, who had 
only experienced one episode of psychosis and 
were treated with antipsychotic medications for 
less than 6  months. The study was conducted 
across the United States in 34 clinics, half of 
which were randomized to the NAVIGATE con-
dition and the other half to TAU. The NAVIGATE 
multi-element treatment was comprised of 
evidence- based prescribing of antipsychotic 
medications, family psychoeducation, and sup-
ported employment and education services. The 
individual therapy component entitled Individual 
Resiliency Training consisted of CBT-based 
strategies for symptom management, skills train-
ing, and substance abuse treatment utilizing 
shared decision-making with a focus on promot-
ing individual resilience, recovery, and goal 
attainment. TAU included available community 
services as determined by clinicians within com-
munity clinics. Individuals receiving NAVIGATE 
remained in treatment longer, had more improve-
ment on quality of life measures, were more 
likely to have a job or be in school, and experi-
enced greater symptom reduction compared to 
participants in the TAU clinics after 2  years of 
treatment (Kane et al. 2015).

The RAISE-IES study (Dixon et  al. 2015) 
focused on developing training materials for 
rapid deployment and implementation of CSC. 
The study recruited 65 participants at two sites, 
in Baltimore and New  York City. Participants 
received multi-element treatment for up to 
2 years which consisted of evidence-based phar-
macology, case management, supported employ-
ment and education, family support and 
education, and a flexible CBT-based psychother-
apy approach which offered psychoeducation, 
social skills training, substance use treatment, 
and an emphasis on reducing suicide risk. The 
model was delivered using the principles of cul-
tural competency, shared decision-making, and 
with an emphasis on individualized recovery tra-
jectories which were guided by a person’s 
strengths and goals. Results indicated high reten-
tion rates in the program; 91% of individuals 
stayed in services for as long as they were offered. 

Study participants also demonstrated improved 
social and occupational functioning, decreased 
symptoms, decreased rates of hospitalization, 
and increased rates of remission. Furthermore, 
they found significant increased participation in 
competitive employment and degree granting 
educational programs (Dixon et  al. 2015). The 
materials developed by the RAISE-IES study 
were later adapted to the OnTrackNY model. 
OnTrackNY and NAVIGATE are two of the lead-
ing models used in the United States to train spe-
cialized teams on the implementation of CSC.

 Evidence-Based Treatment for Early 
Psychosis

In the United States, coordinated specialty care 
(CSC) became the umbrella term to describe 
multi-element approaches for delivering 
evidence- based early intervention treatment for 
young adults experiencing early psychosis. As 
described in the literature review above, the 
multi-disciplinary CSC team approach encom-
passes a suite of evidence-based practices that 
have been shown to reduce relapse and improve 
outcomes for individuals experiencing schizo-
phrenia spectrum disorders. The services are 
recovery-oriented and emphasize shared 
decision- making, assertive outreach and engage-
ment, and cultural competency in an effort to 
effectively engage young people and their sup-
ports. Furthermore, CSC is offered utilizing a 
person-centered, collaborative, and youth- 
oriented framework, to help people achieve 
meaningful goals and reduce disability. The CSC 
team strives to convey hope for recovery and 
views the person diagnosed with early psychosis 
as the central member of the team’s efforts. 
Individuals’ life goals, aspirations, and ambitions 
drive treatment planning; therefore, none of the 
treatment components are mandatory. In general, 
CSC teams have low client to staff ratios typi-
cally in the range of 10:1 (Heinssen et al. 2014).

Evidence-based treatments provided by CSC 
programs include (1) evidence-based psycho-
pharmacology which emphasizes prescribing 
the lowest effective dose of antipsychotic medi-
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cations with the fewest side effects; (2) health, 
wellness, and primary care coordination meant 
to address cardiometabolic factors associated 
with antipsychotic medications by providing 
education on nutrition and exercise, assessing 
health with routine lab work, and coordinating 
with other medical professionals; (3) case man-
agement aimed at helping individuals and fami-
lies meet concrete needs and connect to outside 
resources; (4) psychotherapy that is generally 
supportive, focused on engagement, collabora-
tion, and enhancing resiliency coupled with 
cognitive behavioral treatments to target symp-
toms of psychosis and related comorbidities; (5) 
family support and education consistent with 
individual and family preferences, to promote 
family involvement across all treatment compo-
nents and address family needs; (6) supported 
education and employment using the individual 
placement and support model to assess work 
and school interest, facilitate rapid placement, 
and provide supports as needed; and (7) peer 
support services which are also included in 
some programs to help enhance engagement, 
peer connections, and promote self-advocacy 
(Heinssen et al. 2014).

These services are provided in a flexible, 
developmentally sensitive way for an average of 
2  years  – although sometimes much longer. 
Within the CSC model, participants are not 
required to engage in any of the interventions in 
order to maintain enrollment, although everyone 
is connected to a primary provider who serves as 
the point person for the participant and family 
member. It is the participant’s and family’s abil-
ity to engage with the team in a flexible way that 
allows the interventions to be tailored specifically 
to each individual and his/her set of circum-
stances to promote achievement of school, work, 
and relationship goals. Similarly, families have 
access to the team of providers and receive indi-
vidualized services to help them navigate this 
precarious time and support the young person in 
their recovery journey.

At the outset of treatment, teams focus on 
forging highly collaborative and engaging alli-

ances with participants and family members 
through the use of specific assertive outreach and 
engagement strategies (Bennett and Bellack 
2017). For instance, successful teams are able to 
remain proactive in connecting with participants 
and family members throughout all phases of 
treatment, and this might include the use of vari-
ous forms of communication (phone, texting, 
email, and in-person meetings). The time and 
location of sessions are flexible and responsive to 
the needs and preferences of the participants and 
family members (e.g., in the home, community, 
or clinic with increased or decreased frequency, 
as needed). Considerations of transportation, 
work schedules, and other caregiving are critical, 
as well. Especially in areas that are geographi-
cally spread out where public transportation may 
not be readily available, the flexibility of team 
members to be creative in communication and 
scheduling is critical to developing a solid work-
ing alliance. Teams typically have the flexibility 
to keep the participant’s file open in the program 
for longer periods of time than in traditional clin-
ical settings, even when there is little contact with 
the participant.

Teams are also able to provide important 
information for participants to consider all rele-
vant treatment choices rather than dictating treat-
ment recommendations and, therefore, ensure 
that treatment decisions are guided by pressing 
concerns expressed by participants and family 
members  – not the priorities of the team. 
Providers maintain a flexible and consistent 
stance toward treatment, which allows them to 
respond sensitively and practically to the range of 
situations that might arise on an as-needed basis. 
At the same time, they focus on demonstrating to 
the participant and family members that the team 
will remain a consistent presence by behaving in 
a reliable manner and offering support, empathy, 
and trustworthiness (Bennett and Bellack 2017). 
This therapeutic alliance usually serves to ensure 
treatment engagement remains across time and 
serves as the foundation for introducing and 
delivering the pharmacological, psychosocial, 
and other treatments offered.
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 National Expansion of Coordinated 
Specialty Care

The creation and dissemination of CSC programs 
across the United States and the contribution of 
the RAISE projects can be understood as the 
intersection of trends in both science and policy 
that converged to create the foundation for 
changes in care and care delivery (Dixon 2017a, 
2017b). In 2014, House of Representatives Bill 
3547 provided an increase of 5% to the 
Community Mental Health Block Grant program, 
an allocation targeted at evidence-based pro-
grams for individuals experiencing early psycho-
sis. The funds were maintained in 2015 and 
doubled in 2016. This funding allowed for the 
widespread national implementation of CSC pro-
grams (Heinssen et al. 2014; Bello et al. 2017). 
At this point, every state has at least one CSC 
program. However, many challenges remain. 
First, there is no standard CSC program and no 
well-validated measure of fidelity, although some 
researchers are developing this process 
(Addington et  al. 2016). This complicates the 
ability to train the workforce and the financial 
sustainability of CSC continues to be a challenge 
(Dixon 2017a). Furthermore, the fragmented US 
health-care system has contributed to a variety of 
experiences regarding how to implement CSC 
programs across diverse contexts.

As the implementation of CSC programs has 
been expanding throughout the United States, the 
differences across implementation efforts have 
become more evident. Decisions regarding spe-
cific implementation practices appear to be influ-
enced by population density and incidence of 
FEP, community-based needs, available work-
force, involvement of state-level leadership and 
coordination efforts, and financial circumstances. 
Even though clinical trials have demonstrated the 
effectiveness of CSC treatment for individuals 
aged 15–25 diagnosed with non-organic, non- 
affective, non-substance-induced psychotic dis-
orders, who have started experiencing symptoms 
within 5 years of receiving care, some programs 
try to reach a broader sector of the population. 
Some programs have decided to expand the age 
range and others to focus on any transition aged 

youth demonstrating high levels of service use, 
and others have broadened the diagnostic criteria 
for program inclusion. One important permuta-
tion is the expansion of the eligibility criteria to 
include individuals experiencing affective psy-
chosis, as a way of addressing the real-world 
needs of participants in certain communities and 
enhance the sustainability of the programs. It is 
yet to be determined whether these adaptations 
and permutations will preserve the effectiveness 
of CSC models. However, it is evident that there 
needs to be a balance between maintaining fidel-
ity to the key elements of the model and being 
able to deploy a program that is responsive to the 
needs of the population in a given community.

There needs to be further consideration of 
community-level factors that impact the ways in 
which individuals and families relate to and uti-
lize CSC programs. One way to do this might be 
to systematically include the conceptualization of 
the impact of social determinants of mental 
health into the fabric of the CSC interventions. 
CSC models need to go beyond delivering cultur-
ally competent care. They should explicitly 
incorporate a focus on social justice that encom-
passes an anti-racist framework. This is funda-
mental to being able to really alter the short- and 
long-term outcomes of young people diagnosed 
with psychosis across communities. At this time, 
there is limited guidance within these models on 
how to conceptualize the impacts of population- 
level economic and social conditions that nega-
tively impact people’s behaviors.

OnTrackNY developed a guide for delivering 
culturally competent care to individuals with 
early psychosis (Lewis-Fernandez et  al. 2018). 
This guide describes key concepts and principles, 
best practices, and case examples to help indi-
viduals with FEP; their supports and providers 
work together to implement culturally competent 
early intervention services. Specifically, it guides 
teams on how to think about and work with areas 
such as religion and spirituality, family culture, 
language barriers, gender and sexuality, youth 
culture, and the team’s own culture. At the indi-
vidual level, these are important things to con-
sider and incorporate particularly if they are 
salient to the individual and family. However, 
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teams also need to be able to consider the impacts 
of the broader systemic, structural racism associ-
ated with significant disparities in most aspects 
of life in the US for BIPOC individuals. 
Individuals cannot be separated from their skin 
color, backgrounds, or the systemic oppression 
that these characteristics guarantee in society. 
CSC providers would benefit from training on a 
model that includes a specific understanding of 
the effects of discrimination, social exclusion, 
and neighborhood-level disadvantage that their 
BIPOC participants experience. Furthermore, 
training on delivering evidence-based interven-
tions that are adapted to include and respond to 
the effects of discrimination, stigma, and 
community- level disenfranchisement would ben-
efit young people and their families and likely 
have long-standing effects. Failure to address 
these barriers in treatment limits the team’s abil-
ity to truly understand, connect, and help the 
individuals they serve. For example, understand-
ing that certain communities have been harmed 
by mental health systems and acknowledging the 
well-founded level of mistrust that participants 
and families might have toward the team from the 
outset could help build a more genuine, stronger 
relationship. Recognizing that some BIPOC par-
ticipants live in communities where their friends 
in families experience police brutality, are dis-
proportionally incarcerated, and face food inse-
curity could help shape where providers focus 
their interventions and modify the way they work 
with participant and family members, as well as 
communities.

It is insufficient to deliver a high-fidelity CSC 
intervention that does not acknowledge and 
address the disparities that people face in their 
daily lives and lack of resources they and their 
families have for meeting basic needs due to their 
race or ethnic background. The flexibility and 
time afforded within the CSC model provide a 
unique opportunity to deliver care that is able to 
meet unique individual needs while at the same 
time work toward dismantling racism. As a field, 
we have achieved a great deal in a relatively short 
amount of time by continuing to study and 
develop strategies for reducing DUP and provid-
ing evidence-based CSC treatments to young 

people as quickly as possible. More work remains 
to be done to make these programs responsive to 
the specific needs faced across communities and 
understand how these programs could be shaped 
to provide improved long-term outcomes and 
even have an impact on changing policies to cre-
ate systemic change.
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Cognitive Behavior Therapy 
for Psychosis

David Kingdon and Douglas Turkington

Psychological approaches to psychosis have a 
long history, but it is only in the past couple of 
decades that experimental studies have shown 
that specific ways of working can be effective. 
However, there has always been, and to some 
extent remains, a degree of skepticism about how 
such approaches can effectively reduce distress 
from hallucinations or improve insight into delu-
sions. By their very nature, delusions have tradi-
tionally been viewed as not being amenable to 
reason, and so reasoning approaches seem inher-
ently doomed to failure. There is also a more gen-
eral perspective that psychosis has been shown to 
be associated with biological changes, and there-
fore the implication can be drawn that biological 
methods are needed to rectify these problems.

Perhaps the latter issue is the most straightfor-
ward to address. A disorder which has demon-
strable biological origins, such as stroke, can still 
benefit from psychosocial methods in adaptation, 
motivation, and rehabilitation. In this instance, 
treatment of associated depression and use of 
occupational and physiotherapies may play the 
major part in moving the individual toward 
recovery. Jaspers (1997) postulated that delu-

sions were non-amenable to reason; this may be 
the case on an initial assessment, but this may not 
be a permanent state; and more refined and newly 
developed methods of reasoning may benefit the 
individual – just as medication can have benefi-
cial effects. Again, it may well be that the person 
can also benefit, in the short- and particularly the 
long term, from being able to manage and live 
with delusions or hallucinations and their conse-
quences or implications. It may still be possible 
to regain a more meaningful and less distressing 
and disabling existence.

 Evidence

The most important is that there is now an abun-
dance of evidence that cognitive behavior therapy 
for psychosis (CBTP) adds value to medication 
and in one specific, yet to be replicated, study has 
had beneficial effects when medication is refused 
(Morrison et  al. 2014b). There has been debate 
about the studies involved, in particular when 
these have been meta-analyzed. The recent article 
by McKenna and colleagues (McKenna et  al. 
2019) clarifies the issues regarding outcomes and 
inclusion criteria, and its conclusion was unequiv-
ocal  – that CBTP is effective against positive 
symptoms. Thus, for patients with such persistent 
symptoms, CBTP has a beneficial effect over and 
above medication and given the potential severity 
of the illness is now recommended by 
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 international guidelines including those from the 
APA (Keepers et  al. 2020), PORT (Kreyenbuhl 
et al. 2010), and NICE (NICE 2014) in the UK.

Most studies have used CBTP courses of 
16–20 individual sessions with a dedicated 
trained therapist. There have also been successful 
studies which have been longer, for example, up 
to 50 sessions for patients with predominantly 
negative symptoms (Grant et  al. 2012), and 
shorter, 6–10 where mental health staff have had 
training to supplement their clinical skills 
(Turkington et al. 2006). Brief targeted interven-
tions have also been used: mindfulness groups 
for voices (Chadwick et al. 2016) and use of an 
intervention for paranoia targeted at worry 
(Freeman et  al. 2015) are examples. They have 
also been employed by case management 
(Turkington et  al. 2014) and early intervention 
teams (Morrison et  al. 2012), and some of the 
techniques were included in the US RAISE study 
(Kane et al. 2016).

Psychosis is a term covering a very broad 
group of presentations and specific problems that 
can be challenging. Substance misuse is a com-
mon complication, and there has been limited 
investigation of its effect on the success of 
CBTP. The one major study of CBTP with moti-
vational interviewing did not show a positive 
result (Barrowclough et  al. 2010) although it 
recruited very well and seemed very acceptable 
to patients. Interestingly, an earlier pilot that 
incorporated family work as well as individual 
work did have benefits.

Moreover, it does seem that low levels of sub-
stance misuse are not incompatible with progress 
(Naeem et  al. 2005). Childhood and later-life 
trauma is also frequently a major issue in psycho-
sis. Trauma-focused CBTP, eye movement 
desensitization and reprocessing (EMDR), and 
prolonged exposure have been used successfully 
in these circumstances (van den Berg et al. 2015), 
and further studies are ongoing.

A brief needs assessment instrument 
(DIALOG) has been evaluated with community 
mental health teams. It systematically elicits indi-
viduals’ satisfaction with various domains of 
experience in their lives and then uses a solution- 
focused approach (DIALOG+) to address those 

issues. It has also been shown to improve quality 
of life, is cost-effective, and has other benefits 
(Priebe et  al. 2015). Similarly brief training in 
improving communication with people with psy-
chosis using, in part, CBTP has been shown to 
improve the therapeutic relationship as experi-
enced by the psychiatrists receiving the training 
and the individuals with whom they work 
(McCabe et al. 2016).

Finally, CBTP has been developed and seems 
most effective with broader service approaches, 
e.g., integrated with community, rehabilitation, 
and recovery approaches. It is potentially useful 
with the open dialogue (OD) model with its 
emphasis on the therapeutic relationship (cur-
rently OD is being evaluated in a randomized 
controlled trial).

 CBTP in Practice

Cognitive behavior therapy for psychosis builds 
on general clinical skills (Wright et  al. 2009; 
Kingdon and Turkington 2004) and the funda-
mentals of CBT. These primarily involve elicit-
ing linkages between thoughts, feelings, and 
behavior (see chapter “Cognitive Behavioral 
Therapy”). A good mental health assessment 
helps clinicians understand how specific symp-
toms have developed and provides good back-
ground information that can lead to understanding 
of how and why specific beliefs or perceptions 
have arisen. The process of exploration and 
guided discovery is a key part of the approach. It 
helps to unravel issues which may have occurred 
many years ago but still affect current beliefs 
about the world and those around the individual. 
An understanding of paranoia, for example, is 
clarified when the history reveals events that have 
eroded trust and have seriously damaged a per-
son’s sense of security. Associated disparaging 
auditory hallucinations experienced by involved 
individuals begin to make sense. Negative symp-
toms can also become understandable as ways of 
avoiding uncomfortable situations which repeat-
edly cause distress and fear, resulting in demoral-
ization or “self-defeating” beliefs (Beck et  al. 
2013).
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Gathering information is essential to moving 
forward but it does need to make sense and be 
well formulated. Predisposing, precipitating, per-
petuating, and protective factors can be linked to 
current and underlying concerns, physical issues, 
and the cognitive triad – thoughts, emotions, and 
behaviors. Diagrams can be helpful where the 
interactions are complex and can clarify connec-
tions. However verbal summarization of specific 
mutual conclusions may be an alternative. This 
process can lessen the confusion about which 
area to focus on and the therapeutic plan to be 
developed. Usually, the specific concerns that the 
individual has will need to be addressed as prior-
ity. For example, voices may be causing consid-
erable distress and interfering with daily living, 
or there may be social issues which interfere with 
progress.

Although studies have tended to focus on indi-
vidual work, there have been a small number 
which have included families and shown very 
clearly that this can enhance recovery. Even small 
numbers of joint (or, if necessary, separate) ses-
sions can allow collaborative development and 
sharing of the formulation and development of 
individual coping strategies. Group work on spe-
cific topics, e.g., understanding voices or para-
noia or improving motivation can be useful, but 
the nature of psychotic symptoms is such that 
some individual work always seems to be 
necessary.

Therapy develops through engagement which 
is a continuing process and will occur alongside 
assessment, formulation, and symptom work.

 Engagement

Engagement is key to any therapeutic interaction 
although it has often been thought to be challeng-
ing with people with psychosis. Frequently the 
problem is that the person will say that they have 
not felt that their concerns are understood or 
taken seriously. Therefore, simply listening, 
using a normalizing perspective, and addressing 
issues related to the voices or delusions in a direct 
and open way can lead to excellent engagement. 
If the person feels their paranoia is being investi-

gated and their safety taken seriously, they’re 
much more likely to work well with a mental 
health practitioner. It may well be that, after 
assessment, the beliefs that they have are not sup-
ported by evidence but attempting to understand 
why they feel the way they do can enhance the 
therapeutic relationship – and often there is some 
logic in the beliefs themselves. It becomes pos-
sible to understand why they believe what they 
do.

In some circumstances, symptoms may be 
minimized by other professionals. Voices may be 
described as “pseudo-hallucinations,” not “real 
voices” or “just thoughts or dissociation”. This is 
particularly common when there is comorbid 
borderline personality disorder (Kingdon et  al. 
2010). However, these experiences  – voices as 
perceived by the individual  – can be very dis-
tressing and insight variable. Working with these 
individuals can reduce that distress and helping 
them to cope can be very engaging. Normalizing 
symptoms in a way which helps them become 
understandable is helpful. For example, discuss-
ing how voices can occur with sleep deprivation, 
trauma, or bereavement can help the person to 
recognize that the approach being taken is one 
which is accepting and non-judgmental.

Engagement is a continuous process which 
may fluctuate and needs monitoring. Difficult 
periods can develop when discussing traumatic 
events or when the therapist is challenged by the 
individual (e.g., whether the therapist believes 
what the person is telling them). It is sometimes 
necessary to “agree to differ,” which is a tactic 
that can work very well in defusing tension and 
allowing a refocusing on the impacts of beliefs. It 
doesn’t involve collusion or confrontation and 
respects the individual’s perspective while not 
endorsing it.

 Working with Voices

It is very important to get a good understanding 
of how voices are affecting the individual, con-
sidering frequency, volume, pattern, level, and 
amount of distressing content as well as their 
beliefs about the experiences. Psychosis rating 
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scales (Beck et  al. 2013) provide a useful and 
systematic way of assessing these processes. It is 
very important to gain an understanding of who 
the patient thinks is speaking, whether they are 
identifiable, and what are they saying. Sometimes 
what is being said is so unpleasant and personal 
that the individual finds it very difficult to con-
vey. In those circumstances it can be sufficient 
and advisable to simply suggest that it may be too 
unpleasant to disclose this material, but neverthe-
less, meaningful work on the associated effects – 
and beliefs – can be done. Voices can sometimes 
be positive rather than negative and can be quite 
supportive. It is their negative effects that usually 
need addressing.

It may be helpful to characterize what the per-
son is experiencing and assuring them that you 
understand and care about their concerns. 
Questions that help characterize the experience 
such as: “Is it just like me speaking to you now, 
or perhaps louder?” or “Why can’t the originator 
of the speech be seen?” may accomplish this. 
There may be different explanations for them 
which need to be explored: it may be that the 
sounds heard are coming through the walls from 
neighbors or are from God or the devil or other 
supernatural sources. Sometimes there may be a 
technological reason that speech is projected to 
the individual only. Securing these explanations 
is very important if they exist. However, the indi-
vidual is often uncertain about the origin of the 
voices. Sometimes it is worth appraising why the 
individual thinks that other people, including the 
practitioner, can’t hear their voices. It may be the 
case that the individual has doubts about their 
explanation and it can be worth testing in session. 
Asking them to let the practitioner know when 
they’re hearing voices can allow assessment of 
what is happening at the time. Sometimes there 
may be an explanation in terms of distortion of 
sounds that they’re hearing. Sometimes suggest-
ing that attempting to record experiences of 
voices on a phone or other voice recorder can 
allow identification of misinterpretations, e.g., of 
noises from machinery, or confirm recognition 
that voices are not being heard in conventional 
ways – clarifying that this is not normal speech 
but something different.

In these situations, developing explanations is 
the way to understand the experience. Any expla-
nation that they have come to themselves can be 
explored, understood, and discussed. They may 
well have already reached an understanding that 
the voices are something unique to themselves 
which relates to their past experiences and to the 
mental health problems that they have. Sometimes 
the beliefs are delusional and paranoid relating to 
persecution by people or agencies that they will 
specify, and it will be important to work with 
these as you would with delusional belief (see 
later in this chapter).

Often there is the opportunity to explain what 
is known about hallucinations. For example, 
when people hear voices, the area of the brain 
that is involved in speech (Broca’s area) is active 
so there is, in a very literal sense, inner speech 
occurring – what “sounds” external is occurring 
in the brain. It can also be very helpful to describe 
situations in which hallucinations occur in the 
absence of psychosis, for example, sleep depriva-
tion, bereavement, delirium, and even when 
going off or waking up from sleep. An explana-
tion that many patients find helpful is related to 
sleep – when we are asleep and we hear speech, 
we just think of this as dreams, and when you 
wake up, they generally stop. Hallucinations 
have been described many times, including by 
Freud, as “dreaming awake” or even a “waking 
nightmare.” The fact that the person is hearing 
someone else’s voice can be taken, erroneously, 
to mean that it’s not from their own mind.

Memories, especially where the originating 
experience has been a particularly emotional and 
disturbing one, may be the source of these per-
ceptual experiences. Memories of events like a 
car crash, or a wedding, are usually much more 
vivid than everyday experience and can be 
recalled easily. Sometimes it’s important to 
understand the origin of the statements which 
may have come from relationships in childhood. 
There may be particular phrases used by key indi-
viduals or related to specific instances of child-
hood trauma or bullying.

Although hallucinations are often related to 
emotional experiences, this is not always the 
case. Sometimes they can present as muddled, 
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jumbled thoughts which seem to have no particu-
lar meaning and may not be distressing but are 
puzzling. An explanation of how automatic 
thoughts are generated can be helpful as the 
experience being described is often one of exter-
nalizing such thoughts and the failure to recog-
nize them as the individual’s own. Having 
clarified the nature of the voices, it is usually 
important to address the content. If it is neutral or 
positive, it may well be that the content is unim-
portant or may be a support for the individual. 
Although it can still be helpful to agree on an 
explanation for the phenomena, the voices may 
be enlisted as allies rather than a problem to deal 
with. Where the content is negative, each state-
ment from the voice often takes the form of nega-
tive comments about the person, e.g., “you’re 
useless” (or usually more venomous and vulgar), 
and work with these statements can be managed 
in a very similar way to that which is used in cog-
nitive therapy for depression. The evidence for 
and against the statements can be weighed and, 
importantly, some conclusion established, which 
is often along the lines of “I’m not that bad” or 
“I’m trying my best.” Key issues about the power 
relationship with the voices can be addressed by 
weighing up why and why not the statements 
made should be believed. This may mean ques-
tioning the authority of the originator of them. It 
may be part of therapeutic work which addresses 
the specific issues related to trauma or relation-
ships. Specific phrases can sometimes be valu-
able, often using those that have come from the 
conclusions drawn. “I’m doing my best” might 
be an example – sometimes qualifying this, with 
a short list of the reasons why we believe this, can 
be helpful. Thinking it, or even saying it aloud 
when in an appropriate setting to the voices, can 
sometimes be a useful approach.

It is always worth exploring the ways that the 
individual has already developed in addressing 
voices. In general, heightened emotion including 
anger tends to lead to exacerbation, but this can 
be an individual response. Some people do find 
that cursing and swearing at the voice reinforces 
their power over it, but most find that this just 
leads to greater aggravation. Using different 
approaches to explore which works best can pro-

duce better coping. This can be in concert with 
approaches such as mindfulness, distraction, or 
socialization. Again, it is important to establish 
and reinforce those approaches that help.

 Working with Delusions

Delusional beliefs may be very accessible to dis-
cussion as they are usually the major concern that 
the individual has. However, in some circum-
stances time and patience may be needed to elicit 
these concerns. This may be because they involve 
paranoid beliefs, which are essentially about lack 
of trust, and it may take time to build up sufficient 
trust for the individual to feel that the practitioner 
is not part of the conspiracy. At least they need to 
feel that the therapist can be trusted to listen to 
them, even if they don’t believe the individual 
can help. Frequently they have expressed their 
beliefs and not felt believed by practitioners or, 
more specifically, not felt that their beliefs are 
taken seriously. Assessing frequency, volume, 
pattern, degree of conviction, and level of distress 
gives a dimensional understanding that can be 
helpful as with voices (Haddock et al. 1999).

Delusional beliefs have origins and under-
standing how they began (i.e., what was happen-
ing in the period leading up to the belief 
presenting and what has happened to reinforce it 
since) can be a very helpful process to the practi-
tioner. It can also allow the individual to system-
atically examine their explanation of the beliefs 
themselves. It would be very unusual for some-
one to go through this process and then concur 
that they may have got it all wrong, but it is quite 
frequent for this process to begin to sow seeds of 
internal doubts. The process of exploring the 
delusion takes time: for most this is a question of 
minutes, but just occasionally, especially with 
systematized delusions, it takes longer. The pro-
cess can be explored over the course of a few ses-
sions. Exploring the circumstances from start to 
finish can provide a continuity which enables the 
individual to feel they are listened to and accepted 
and also feel prepared to consider alternative 
approaches to their problems, even if not alterna-
tive explanations.
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Fully exploring these issues can lead to spe-
cific plans and problem-solving, leading to an 
action, e.g., this might involve writing a letter or 
complaint to the police or a government official. 
In practice, such a letter or complaint is often not 
sent, and any implications of sending it need to 
be discussed although most official departments 
are very familiar with unusual letters and com-
plaints. The process enables the individual to 
assemble and inevitably review the evidence for 
their belief, and frequently this allows the person 
to move their life forward. Their beliefs may dif-
fer with the practitioner, but they can accept that 
there are limits to what they can do about their 
situation and its domination of their life. 
Sometimes an inference chaining approach, e.g., 
“what is it about people believing that you are the 
inventor of the Internet that is important to you?” 
can elicit material which can be worked on 
directly. For example, a discussion about self- 
esteem may allow the therapeutic relationship to 
move forward.

An alternative, or complementary approach, 
has recently been subject to specific evaluation. 
After initially establishing the relationship and 
assessing symptomatology, a “worry interven-
tion” can be offered. This is similar to that used in 
CBT for generalized anxiety disorder, focusing 
on the premise that spending all day ruminating 
about the belief may not be helpful. Although the 
worry involved can have positive value in 
problem- solving and possibly maintaining safety, 
it is leaving them little time in their life to do any-
thing else. The belief itself is not challenged, but 
it is suggested that using a “worry period” regu-
larly once or twice a day may be a way of con-
centrating on that concern for a set period but 
then leaving time free to do the normal day-to- 
day activities of life. The evidence is that this can 
then allow the individual to take control of worry, 
a manifestation of their paranoia. This may have 
a positive impact on the worry, quality of life, and 
perhaps the delusional conviction (Freeman et al. 
2015).

The aim of each of these approaches is not to 
convince the individual that they are wrong but to 
understand why they believe what they believe 
and what the impacts are on their and other’s 

lives and then assist them to manage these more 
productively and with less associated distress.

 Negative Symptoms

Although many CBTP studies have focused on 
positive symptoms, some have been broader in 
scope and reported success (Grant et  al. 2012; 
Sensky et  al. 2000; Turkington et  al. 2006). 
Essentially the cognitive-behavioral conceptual-
ization of negative symptoms considers possible 
individual psychosocial explanations (e.g., 
blunted affect can be a response to trauma or 
institutionalization, low motivation can be due to 
demoralization or self-defeating beliefs, poverty 
of speech from isolation). They generally involve 
protection – by avoidance – against stressful cir-
cumstances which can cause social and general 
anxiety and worsen ideas of reference and hallu-
cinations. They can be addressed through CBTP 
approaches used for anticipated positive symp-
toms, management of stress, and behavioral acti-
vation. Mastery and pleasure diaries and graded 
target setting can be effective over time in putting 
the gains made through these tactics into an 
improved quality of life and movement toward 
recovery.

 Relapse Prevention and Medication 
Management

Developing lasting change and recovery can 
occur through understanding, anticipation, and 
resilience. Recognizing the emergence of anxiety 
and positive symptoms as possible signs of stress 
allows them to be used as signals that social and 
psychological issues need to be addressed. This 
can often be done by problem-solving and some-
times enlisting support of family for encourage-
ment. An understanding can be developed that 
the use of medication is a coping strategy which 
can assist with resilience and reduce chances of 
relapse and which can be adapted to circum-
stances. This does not necessitate an acceptance 
of illness or even that hallucinations and delu-
sions are “not real,” just that medication, for 
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whatever reason, (such as its effects on sleep or 
stress) can be helpful.

 The Third Wave of CBT Interventions

If the first wave of therapeutic interventions for 
psychosis was behavior therapy and the second 
wave was cognitive therapy, the third wave is the 
emergence of new directions in CBT, which have 
been based on modifications of the original cog-
nitive model. These new directions have tended 
to be transdiagnostic, e.g., voices or paranoia, 
rather than developed for specific mental disor-
ders. These include (1) metacognitive therapy, 
(2) acceptance and commitment therapy (ACT), 
(3) mindfulness training, (4) positive psychology 
interventions, (5) imagery modification, method 
of levels (MoL), (6) compassion-focused therapy 
(CFT), and (7) dialectical behavior therapy 
(Wright et al. 2014). The third wave interventions 
have a less robust evidence base for implementa-
tion in the treatment of psychosis, but all have 
found their place within the current psychosocial 
repertoire.

Metacognitive therapy for psychosis 
(Morrison et al. 2014a) was adapted from Wells 
(Wells 2011) model for anxiety and depression. 
The shift here is from working with the content 
of thoughts and beliefs and linked cognitive dis-
tortions toward the style of thinking. This is 
based on the cognitive attentional state derived 
from the self-referencing executive function 
model and postulates that emotional distress is 
driven by a ruminative thinking style. Rumination 
can be depressive or angry and worry tends to be 
threat related. Worry or rumination postpone-
ment through set worry periods allows time for 
other hobbies and activities. Meta-beliefs drive 
the thinking style. These styles might include 
“paranoia will keep me alert and worry will keep 
me safe,” or “voices are supernatural…they are 
dangerous and can harm me.” The approach in 
metacognitive therapy is to reduce these rumina-
tive styles by showing that they aren’t efficient 
and to change frightening over-arching beliefs. 
Once accomplished, this should allow a reduc-
tion in attention to voices and delusions and the 

beginnings of recovery. Metacognitive therapy 
can also tackle the mistaken belief that unpleas-
ant intrusive thoughts should or can be sup-
pressed. Suppressed intrusions bounce back with 
increased force leading to feelings of escalating 
anxiety which worsens psychosis. Metacognitive 
therapy has mostly been tested, as discussed 
above, with paranoid delusions (Freeman et  al. 
2015).

Acceptance and commitment therapy (ACT) 
relies on the cognitive model of Hayes (Hayes 
et  al. 1999). This centralizes the importance of 
group work, awareness, cognitive flexibility, use 
of metaphor, mindfulness practice, valued goals, 
and metacognitive coping style of acceptance. 
ACT has mostly been tested in the treatment of 
auditory hallucinations with some evidence of 
benefit, but it was not significantly more effective 
than a befriending control (Shawyer et al. 2017).

Mindfulness training for people with psycho-
sis in group format has been described and evalu-
ated by Chadwick et al. (2016) as being both safe 
and therapeutic. However, it seems likely that 
prolonged periods of mindfulness are not indi-
cated, but rather certain mindfulness techniques 
such as the mindful breath, mindful walking, and 
mindful eating might be useful (Wright et  al. 
2014). In particular the body scan might unlock 
somatic memories of trauma which need specific 
therapy.

Positive psychology interventions might 
include using techniques to activate pleasant 
emotions of joy, serenity, and happiness. This 
could be done by practicing with positive memo-
ries and activating the linked affects. Triggers for 
positive moods can be explored including partic-
ular pieces of music or pictures of events or loca-
tions. Research has not clarified the best 
symptoms for this intervention, but the anhedo-
nia and blunting of negative symptoms would 
seem to be good targets.

Imagery modification has been used for audi-
tory hallucinations as part of an avatar approach 
where a therapist works to modify negative 
beliefs through a computer construction of the 
“voice” (Leff et al. 2013) and also as part of posi-
tive memory training approach (Steel et al. 2020) 
by identifying the main emotion linked to 
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 distressing voice hearing, e.g., sadness, and then 
activating an image linked to the opposite emo-
tional state, for example, the euphoria of scoring 
a goal for your local soccer team and then prac-
ticing with the image and linked emotion. Images 
linked to voice hearing triggered by unprocessed 
traumatic memories can also be modified during 
the process of CBT.

Method of levels for psychosis (Tai 2009) 
works by focusing attention on unresolved goal 
conflicts which have been described in the pre- 
psychotic periods leading to voice hearing and 
delusion emergence. A series of questions is used 
within a conversational therapeutic style to allow 
goal conflicts to be resolved. This approach has 
the advantage of not needing the classical CBT 
process of therapy including goal setting and 
homework exercises.

Compassion-focused therapy for psychosis 
(Wright et al. 2014) has principally been tested in 
a case series of clients with treatment-resistant 
critical hallucinations. The approach is based on 
the model that the self-nurturing system has 
switched off in many clients with psychosis but 
can be reactivated using a series of exercises. 
These include compassionate self-talk, compas-
sionate meditation, and work with a compassion-
ate image.

Dialectical behavioral therapy for psychosis is 
increasingly being used for clients at the trau-
matic end of the psychosis spectrum (dissociative 
disorder with psychosis, complex PTSD with 
psychosis, dissociative identity disorder with 
psychosis, and emotionally unstable personality 
disorder (borderline with psychosis). Here DBT 
techniques are very useful as a prelude to CBT or 
EMDR as a means of stabilizing mood and reduc-
ing self-harm and dissociation.

 Summary

CBT for psychosis has now established itself as 
an evidence-based treatment alongside medica-
tion and other interventions (e.g., employment 
and case management) endorsed by clinical 
guidelines. It is continuing to develop and 
research needs to keep pace with the newer third 

wave approaches. However, availability of 
evidence- based CBT for psychosis remains a 
problem internationally. Full training is available 
now in many countries, and services do need to 
consider how to access this to provide the exper-
tise for application, teaching, and supervision. It 
is also possible to use the techniques described in 
clinical practice with peer support and using 
teaching materials available (McCabe et al. 2016; 
Kingdon and Turkington 2004; Hazell et  al. 
2018). These interventions have great promise 
for the future of treatment for psychosis.
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Veterans’ Services

Liliya Gershengoren, Pantea Farahmand, 
and Adam Wolkin

 Introduction

The US Department of Veterans Affairs (offi-
cially “DVA” but still widely referred to as “VA”) 
is a Cabinet-level agency that is directed by the 
Secretary of Veterans Affairs. Integrity, commit-
ment, advocacy, respect, and excellence (iCARE) 
are the core values of the VA. The largest compo-
nent within VA is the Veterans Health 
Administration (VHA), responsible for health-
care and related services (the other divisions 
include Veterans Benefits Administration and 
National Cemetery Administration). The identi-
fied missions of VHA include an emphasis on 
clinical care, advancement in medical research, 
upholding the educational efforts of medical 
training programs, as well as assistance during 
national medical emergencies (US Department 
of Veterans Affairs 2020a).

VA endeavors to meet the medical, surgical, 
and mental health needs of veterans who have 
been discharged from the military under honor-
able conditions. Increasingly over recent decades, 

VA has prioritized mental health care and recog-
nized that mental health is an essential element of 
overall health and well-being. VA strives to con-
sistently integrate mental health services, includ-
ing substance use-associated conditions, with the 
other components of health care. This creates the 
foundation for a comprehensive and progressive 
healthcare system and is the basis by which men-
tal health care for military veterans has evolved 
in the quality and the breadth of the multitude of 
services offered by the VA.

The “Uniform Mental Health Services” 
Handbook (Department of Veterans Affairs 2008) 
exemplifies the principle that mental health con-
cerns are essential and impact the physical well-
ness and quality of life of veterans. It establishes 
the minimum mental health program require-
ments that are to be executed across all VA facili-
ties in order to increase access to mental health 
care. The implementation of the healthcare pro-
grams is facilitated through the operation of mul-
tiple VA medical centers (VAMC), 
community-based outpatient clinics (CBOC), 
and VA community living centers (VA nursing 
home). Medical services continue to be expanded 
as there has also been a longstanding initiative to 
shift care from inpatient facilities to the commu-
nity. In addition to the clinical services provided, 
VA recognizes the impact of mental health stigma 
on adherence with mental health care. Systematic 
study of the enduring effects of combat trauma in 
veterans along with possible effective treatments 
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has been a research focus with wide-reaching 
implications. Consideration of what we now 
identify as post-traumatic stress disorder (PTSD) 
was initially shaped by the experiences of 
Vietnamese veterans and is now a widely recog-
nized implication of combat. In addition to 
PTSD, there have been notable contributions in 
the areas of traumatic brain injury research as 
well as substance use disorders.

This chapter provides an in-depth look at the 
ways that VA strives to realize its four missions 
for the benefit of veterans, caregivers, and their 
communities.

 History and Evolution of the VA

Caring for military veterans is a viewed as a soci-
etal imperative throughout the world and the 
United States has one of the most comprehensive 
systems of any other nation. Going back as far as 
the Plymouth Colony in 1636, disabled soldiers 
were provided with much needed support by the 
colony. Later on, the Continental Congress of 
1776 offered pensions to the disabled soldiers of 
the Revolutionary War. Initially, states and com-
munities were tasked with providing medical and 
hospital care to veterans (US Department of 
Veterans Affairs 2020a).  However, during the 
nineteenth century, the federal government 
authorized the first military veterans medical 
facility and expanded the program to include 
benefits and pensions to veterans as well as their 
widows and dependents:

…to care for him who shall have borne the battle 
and for his widow and his orphan. (Abraham 
Lincoln, second inaugural address)

During the post-World War I era, Congress com-
bined all the veterans programs including disabil-
ity compensation, insurance, and vocational 
rehabilitation, to create the Veterans Bureau. 
During this time, as the nature of the war and 
weapon utilization began to change, it became 
apparent that soldiers who were exposed to vari-
ous chemicals and fumes during their service 
would require specialized medical care. As a 
result, specialized medical hospitals, such as 

tuberculosis and neuropsychiatric hospitals, were 
created to better service the needs of veterans. 
Furthermore, veteran benefits were also extended 
to cover the medical and mental health needs of 
veterans that were not considered to be service- 
related. In 1930, President Hoover created the 
Veterans Administration elevating it to a federal 
administration position.

Over the years and with each subsequent mili-
tary conflict, the VA has continued to evolve to 
the present-day Department of Veteran Affairs, 
which continues to emphasize ambulatory care 
and community access. Over time, VA healthcare 
system has increased from 54 hospitals in 1930 to 
over 1500 healthcare facilities including 144 VA 
medical centers serving about nine million 
enrolled veterans each year.

The VA Maintaining Internal Systems and 
Strengthening Integrated Outside Networks Act 
of 2018 (MISSION Act) fundamentally trans-
formed the VA’s healthcare system as it estab-
lished a new veterans community service 
program. Veterans are empowered to seek medi-
cal care in VA healthcare facilities as well as in 
the community. Consequently, Veterans can con-
tinue to receive efficient, timely, and quality 
medical services which are covered by their VA 
benefits.

 Patient Demographics

When the United States eliminated the draft in 
1973, the military force transitioned from those 
drafted to an all-volunteer force. As a result, the 
military became a more selective experience and 
far less common for Americans. The veteran pop-
ulation declined from 26 million to 18 million, 
and presently about 1 in 8 adult men and 1 in 100 
adult women have ever served in the military. 
Close to 62% of veterans who served in Operation 
Enduring Freedom (OEF), Operation Iraqi 
Freedom (OIF), or Operation New Dawn (OND) 
from 2003 through 2017 have utilized VA health 
care since 2001. The most common diagnoses 
include musculoskeletal disorder (62%), condi-
tions that do not appear to have an immediate 
obvious cause (59%), and mental disorders 
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(58%). Many veterans have multiple diagnoses. 
About five million veterans live in rural areas 
making accessibility to health care a priority for 
the VA (US Department of Veterans Affairs 
2017).

Women became part of the military with the 
creation of the Army Nurse Corp in 1901, 
although in addition to nurses, women served as 
cooks, spies, and soldiers. Since 1973, when the 
draft ended, women have been able to enlist, 
occupy many different roles in all the branches of 
the military, and take part in combat. The number 
of women in the military has been steadily 
increasing, and today they comprise 20% of new 
recruits. About 9% (1.7 million) of all veterans 
are women. Of all the post-9/11 veterans, 17% 
are women. This is a substantial increase from 
the Vietnam War era when women made up 4% 
of all veterans. When compared to the general 
population of women, female veterans are more 
likely to have a college degree and earn a higher 
salary during full-time employment. In fact, a 
greater portion of today’s veterans, both men and 
women, have completed higher levels of educa-
tion than those from older periods such as the 
Vietnam War era  (US Department of Veterans 
Affairs 2017).

 Clinical Services: Mental Health

 Clinical Services: Inpatient 
Psychiatric Care

VA is the largest integrated healthcare systems in 
the United States and perhaps, most notably, 
boasts a universal electronic medical record sys-
tem, which allows for better coordination of care, 
patient follow-up, and patient safety efforts 
(Marcus et  al. 2018). Veterans with acute emo-
tional and behavioral symptoms and those who 
may pose a risk to self or others require a higher 
level of care such as inpatient psychiatric hospi-
talization, focusing on stabilization. VA inpatient 
services follow the recovery paradigm and pro-
vide evidence-based psychiatric care specifically 
tailored to the needs of each veteran. Each facil-
ity provides safe and private rooms for women 

veterans that include locking bedrooms and bath-
rooms. As the number of women joining the mili-
tary service continues to increase, the inpatient 
psychiatric units have undergone remodeling to 
accommodate their growing number. There are 
on average more than 100,000 discharges from 
inpatient units annually (True et al. 2017).

 Clinical Services: Residential 
Rehabilitation and Treatment 
Programs

Residential rehabilitation and treatment pro-
grams (RRTPs) treat veterans with a wide range 
of illnesses and rehabilitative needs (Department 
of Veterans Affairs  VHA Handbook 
2010;  Department of Veterans Affairs VHA 
Handbook 2008). Programs includes medical, 
psychiatric, educational, vocational, substance 
use disorder, and homelessness, among other 
rehabilitative services. Programs specific to men-
tal health are identified as MH-RRTP and include 
psychosocial rehabilitative treatment programs, 
post-traumatic stress disorder programs, sub-
stance abuse residential rehabilitative treatment 
programs, compensated work therapy, transi-
tional residence, and domiciliary care for home-
less veterans. Veterans in need of specialized, 
24/7 structure, due to mental health or substance 
use MH-RRTPs, can seek treatment at 1 of 97 
programs in the nation (Ellerbe et  al. 2017). 
Evidence-based psychosocial services are the 
required treatment modalities provided at the 
MH-RRTPs—such as Seeking Safety, motiva-
tional interviewing for recovery-based programs. 
All VA medical centers are required to provide 
access to MH-RRTP services and can be met on 
local and regional basis through service agree-
ments with other VA hospitals. Each must have 
programs with full capacity to serve veterans, 
including women, who suffer from serious men-
tal illnesses, with trauma syndromes, and with 
substance and alcohol use disorders. These 
embrace subpopulations with homelessness and/
or co-occurring mental illness and substance mis-
use. They also provide ongoing monitoring and 
case management referral ability (Department of 
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Veterans Affairs  VHA Handbook 2010; 
Department of Veterans Affairs VHA Handbook 
2008). To routinely monitor the performance of 
all mental health services including residential 
treatment programs, the Office of Mental Health 
Operations developed the mental health informa-
tion system, using up to 15 required metrics to 
assess access and quality of services, including 
average lengths of stay, and access to treatment 
measures (Trafton et  al. 2013; Ellerbe et  al. 
2017).

 Clinical Services: Ambulatory Care

All new patients referred to mental health ser-
vices are expected to receive an initial evaluation 
within 24 hours and are screened for urgent con-
cerns such as hospitalization or immediate outpa-
tient needs. The initial evaluation can be 
conducted by primary care or other referring 
licensed independent providers. More compre-
hensive diagnostic and treatment planning is 
expected within 30  days of the initial screen. 
Referrals to any service are expected to be com-
pleted within 30  days of the patient’s desired 
appointment. Ambulatory care services include 
particular focus on issues such as PTSD, MST, 
homelessness, and specialty substance use treat-
ment services (Department of Veterans 
Affairs VHA Handbook 2008).

One way the VA has increased access to ambu-
latory care services is through telemental health. 
Telemental health services require a qualified 
mental health professional at VA facility and sup-
port staff at the distal end to arrange the appropri-
ate times, technical support, and space for the 
veteran. As a result of expansion in telemental 
health technologies, VA undertook initiatives to 
expand this service nationally. From 2003 to 
2011, telemental health services expanded ten-
fold and continue to grow to address mental 
health needs across the United States (Godleski 
et al. 2012).

Ambulatory care settings offer comprehensive 
evaluation, individual and group psychotherapy 
(emphasizing evidence-based treatments), neuro-
psychological testing, family education, and case 

management supports (Department of Veterans 
Affairs  VHA Handbook 2008). For individuals 
with severe mental illnesses and challenges with 
adherence to treatment, community outreach is 
conducted via the Mental Health Intensive Case 
Management (MHICM) program. MHICM con-
sists of a multidisciplinary team which includes 
prescribing professionals, social workers, and 
visiting nurses. They provide services to patients 
within a 50 mile radius of a VA facility. Their ser-
vices include crisis intervention, socialization 
skills, budget management, client advocacy 
(comparable to ACT teams in the community, 
medication management, and family/caregiver 
support). Their objectives are to minimize the 
need for hospitalization and improve function in 
the community (Mohamed et al. 2009).

 Clinical Services: Minority-Specific 
Programs

According to the US Department of Veterans 
Affairs, minority veterans are identified as 
African Americans, Asian American/Pacific 
Islander, Hispanic, Native American/Alaska 
Native, and Native Hawaiian. Women veterans 
and lesbian, gay, bisexual, and transgender 
(LGBT) veterans are the two other groups who 
are now also identified as minority veterans. 
According to recent VA data analysis, minority 
veterans were more likely to have been diagnosed 
with post-traumatic stress disorder (PTSD) than 
non-minority veterans. This is often attributed to 
the reality that minority groups in the military are 
most likely to be exposed to trauma. Furthermore, 
Black and Latinx veterans are more likely to lack 
primary care physicians and adhere to treatment 
as compared to White veterans (Saha et al. 2008). 
In 1994, the Center for Minority Veterans was 
established to ascertain and address the health-
care needs of minority veterans. On a local level, 
each VA regional office is expected to have a 
minority veterans outreach coordinator to assist 
with benefits available to minority veterans. The 
Office of Health Equity was established in 
2012  in order to further address the ongoing 
health disparities for veterans despite the prog-
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ress that has already been made over the years. It 
offers training to healthcare providers on topics 
such as unconscious bias and cultural 
competence.

VA facilities offer the services of women vet-
erans program managers to assist and advocate 
for women veterans. Specially designated wom-
en’s health clinics at VA hospitals provide medi-
cal and mental health care suitable to their 
particular needs. Runnals et  al. (2014) noted in 
their systematic review of the literature on veter-
ans’ mental health that the rates of depression 
and non-PTSD anxiety disorders are higher for 
women veterans as compared with male veterans. 
Women veterans also have higher rates of comor-
bidity of PTSD and depression. There are also 
higher rates of depression that is comorbid with 
medical conditions such as diabetes (Runnals 
et al. 2014). Women veterans show higher rates 
of health and functional impairments which is in 
part attributed to the availability of “gender- 
sensitive mental health services” (Runnals et al. 
2014). An increasing number of VA hospitals are 
also developing special programs for women vet-
erans which include services for homeless 
women veterans and those have been victims of 
domestic violence  (US Department of Veterans 
Affairs 2015a).

There are more than one million veterans who 
identify as LGBT and are eligible for health care 
through the VA (Puntasecca et al. 2019). During 
their military service and upon returning to civil-
ian life, LGBT veterans have encountered stigma, 
discrimination, and harassment.

Historically, military ethos has led to anti- 
LGBT sentiment and excluded LGBT people 
from military service. They were faced with the 
possibility of a dishonorable discharge and being 
court martialed if suspected of acts of sodomy 
(Byne and Wise 2020). It was not until the 
Department of Defense policy 1304.26 in 1993, 
also known as “Don’t Ask, Don’t Tell” (DADT), 
that the harassment of LGB service members 
became prohibited. Of note, transgender military 
members were not included in the policy since it 
covered only sexual orientation and not gender 
identity. Homosexuality in the military was still 
not legalized and military personnel were 

expected to conform to gender norms. The DADT 
policy was repealed in 2011 and there has since 
been increased awareness and openness for 
LGBT people in the military (Wise 2019). 
Nevertheless, LGBT individuals continue to 
experience greater frequency of harassment and 
assault as compared to their heterosexual and cis-
gender counterparts in the military.

The VA now recognizes LGBT veterans as 
individuals with “unique healthcare needs” 
(Sherman et al. 2014). There has been an increase 
in research examining the mental health impact 
of discrimination and harassment in the military. 
LGBT veterans are at an increased risk of sui-
cide, depression, and substance abuse (Cochran 
et  al. 2013). Furthermore, transgender veterans 
incur a risk of suicide that is 20 times higher than 
that for the veteran population (Blosnich et  al. 
2013). In order to better address the needs of the 
LGBT veterans, VA hospitals have supported a 
number of interventions and programs. Many of 
the VA hospitals have LGBT care coordinators 
and support outreach initiatives. Transgender 
Education Workgroup within the larger Office of 
Patient Care Services has been tasked with devel-
oping online resources as well as delivering 
webinars about the transgender healthcare 
resources. As of 2011, clinical services available 
to LGBT veterans include medical and mental 
health care, hormone therapy, preoperative evalu-
ation for sex reassignment surgery, and medically 
necessary postoperative care (Mattocks et  al. 
2014).

 Clinical Services: Post-traumatic 
Stress Disorder Programs

The relationship between psychological trauma 
and military service was first documented in 490 
B.C, with early warriors reporting symptoms 
similar to those noted in recent history (Swartz 
2014; Abdul-Hamid and Hughes 2014). In the 
United States, the American Civil War (1861–
1865) had the first documented efforts to provide 
formal medical treatment for the psychological 
effects of war (Da Costa 1871). Shortness of 
breath, rapid pulse, and fatigue were given the 
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name “irritable heart” or “Da Costa’s syn-
drome”—named after the physician who 
researched the PTSD-like disorder—which was 
noted in soldiers during times of fear and stress. 
Though over the years additional names were 
given to describe the disorder (i.e., “shell shock,” 
“battle fatigue,” “post-Vietnam syndrome”), the 
diagnosis of PTSD was not adopted until the 
1970s and officially in 1980 in the DSM III (APA 
1980; Reisman 2016).

Prevalence of PTSD varies among veterans 
across wars. Estimates of lifetime prevalence of 
combat-related PTSD across all US veterans 
ranges between 6% and 31%. Estimates of point 
prevalence rates ranges from 2.2% to 15.2% dur-
ing the Vietnam War, 1.9% to 13.2% during the 
Persian Gulf War, and 4% to17% during the 
Afghanistan/Iraq War (Richardson et  al. 2010). 
Often PTSD is comorbid with other conditions, 
and high rates of comorbidity are seen in military 
veterans. Most commonly, major depression is 
noted to be three to five times more likely in indi-
viduals with PTSD (Rytwinski et  al. 2013). 
Anxiety and substance use disorders are also 
commonly co-occurring (Hoge et  al. 2006; 
Milliken et  al. 2007; Richardson et  al. 2010). 
Estimates of comorbid PTSD and substance or 
alcohol use are as high as 76% (Seal et al. 2011; 
McCauley et al. 2012).

To address the long-lasting wounds of service, 
in 1989, the National Center for PTSD—consist-
ing of seven VA academic centers of excel-
lence—was created within the Department of 
Veterans Affairs. The center provides leadership 
in research and development of evidence-based 
treatments, dissemination of best practices, and 
consultative services for the treatment of PTSD. 
The center has become a leader in research and 
education on PTSD as it exists in all forms—
civilian and military assault, rape, child abuse, 
disaster, etc. (National Center of PTSD, 2020a). 
Access to evidence-based PTSD treatment 
including cognitive processing therapy (CPT) or 
prolonged exposure therapy is widely available at 
VA sites throughout the United States. These ser-
vices are offered in person or via telehealth 
modalities to reach veterans throughout the coun-
try. Similarly, PTSD with comorbid substance 

use disorders, pain, or other psychiatric condi-
tions are provided evidence-based and validated 
treatments such as seeking safety, psychophar-
macology, etc. Levels of care can vary from indi-
vidual outpatient treatment, PTSD groups, and 
inpatient or residential treatment services. To 
augment PTSD care and allow for reentry into 
the community, veterans are also provided psy-
chosocial supports such as help with housing, 
vocational support, and programs for veterans 
leaving state or federal prisons (Department of 
Veterans Affairs  VHA Handbook 2008). The 
VHA also provides funding for innovative and 
leading PTSD research. Some of the most impact-
ful strides made in PTSD care are promoted and 
transmitted by the veterans themselves who are 
each other’s greatest supports as comrades in 
service.

 Clinical Services: Military Sexual 
Trauma Treatment

Military sexual trauma (MST) refers to sexual 
assault or harassment that occurs during military 
service. VA offers a wide range of services for 
victims of MST as part of their treatment and 
recovery (Johnson et  al. 2015). Veterans who 
have suffered MST can receive medical and men-
tal health care related to their experience at no 
cost. VA’s national screening program revealed 
that 1 in 3 women and 1 in 50 men reported expe-
riencing MST during the screening  (Military 
Sexual Trauma 2020). MST is not in itself a diag-
nosis and can affect veterans in different ways. It 
is often associated with poor medical and mental 
health care, increased chronic health issues, and a 
decreased quality of life. Women veterans who 
experienced MST are more likely to be diagnosed 
with PTSD compared with male veteran survi-
vors of MST. Male survivors are more likely to 
present with somatic symptoms and medical con-
ditions as well as depression and PTSD as 
 compared to male veterans who did not experi-
ence sexual assault.

MST-related services include outpatient 
clinic-based therapy as well as inpatient and resi-
dential programs for those veterans who require 
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more intense treatment. There are mixed-gender 
inpatient and residential programs that provide 
separate sleeping areas for their women and men 
veterans. Residential programs available specifi-
cally to women veterans are also offered. A cru-
cial component of MST treatment is risk-reduction 
interventions and an integrated treatment 
approach that considers co-occurring disorders 
such as PTSD, depression, or substance use dis-
orders. The first stage of treatment is focused on 
coping skills followed by the second stage which 
then involves trauma processing. Dialectical 
behavior therapy is used to help develop distress 
tolerance and emotion regulation skills in order 
to prepare the patient for the second stage of 
treatment. Acceptance and commitment therapy 
(ACT) is also often implemented for the treat-
ment of PTSD symptoms. Many VA centers will 
deliberately place their MST clinics within pri-
mary care in order to offer privacy and an envi-
ronment of safety and support. Increased efforts 
to identify MST survivors, diagnose associated 
mental health conditions, and offer evidence- 
based treatment continue on local and national 
levels (Vantage Point 2016). 

 Clinical Services: Suicide Prevention 
Programs

Since 2001, veteran suicides increased 32 percent 
compared with a 23 percent for the US adult pop-
ulation. Veteran suicide rate is 1.5 times higher 
than rate of suicide for the civilian population. 
Furthermore, approximately two-thirds of veter-
ans who died by suicide had not utilized VA ser-
vices (Vantage Point 2016; Warren and Smithkors 
2020). Factors such as mental health conditions, 
substance use conditions, and access to lethal 
means increase the likelihood of suicide.

Suicide prevention strategies mandated by the 
VA include decreasing access to or securing fire-
arms, increasing suicide risk screening, and fur-
ther enhancement of the suicide prevention 
program. One such program is the Recovery 
Engagement and Coordination for Health- 
Veterans Enhanced Treatment (REACH-VET) 
which is a novel predictive model that analyzes 

veterans’ health records in order to identify them 
at an elevated risk for adverse outcomes such as 
suicide. Upon identification, the veteran then is 
closely followed by VA mental health specialists 
and clinicians. REACH-VET initiative was fully 
implemented in 2017 and at the time of this writ-
ing data analysis remains ongoing. However the 
data from the initial 6  months, from March to 
May 2017, indicated that the REACH-VET pro-
gram helped facilitate more healthcare appoint-
ments, increased suicide prevention safety plans, 
and decreased all-cause mortality  (US 
Department of Veterans Affairs 2020b). 

Each VA hospital has designated suicide pre-
vention coordinators (SPC) whose responsibili-
ties include working with the identified High 
Risk for Suicide List (HRL) patients. Veterans 
on the high-risk list have a “flag” placed in their 
medical chart to increase awareness of the ele-
vated suicide risk, thus prompting suicide risk 
assessments during their appointments. 
Furthermore, HRL patients are required to have 
increased contact with their mental health pro-
viders (Warren and Smithkors 2020). Another 
suicide prevention resource is the Veterans Crisis 
Line (988 PRESS 1), a free and confidential sup-
port offered to veterans in crisis adding another 
layer of assistance and access to care. Of course, 
no amount of available resources will be enough 
without ongoing efforts to address stigma of 
mental illness and suicide. Together with 
Veterans (TWV) is one such initiative which 
supports efforts to decrease stigma in rural com-
munities in order to prevent suicide (Warren and 
Smithkors 2020). There are numerous ongoing 
efforts to provide education, support, and 
resources to ultimately prevent veteran suicide.

 Clinical Services: Substance Use 
Treatment Programs

Alcohol, nicotine, and illicit substance use are 
associated with numerous social and health con-
sequences. Despite progress, the use of these 
substances remains a leading cause of prevent-
able death in the United States  (Wilson et  al. 
2020). The 2018 National Survey on Drug Use 
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and Health found that among veterans, 300,000 
had a substance use disorder, 800,000 had alco-
hol use disorder, and 78,000 had both an alcohol 
and substance use disorder (SAMSHA 2020). 
Substance use disorder among veterans is com-
plicated by high rates of co-occurring mental 
health conditions, pain, traumatic brain injuries, 
and suicide (Hankin et  al. 1999; Kaplan et  al. 
2007; Hoge et  al. 2008; Tanielian and Jaycox 
2008). VA’s approach to treating alcohol, nico-
tine, and substance-related disorders is multilay-
ered and involves both innovations in research, 
clinical care, and management of co-occurring 
psychiatric conditions and psychosocial sup-
ports. Veterans have access to substance use 
treatments in a variety of settings at VA including 
telehealth, outpatient, 12-step group, motiva-
tional enhanced treatment, intensive outpatient, 
residential treatment, and inpatient levels of care. 
If services are not accessible at a VA facility clos-
est to the veteran, arrangements are made for 
community care access. As a result of implemen-
tation of specialized, evidence-based treatments 
in VA, rates of treatment response are consider-
ably higher in veterans compared with the gen-
eral population. Though the need to reach more 
veterans is apparent, initiatives and goals of VA 
are to continually expand and develop new ways 
for addressing these diseases (Dalton et al. 2012).

VA addresses alcohol use disorders by inte-
grating screening and treatment in primary care 
and specialty care settings (Hagedorn et al. 2016). 
The use of FDA-approved medications for alco-
hol use disorder, such as naltrexone and acam-
prosate, is published in VA Department of 
Defense Clinical Practice Guidelines for 
Management of Substance Use disorders updated 
in 2015 and recommended for use across setting 
for the treatment of alcohol use disor-
der (Department of Veterans Affairs, Department 
of Defense 2015). 

Innovation in addressing nicotine use disor-
ders has been spearheaded in VA by programs 
and research that focus on improving delivery 
and access to treatments. Services include 
24-hour access to an on-call counselor, individual 
counseling, and use of FDA-approved medica-
tions (Sherman et  al. 2007; Sherman 2008; 

Rogers et  al. 2018). Referrals are facilitated 
through a telephone care coordination program, 
with resultant increased cessation rates (18% ver-
sus 11% in control group) (Sherman et al. 2018).

Efforts to prevent and reduce opioid related 
harms among veterans are a priority for VHA and 
have been a focus of policy initiatives and 
research (Frank et al. 2020). Major comorbidities 
that contribute to opioid addiction and overdose 
are acute and chronic pain and co-occurring men-
tal health illness. In 2019, the VA hosted a state- 
of- the-art conference to address management of 
pain and addiction. Consensus was reached in 
three areas: (1) managing opioid use disorders, 
(2) long-term opioid therapy and opioid tapering, 
and (3) managing co-occurring pain and sub-
stance use disorders. Some key recommendations 
from the conference included increasing access 
to medication for opioid use disorders (MOUD)—
such as buprenorphine, naltrexone, and metha-
done—improving fidelity to evidence-based 
models of MOUD, increasing provider comfort 
with MOUD prescribing, providing wide access 
to team-based care, and improving access to 
evidence- based non-pharmacologic treatments 
for pain (Frank et al. 2020).

 Clinical Services: Social Determinants 
of Mental Health

The VA has numerous programs that provide 
wrap-around veteran services that enable veter-
ans to reintegrate into the workplace and adjust 
back into their families after military service, 
including caregiver and family supports, voca-
tional training, homelessness programs, and legal 
services. In order to be eligible for many of the 
services, the veteran must be within 12  years 
from the date of separation from active military 
service. While in the program, veterans may 
qualify for a monthly payment or a monthly sub-
sistence allowance. The payments are based on 
attendance rates, number of dependents, and type 
of training. In this section we discuss vocational 
support, homelessness programs, and incarcer-
ated veteran programs.
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Vocation Support: The Veteran Readiness and 
Employment (VR&E) program provides job 
training, employment accommodations, resumé 
development, job coaching, and personalized 
counseling to help guide veterans through their 
career paths. Additional services help veterans 
start their own careers or provide independent 
living services for those who are severely dis-
abled and unable to work (US Department of 
Veterans Affairs 2020c).

Homelessness Programs: On a single night in 
January 2018, nearly 38,000 veterans were found 
experiencing homelessness according to a report 
by the Department of Housing and Urban 
Development (HUD). In 2010, that number was 
74,000 (The US Department of Housing and 
Urban Development 2018). Though the overall 
trend shows declines in homelessness, housing 
remains a significant concern for many veterans. 
The National Center on Homelessness among 
veterans conducts and supports research assess-
ing the effectiveness of programs, identifies and 
disseminates best practices, and integrates these 
practices into policies, programs, and services for 
homeless veterans or veterans at risk. Currently 
there are over 30 researchers affiliated with the 
center and are investigating issues related to vet-
eran homelessness in four areas: population- 
based studies, physical and mental health, 
program evaluation, and function and flourishing. 
These four areas identify the contributing causes 
of veteran homelessness, focus on mental and 
physical illnesses that disproportionately affect 
homeless veteran populations, determine how to 
help veterans flourish beyond housing and into 
vocational supports, and investigate existing or 
new models to improve care for veterans (VA 
National Center on Homeless Among Veternas 
2020). A notable program is HUD’s VA 
Supportive Housing (HUD-VASH) program. 
This provides housing vouchers with VA support-
ive services to help veterans and their families 
find and sustain permanent housing. VA case 
managers, as part of the program, connect veter-
ans to heath care, mental health treatment, sub-

stance use counseling, and vocational training. 
Nationwide, HUD-VASH currently works with 
90,000 veterans.

Incarcerated Veterans: Evidence supports spe-
cialty treatment courts for individuals at risk for 
incarceration with co-occurring substance or 
mental health issues for their reduction in recidi-
vism (Huddleston III et al. 2008; Marlowe 2010; 
Sarteschi et al. 2011). In 2007, 10% of the people 
incarcerated in the United States were military 
veterans, with the highest percentage being from 
Vietnam War era service (36% state and 39% fed-
eral prison) (Noonan and Mumola 2007). Of 
those veterans incarcerated, 87% are reported to 
have experienced traumatic events and 31% have 
been formally diagnosed with PTSD (Saxon 
et al. 2001). The Veterans Justice Outreach (VJO) 
program connects veterans in jails, courts, or in 
contact with law enforcement to mental health 
and substance use treatment (Finlay et al. 2016). 
Veteran treatment courts operate independently 
of the VA but are supported by the VJO. They are 
modeled after mental health or drug treatment 
courts (US Department of Veterans Affairs 2015). 
They supervise veterans with charges to ensure 
adherence to treatment and can result in reduced 
or expunged charges following completion of 
treatment (Cavanaugh 2010; Clark et  al. 2010). 
Veterans who completed the program have been 
found to have reduced recidivism, improved 
mental health outcomes, and improved employ-
ment and housing relative to those veterans who 
did not complete the program (Tsai and 
Rosenheck 2016; Knudsen and Wingenfeld 2016; 
Tsai et al. 2018). Of those rearrested, substance 
use, property offenses, and probation violence 
were noted (Tsai et  al. 2018). Those who 
 committed property offenses and probation have 
been speculated to have greater financial hard-
ship post-incarceration (Motivans 2015). Those 
rearrested due to addiction illustrate both the psy-
chosocial challenges and consequences of sub-
stance use disorders among veterans and 
underscore the importance of mandated addiction 
treatment.
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 Medical Research

The Office of Research and Development (ORD) 
is the research and development branch of VA. It 
was established in 1947 and is a congressionally 
mandated research program focused on veteran 
health. It is the only federally funded research 
program that is directly tied to a fully integrated 
healthcare system. In 2019, the ORD budget was 
1.3 billion dollars with 119.1 million and 33 mil-
lion allocated to mental health and substance use 
research, respectively (Congressional Research 
Service 2020). ORD has been a leader in veteran 
and American healthcare innovation for over 
60  years. VA investigators have been awarded 
Nobel Prizes, Lasker Awards, and other distinc-
tions. All the while VA research remains closely 
tied to clinical work, with 70 percent of research-
ers providing direct patient care. ORD promotes 
programs for veterans via ties to federal agencies, 
nonprofit organizations, and private industries 
(US Department of Veterans Affairs, 2020).

Within ORD there are several research ser-
vices. Clinical sciences R&D involves clinical 
trials, comparing existing therapies, and improv-
ing clinical practice. The clinical sciences section 
also oversees VA’s Cooperative Studies Program, 
which is responsible for multisite clinical trials 
and epidemiological research on health issues in 
veteran populations. Rehabilitation R&D sup-
ports research focusing on restoring limbs lost 
due to traumatic amputations, central nervous 
system injuries, loss of sight or hearing, and 
restoring other physical and cognitive impair-
ments. Health sciences R&D supports healthcare 
system and patient outcomes level research. This 
includes quality improvement, increasing access, 
measuring outcomes, and reducing wasteful 
healthcare spending.

The VA launched a major restructuring effort 
in the 1990s (1995–2000) in which the VA transi-
tioned from a tertiary/specialty and inpatient- 
based care system delivering care in a traditional 
model to one that focuses on primary, outpatient- 
based, team, and evidence-based management 
practice. The goals of providing industry-leading 
quality and performance measured services sub-
sequently led to multiple systematic evaluations 

affirming the high quality of care in VA (Jha et al. 
2003; Ashton et al. 2003; Committee on Quality 
of Health Care in America 2001; McQueen et al. 
2004). In an effort to further systematically study 
and enhance VA clinical programs, the VA 
Quality Enhancement Research Initiative 
(QUERI) was created in 1998.

QUERI is a large-scale, multidisciplinary, 
quality improvement initiative that spans clinical 
services including inpatient, outpatient, and long- 
term care settings (McQueen et al. 2004). QUERI 
coordinating centers are staffed by teams of 
researchers and clinical leaders who conduct 
research and evaluation activities that identify 
practices with strong evidence base in clinical 
care and work to implement these practices 
across the VA.  QUERI centers exist for mental 
health and substance use disorder analysis, as 
well as medical conditions such as colorectal 
cancers, HIV/AIDS, diabetes, etc. (McQueen 
et al. 2004). In 1 year QUERI-funded programs 
implemented 50 evidence-based practices for a 
wide range of conditions across VAs nationally.

Some of the successful outcomes and findings 
of QUERI initiatives have concerned antipsy-
chotic medication management and use of opioid 
agonist therapies (McQueen et al. 2004). In both, 
there have been measurable improvements in cli-
nician adherence to best practice recommenda-
tions (Willenbring et al. 2004).

 Education

To educate for VA and for the Nation (Mission of 
the Office of Academic Affiliations 2019).

In accordance with its mission to uphold the edu-
cational efforts for the benefit of veterans, DVA 
supports education and training programs for 
medical, nursing, and allied health profession-
als (Mission of the Office of Academic Affiliations 
2019). Many VA hospitals are affiliated with aca-
demic medical centers and coordinate training as 
part of their training efforts. This unique collabo-
ration was implemented following World War II 
under the leadership of General Omar Bradley, 
Administrator of VA at the time, in order to 
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address the national shortage of physicians. VA 
strives to support and train new health profes-
sionals in order to continue to provide hig-quality 
health care to the veterans and the nation.

VA works in collaboration with 144 out of 152 
accredited medical schools and is affiliated with 
more than 40 other health professional institu-
tions. It is estimated that over 60% of medical 
trainees and about 50% of psychologists spend a 
portion of their training at VA hospitals (Mission 
of the Office of Academic Affiliations 
2019). Nationally recognized specialties such as 
geriatrics, spinal cord injury medicine, and addic-
tion psychiatry have grown and continue to 
develop in part due to the VA’s educational 
efforts. As a result of VA-led initiatives and train-
ing programs, pain management is now accepted 
as a significant healthcare concern. Consequently, 
the VA is a valuable resource in the national edu-
cational efforts of future health professionals.

 Disaster Preparedness: “Fourth 
Mission”

VA’s “Fourth Mission” includes humanitarian 
support and national disaster preparedness in the 
event of war, national emergencies, and natural 
disasters (Veterans Affairs Fourth Mission 
Summary 2020). The Emergency Management 
Strategic Healthcare Group is tasked with devel-
oping comprehensive emergency management 
plans (Koenig 2003). Its purpose is to ensure con-
tinued service to veterans as well as civilians in 
support of local emergency efforts.

Over the years, VA has offered support and 
crucial medical as well as mental health resources 
in the wake of floods, tornadoes, and hurricanes. 
During the unprecedented and devastating 
COVID-19 pandemic, VA pledged to make 1500 
medical beds available to non-veteran patients 
including those living in community nursing 
homes across the country. VA employees were 
also reassigned and deployed to COVID-19 hot 
spots to assist with clinical care (Massarweh 
et al. 2020). While the VA has traditionally pro-
vided care only to veterans, its “Fourth Mission” 
allows it to extend its resources and personnel for 

the benefit of the entire nation (Motivans 2015; 
Tsai et al. 2018).

 Conclusion

The overarching mission of the Department of 
Veterans Affairs has always been to care for and 
honor military veterans. It is the largest inte-
grated healthcare system in this country with 
over a thousand healthcare centers, serving 
close to nine million veterans each year. 
Overtime, VA has evolved and expanded; how-
ever, the spirit of its purpose has not changed: 
serving those who served remains the very foun-
dation of its mission. Clinical services, educa-
tion, research, and disaster preparedness are the 
four missions that inspire its growth and ongo-
ing improvement.
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 Introduction

The provenance of the proverb “It takes a village 
to raise a child” is unclear, with some tracing its 
origin to assorted cultures within Africa. It 
became a popular saying in the 1990s, however, 
because it succinctly encapsulates an important 
concept in any child-focused endeavor  – that 
children are integrally related to and products of 
their environment. Psychologist Urie 
Bronfenbrenner provided one useful structure for 
thinking about the layers of environmental influ-
ences that surround children from the microsys-
tem level all the way up to the macrosystem. 
More recently the recognition of how culture cuts 
across all these levels is influencing 
Bronfenbrenner’s conceptualization with a multi-
plicity of intersecting influences of co-occurring 
cultural influences, even at the microlevel (Vélez- 

Agosto et al. 2017). Together with the effect of 
culture, a child’s growth and social-emotional 
well-being are impacted by a number of factors 
including the family in which they live, the school 
they attend, the peers they increasingly value as 
essential, the setting where they receive pediatric 
care, the neighborhood in which they are raised, 
and the public systems that provide a safety net 
for nutrition and care. So, too, any attempt to pro-
vide mental health intervention for children and 
adolescents may be viewed as inherently “com-
munity psychiatry” since the child and adoles-
cent (C&A) psychiatrist must keep all of these 
factors in mind when working with youth and 
their families.

The scope of child and adolescent mental 
health is broad. According to recent US data, 
between the ages of 2 and 17, 9.4% (6.1 million) 
have diagnosed ADHD, and between 3 and 17, 
7.4% (4.5 million) have a diagnosed behavior 
problem, 7.1% (4.4 million) have diagnosed anx-
iety, and 3.2% (1.9 million) have diagnosed 
depression (Ghandour et  al. 2019). Many chil-
dren develop mental, behavioral, or developmen-
tal health diagnoses early in life. One in 6 children 
age 2–8 can be diagnosed with at least one of 
these (Cree et  al. 2018), although on a broader 
scale, one might consider infant mental health 
beginning during pregnancy, given emerging 
research about fetal brain development and how 
it can be impacted by maternal stress (Van den 
Bergh et al. 2020). One may also consider child 
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and adolescent mental health to extend through 
young adulthood. Because not all children receive 
treatment, with only 53.5% of children diagnosed 
with a behavioral or conduct problem receiving 
mental health treatment or counseling in the past 
year (Ghandour et al. 2019), mental health prac-
titioners with a community focus may find that 
innovative primary and secondary prevention 
programs are just as an important piece of the 
puzzle as treatment of more chronic mental 
health problems in children and adolescents.

In the remainder of this chapter, we will 
explore examples of primary, secondary, and ter-
tiary preventive mental health interventions in 
which C&A psychiatrists may become involved 
as treatment provider, consultant, supervisor, 
educator, developer, leader, and advocate. 
Psychiatrists who have not completed specialty 
training in C&A psychiatry also at times become 
engaged on some level in work that affects chil-
dren and adolescents, so this chapter is helpful to 
any psychiatrist dedicated to the cause of improv-
ing the social and emotional development of our 
next generation.

 Primary Prevention

Psychiatrists have traditionally been less involved 
in primary prevention of mental illness, typically 
becoming involved when symptoms have become 
evident; however, psychiatrists along with other 
mental health providers and advocates have 
exciting opportunities to support true preventive 
interventions. These interventions can be espe-
cially effective when structured to provide sup-
port to those most at risk and implemented in 
settings where children are already an established 
presence. This approach recognizes that it takes a 
village and helps those who are already caring for 
children.

As an example, one program that has attempted 
to prevent child mental health problems is 
Healthy Steps. This program, focused on chil-
dren aged 0–3 and based in pediatric primary 
care, promotes screening for child development 
(including social-emotional development) as 
well as parent mental health, provides enhanced 

resources for pediatricians to use with families 
who may encounter problems, and embeds psy-
chologists and/or social workers in pediatric clin-
ics to work with children and families with 
substantial risk factors for adverse social- 
emotional developmental outcomes (Briggs 
2016). Among other positive outcomes, the pro-
gram has improved outcomes for social- 
emotional development in families with parent 
histories of childhood trauma, thereby potentially 
interrupting cycles of intergenerational transmis-
sion of trauma that every psychiatrist knows all 
too well as connected to child and adolescent 
mental health problems (Healthy Steps Evidence 
Summary 2017). Although psychiatrists are not 
the clinicians providing direct service in this pro-
gram within pediatrics, they can perform a valu-
able function in advocating for such programs in 
their communities and health systems and by 
partnering with pediatric colleagues to imple-
ment such programs, such as by providing super-
vision and support to mental health providers in 
the practice when more challenging mental health 
issues come up with specific families. C&A psy-
chiatrists may here be able to have even more 
impact, given their experience in dealing with 
child, adolescent, and adult mental health. They 
are uniquely qualified to be part of the treatment 
team when parent mental health challenges are 
identified, assuring that parents receive mental 
health services they need while maintaining a 
strong family-centered perspective connected to 
the ultimate goal of supporting social-emotional 
development in young children.

Part of the reason Healthy Steps has succeeded 
as a preventive program is that it takes advantage 
of meeting children where they are already – par-
ents of young children are highly motivated to 
adhere to pediatric well-visits, so most make it to 
these clinic visits.

As children age, their pediatric visits typically 
decrease significantly, and almost all are by then 
spending time at school, so school-based mental 
health prevention programs gain increasing trac-
tion. Programs have been developed for imple-
mentation at various grade levels, and while some 
have been targeted for socioeconomically disad-
vantaged school settings that tend to serve more 
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at-risk populations, others are intended to be uni-
versal in their spread. These programs focus on 
helping children and adolescents learn problem- 
solving, interpersonal, and goal-setting skills as 
well as encouraging resilience with coping skills, 
stress management, mindfulness, self-care, and 
help-seeking behaviors. Additionally, some 
include education about specific mental health 
and related issues, with the goal of decreasing 
stigma around seeking assistance for those expe-
riencing symptoms. This verges into secondary 
prevention territory since these activities enable 
identification and treatment of mental health 
problems before they reach a crisis state.

These programs have been successful in a 
variety of settings, although the impact for at-risk 
youth may be viewed as most notable (Fenwick- 
Smith et al. 2018). Questions remain about how 
and to what degree parent involvement plays a 
role in these programs (Bradshaw et  al. 2021; 
Shucksmith et al. 2010; Stormshak et al. 2005); 
however, psychiatrists can certainly play an 
important role. As noted with preventive efforts 
in pediatrics with Healthy Steps, psychiatrists 
may be involved at various levels in these pro-
grams: advocating for school systems to imple-
ment such curricula, assisting in the 
implementation by providing consultation to 
school systems and specific schools to assist 
teachers and other school personnel, and volun-
teering to provide time to the schools directly 
interacting with groups of students to provide 
information through educational sessions. 
Psychiatrists may also help schools create plans 
for managing when these types of programs draw 
out existing mental health problems among stu-
dents, creating referral pathways to ease access to 
care.

Although working within the pediatric and 
school environments provides robust opportuni-
ties for primary preventive services in which psy-
chiatrists may be involved, there are other settings 
as well where C&A psychiatrists might contrib-
ute on either systems or direct care levels such as 
in family shelters, child welfare services, and 
community service organizations. Innovative 
platforms leveraging social media and other 

online platforms may increase reach even beyond 
these traditional in-person settings. Hopefully, 
the examples presented here can help activate 
creative thoughts for other opportunities in vari-
ous communities.

Although long overdue, one of the most 
important fronts in primary prevention for C&A 
community psychiatry is addressing and chang-
ing the systemic racism and discrimination that 
have plagued communities and healthcare for far 
too long, impacting the lives of many racial and 
ethnic minority children. C&A psychiatrists can 
participate in antiracist initiatives that promote 
well-being in communities targeted by racism. 
Although it will take time, they can hope to con-
tribute to an even deeper level of prevention – pri-
mordial prevention – eliminating the risk factors 
that predispose minority children to higher rates 
of mental health challenges by ensuring every 
person in these communities is treated with 
respect and guaranteed societal safety.

At the healthcare level, C&A psychiatrists can 
also work to make their organizations places of 
healing where all children and families feel com-
fortable seeking the help they need. For instance, 
they can support recruiting and retention prac-
tices to ensure diversity among mental health 
providers in their organizations. They can also 
consider other ways to support development of 
an antiracist environment in their setting such as 
participating in dialogues about important con-
cepts such as microaggressions and privilege, 
exploring how they factor into mental health 
challenges, and treatment for minority popula-
tions. Although not strictly primary prevention 
work, assuring the healthcare system is racially 
and culturally sensitive is of crucial importance.

 Secondary Prevention

From a public health perspective, screening for 
depression, anxiety, attentional and behavioral 
symptoms, and substance use problems has 
received increased attention in the past several 
years. Screenings usually again take advantage of 
settings where children and adolescents are 
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already present. However, screenings alone are 
not enough. Treatment must be acceptable and 
quickly accessible to prevent any further progres-
sion of symptoms already present.

One exciting model of service delivery meet-
ing that need is the collaborative care model (see 
chapter “Integrated Care and Community 
Psychiatry”). The AIMS Center at the University 
of Washington has been especially active in 
defining and codifying approaches that are effec-
tive for integrated behavioral health services in 
primary care (AIMS Center: Advancing 
Integrated Mental Health Solutions 2021), with 
initial efforts focused on adult services but then 
rapidly expanding to include pediatric primary 
care (Richardson et al. 2014; Yonek et al. 2020). 
Emerging research also points to elements of col-
laborative care that are most effective (Silverstein 
et al. 2015; Yonek et al. 2020) and to the inclu-
sion of tele-mental health services as an exciting 
augmentation strategy to improve access and 
symptoms in areas where direct access to mental 
health services is most severely limited, such as 
outside of metropolitan areas (Myers et al. 2015). 
Additional benefits of collaborative care pro-
grams and similar psychiatric consultative ser-
vices to primary care pediatric settings may 
include decreases in mental health care costs (Yu 
et  al. 2017) and decreases in the prescribing of 
antipsychotics by primary care providers (Barclay 
et al. 2017; Baum et al. 2019).

C&A psychiatrists are typically connected to 
pediatric collaborative care efforts through pro-
viding consultation in the background to mental 
health clinicians (often social workers) integrated 
into primary care and to pediatricians/family 
medicine providers; however, emerging models 
including session/time-limited tele-mental health 
or in-person direct psychiatric consultation ser-
vices allow a modicum of increased involvement 
with patients and may further improve outcomes 
(Myers et  al. 2015). Psychiatric education and 
consultation roles to pediatric primary care pro-
viders can also be of great value, even if a prac-
tice is unable to integrate direct mental health 
providers (ProjectTEACH: Training and 
Education for the Advancement of Children’s 
Health; Van Cleave et al. 2018).

Regardless of the exact role of the psychiatrist 
in assisting the spread of mental health care to 
primary care, their span of influence is greatly 
increased for treatment of mild to moderate men-
tal health disorders, those for which patients 
might not otherwise come to treatment until 
symptoms have become much more pronounced. 
With these services, many more children may get 
early treatment for  mental health problems, 
decreasing risk that these become chronic prob-
lems as a result of waiting too long for care.

Similar programs implementing treatment for 
mild to moderate mental health problems in 
schools, in community social service agencies, or 
online could be potential additional avenues for 
psychiatrists to become involved in secondary 
prevention efforts.

 Tertiary Prevention

Although the goals of preventing mental health 
problems or solving them early on are certainly 
appealing and may be accomplished with a rela-
tively small chunk of the psychiatrist workweek, 
most C&A psychiatrists will continue to find that 
most of their efforts in community psychiatry 
will serve those youth who are already displaying 
a considerable level of mental health symptom-
atology, often also combined with social and 
familial adversities. All too often, children and 
adolescents diagnosed with one mental health 
disorder also meet criteria for another comorbid 
disorder. This starts early: in the preschool years, 
epidemiologic diagnostic studies have found that 
between 25% and 50% of preschoolers with one 
mental health diagnosis met the criteria for at 
least one more diagnosis (Egger and Angold 
2006). Add the compounding risks created by 
having symptoms early in life, and the accumula-
tion of diagnoses may become even higher. The 
special expertise of C&A psychiatry clinicians is 
crucial to meeting the complex needs of many 
children and adolescents, and beyond treatment, 
these children need psychiatrists to participate in 
the development of rational systems of care as 
well as coordination with various government 
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and educational systems in which they are 
involved.

 Providing Treatment

For the C&A psychiatrist intending to practice 
using a community psychiatry lens, finding the 
best practice setting to maximize these efforts is 
the first step. In the first edition of this textbook, 
Charles Huffine presented that although some 
might not initially consider private practice to be 
a setting for the practice of community psychia-
try, there are definite opportunities even in a non-
public setting (Huffine 2012). To quote:

The irony is that because remuneration tends to be 
better in private practice then in agency work, it 
may be possible in that setting to absorb some 
lower paid hours devoting them to a more active 
community psychiatry style of practice; visiting 
schools to deal with the social and academic prob-
lems of one’s patients, helping families deal with 
juvenile courts, addressing parenting issues that 
can avert marital tensions and domestic violence.

Many psychiatrists interested in practicing com-
munity psychiatry, though, will choose to spend 
at least a portion of their career working in a 
community or public mental health clinic or 
agency (Ranz et al. 2006). In such settings, psy-
chiatrists may find that they need to advocate not 
only for patients and families but also for them-
selves to avoid being forced into compromised 
positions, boiled down to only short visits with 
patients for the purpose of prescribing. C&A psy-
chiatrists can and do shape their practices in 
agencies so that they can carry out the critical 
functions of a complete evaluation of a child, 
together with their family context, by developing 
either formal or informal leadership roles in their 
agencies. They take interest in administrative 
problems and use their creativity to collaborate in 
developing a more effective and efficient treat-
ment system (AACP Guidelines for Psychiatric 
Leadership in Organized Delivery Systems for 
the Treatment of Psychiatric and Substance 
Disorders 2010). They may learn to do this in 
alliance with the other mental health profession-
als in their workplace, especially if they have not 

had prior experience with certain realities of car-
ing for service users in public agencies. Joining 
with line staff in such agencies will very likely 
provide an education in community factors criti-
cal to their patients. We cannot overemphasize 
the importance of seeking out mentorship and 
connecting with psychiatrist peers with similar 
interests and goals. Post-graduate leadership 
training programs for physicians, such as public 
psychiatry fellowships or quality management 
training institutes, although requiring an invest-
ment of time in the short term, help psychiatrists 
develop skills not adequately focused on in tradi-
tional medical training. These are skills that are 
helpful, if not crucial, to thriving in systems that 
are often under-resourced but indispensable in 
the treatment of vulnerable populations.

Additional challenges often faced in any com-
munity health setting include dissemination of 
best practices at the community level and reten-
tion of quality mental health providers. Children 
and adolescents struggling with mental health 
problems deserve continuity and the best possi-
ble treatment, but unfortunately services often 
fail to provide these basic elements to the most 
vulnerable children. Psychiatrists can again use 
their position of expertise and collaborative skills 
to try to guide the clinics and agencies in which 
they work to address these issues. Utilizing pro-
fessional organizations and connections from the 
academic institutions in which they trained may 
help them connect clinics to training resources 
for evidence-based treatments. Connections to 
researchers particularly interested in implemen-
tation science of mental health treatments may be 
particularly fruitful. Although at times academic 
centers may be viewed as “ivory towers,” dispers-
ing best practices to all people, including those in 
public health systems, is a social justice impera-
tive (Cristofalo 2013). Standardized clinical deci-
sion support systems may be another mechanism 
for disseminating best practices to the commu-
nity level (Røst et al. 2020), and psychiatrists can 
play a role in helping to monitor whether this is 
an approach that might ultimately be of use for 
their own setting. C&A psychiatrists may also 
develop opportunities to provide training them-
selves within their organizations and provide 
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supervision in collaboration with other disci-
plines within the multidisciplinary team. 
Fostering an environment of multidisciplinary 
collaboration may be one component that is 
important to retention of staff within community 
settings (Hayashi et al. 2009), although certainly 
much more research is needed to fully understand 
how to best address the frequent turnover of staff 
members in these settings.

 Systems Serving Special Populations 
and Needs

As was discussed at the beginning of this chapter, 
child and adolescent development and wellness 
are always embedded in multiple systems, and 
this is particularly true for those with more seri-
ous mental health issues. At a minimum, these 
youth are often involved in the special education 
system and frequently also connected in some 
way to the child welfare system and/or, as they 
age, to the juvenile justice system. A relatively 
large overlap exists between those impacted with 
mental health problems and those who require 
services for intellectual developmental delays or 
serious medical problems (Glasson et  al. 2020; 
Hysing et  al. 2007). Finally, numerous other 
youth need services that are tailored to their life 
and situations, such as those who have experi-
enced trauma; are dealing with issues related to 
immigration; are homeless; have been the subject 
of discrimination because of their race, religion, 
sexuality, or gender; have required forensic eval-
uation; or are struggling with substance use dis-
orders. In-depth discussion of each of these 
crucial populations and the role of C&A psychia-
trists in serving them is beyond the scope of this 
chapter, so we will cover only a few of the most 
common concepts.

First, C&A psychiatrists need to be informed 
about, and up to date with, changes within the 
educational system. Individualized education 
plans, the Individuals with Disabilities Act, and 
Section 504 of the Americans with Disabilities 
Act all play very important roles in work with 
children and adolescents. At the individual level, 
C&A psychiatrists may need to advocate for 

patients to receive appropriate neuropsychologi-
cal evaluations to support requests for needed 
services. Knowledge of special education 
resources available to children in the community 
is also crucial and in some larger cities requires 
close relationships with other professionals who 
specialize in keeping up-to-date with the entire 
spectrum of both public and private education 
services and settings available to students. C&A 
psychiatrists may also provide direct treatment or 
assistance with supervision/planning in school- 
based mental health clinics that enable children 
and adolescents to function in less restrictive 
educational settings despite their mental health 
problems or, if needed, to get the best education 
possible in settings specifically designed to also 
address their mental health treatment needs. 
Similarly, psychiatrists may provide both direct 
service and leadership of services for children in 
foster care, juvenile justice, and public mental 
health residential settings – all of these pursuits 
fall squarely within the practice of community 
psychiatry given the emphasis on working across 
and maximizing effectiveness of service systems 
in the best interests of the child.

Second, trauma-informed care also deserves 
special mention as a specialized type of care, for 
which a substantial body of evidence exists. On a 
primary prevention level, C&A psychiatrists may 
influence how society views the impact of child 
trauma and advocate for policies and programs 
known to decrease adversities and traumas for 
children, such as availability of high-quality day-
care for all young children. In clinical settings, 
though, one often finds that children have already 
experienced one or more situations qualifying as 
“an event, series of events, or set of circum-
stances that is experienced by an individual as 
physically or emotionally harmful or life threat-
ening and that has lasting adverse effects on the 
individual’s functioning and mental, physical, 
social, emotional, or spiritual well-being” 
(Menschner 2016). These events are unfortu-
nately highly prevalent; using the Adverse 
Childhood Experiences (ACE) questionnaire, 
studies have found that between 38% and 56% of 
the population between the ages 0 and 17 in the 
Unite States have been exposed to one ACE, and 
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those who have one ACE are likely to have had 
exposure to another. Being poor or black increases 
the risk for exposure to ACEs (Adverse Childhood 
Experiences Among US Children 2017). Some 
events, such as physical or sexual abuse, are 
clear-cut traumata based on traditional psychiat-
ric definitions, but other less clear-cut traumatic 
events nevertheless frequently place children in 
toxic stress situations in the absence of buffering 
supportive adult relationships. Mechanisms 
through which trauma and toxic exposure impact 
on mental (and medical) health in children 
include potential long-term alterations in the hor-
monal stress response system as well as changes 
in brain development (Shonkoff and Garner 
2012). Studies using the ACEs questionnaire also 
likely underestimate the prevalence of trauma 
exposure given that the questionnaire does not 
account for community exposure to violence, 
cumulative exposures to systemic racism and dis-
crimination, or both man-made and natural disas-
ters, as well as numerous other common sources 
of traumatic exposure. Also, the child is rarely 
the only member of a family who has been the 
victim of trauma, with parents often carrying the 
effects of trauma from their own childhoods as 
well as more recent trauma. In some troubled 
situations, the parent may even have played a role 
in the exposure to trauma by being abusive or 
being unable to address interpersonal violence in 
the home to protect the child.

Understanding the scope and nature of child 
trauma and adversity informs the practice of C&A 
community psychiatry. Trauma is unfortunately 
nearly ubiquitous, and psychiatrists must try to 
understand specific adversities impacting the pop-
ulation they serve at both the individual, family, 
and community level to be able to address this 
effectively in treatment. This means continuing to 
understand, and be open to, developments in soci-
ety, especially ones that are youth-driven and that-
involve changing concepts of identity and 
disclosures of trauma that are too often hidden, 
suppressed, or ignored.

At a more systemic level, each community 
mental health setting must strive to create an 
environment that is conducive to healing through 
trauma-informed practices. Psychiatrists can play 

a pivotal role in developing both the organiza-
tional and clinical structures needed to address 
trauma most effectively. Clinically, in addition to 
screening for exposure and providing trauma- 
specific treatments, treatment should include the 
goals of promoting resilience skills and empow-
ering parents to be involved in addressing the 
trauma and adversity they and their children have 
endured/are still enduring (Menschner 2016), 
thus strengthening a protective buffer that may at 
least bring adversities that cannot be quickly 
ameliorated back into the tolerable range of effect 
on the child.

 The Systems of Care Concept

The “village” raising children includes many 
places specifically designed for youth. The edu-
cational, child welfare, and mental health agen-
cies already mentioned in this chapter, when 
combined along with other elements, form a sys-
tem of care. In the past three decades, there has 
been great emphasis on understanding how the 
system of care works for children, adolescents, 
and their families. There are important questions 
to consider in evaluating whether a system of 
care is as functional as it should be: Is it frag-
mented into silos, or are services coordinated? 
Must a family having difficulties with their child 
manage multiple meetings each week with differ-
ent agencies while often getting contradictory 
advice, or can they participate with all involved 
professionals as a full member of a team to create 
a single cohesive plan for their child? C&A psy-
chiatrists with understanding of systems can be a 
source of support for families by assuring col-
laboration between the agencies involved in get-
ting a troubled youth back on track.

Fragmentation in human services for children 
led to the System of Care movement. The context 
for development of this concept can be traced to 
the early 1900s, but especially during the 1960s 
as the federal government under the Kennedy 
administration began making changes within the 
previously established public mental healthcare 
system, which had been focused to a large degree 
on institutionalization of adults with chronic 
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mental illness. The creation of a community 
mental healthcare clinic system provided a pos-
sible foundation for services for children and 
adolescents; however, by 1982, the Children’s 
Defense Fund highlighted that there were still 
many deficits in the realm of children’s mental 
health in an important monograph titled 
Unclaimed Children: The Failure of Public 
Responsibility to Children and Adolescents in 
Need of Mental Health Services (Knitzer 1982).

At the same time, families who were furious 
with fragmented care joined together, first in 
communities and then nationally. The National 
Federation of Families for Children’s Mental 
Health emerged in 1989 through the efforts of 
parents demanding coherent services for their 
children. Ira Lourie, a C&A psychiatrist directing 
the NIMH in the early 1980s, demanded federal 
attention to fragmented care for multisystem 
involved children and youth. He is credited with 
initiating the Child and Adolescent Service 
System Program (CASSP). Stoul and Friedman 
(1986) wrote the CASSP monograph that defined 
the term System of Care and created the values 
and principles statement widely credited for 
influencing many communities in the United 
States to adopt System of Care concepts as a 
“value-based practice” (Winters and Terrell 
2003).

In 1993, CASSP evolved into the 
Comprehensive Community Mental Health for 
Children and Their Families grant program (often 
called System of Care grants). Between 1993 and 
2015, the federal Center for Mental Health 
Services funded a total of 300 grants in states, 
territories, counties, and federally recognized 
tribal entities. Grantees used their funding to cre-
ate and/or expand systems of care that serve chil-
dren and adolescents with serious emotional 
disturbances and their families, establishing a 
coordinated network of community-based ser-
vices and supports organized to meet the chal-
lenges of children, adolescents, and their families. 
Table  1 shows the important components/con-
cepts of System of Care services.

These programs ultimately led to a new phi-
losophy in planning treatment: the wraparound 

process, which emphasizes that parents (and 
older youth) should be in charge of planning for 
the care they receive for behavioral health prob-
lems, supported by experienced parents and pro-
fessional care managers who enable them to 
meaningfully collaborate with the professionals 
involved. Wraparound’s chief innovation is in 
mobilizing communities to help a family through 
inviting extended families, neighbors, commu-
nity leaders, and other natural support groups 
(Pumariega and Winters 2003).

Within adult community mental health circles, 
especially those serving populations with more 
chronic and severe mental health challenges, 
concepts akin to some of the tenets of systems of 
care have emerged in the recovery paradigm. In 
particular, patient-centered and patient-driven 
approaches to planning for treatment and other 
services and the emphasis on building on 
strengths (not just addressing problems) play 
roles in each model. One important conceptual 
difference, though, is that children and adoles-
cents are not trying to regain losses secondary to 
mental illness to “recover” but rather may be try-
ing to find their way back to a developmental tra-
jectory disrupted by the struggles they are facing. 
Getting back to the most functional trajectory 
ideally initiates a virtuous cycle, with each suc-
cess then setting the stage for the next success. 
Depending on developmental level, children and 
adolescents may not yet be able to imagine long- 
term outcomes based on here and now decisions, 
reinforcing the need for parents and other sup-
ports to help develop the optimal course.

Table 1 Important components/concepts of System of 
Care services

Family driven
Individualized, strengths based, and evidence 
informed
Youth guided
Culturally and linguistically competent
Provided in the least restrictive environment
Community based
Accessible
Collaborative and coordinated across an interagency 
network

J. R. Weis and S. Henderson



639

In some instances, children and adolescents 
will have access to an already established wrap-
around team, but in others they will not. In these 
instances, C&A psychiatrists can play a vital role 
in helping to assess needs and engage other pro-
viders, services, and community resources to 
build a team that will effectively assist the patient 
and family in reaching the best outcome, utilizing 
systems of care and recovery concepts as 
guidance.

Although systems of care has typically 
focused on the web of different agencies serving 
children and adolescents, the internal system of 
care within the mental health system is another 
opportunity for the C&A psychiatrist to have an 
organizing influence to improve patient care and 
outcomes, especially for patients with higher- 
level mental health needs. Transitions between 
emergency room visits, inpatient care, acute out-
patient care, and standard clinic care can be tre-
mendously disruptive, resulting in dropping out 
of care or frustration with uncoordinated ser-
vices. Whenever possible, having strong lines of 
communication between services at these differ-
ent levels makes the transitions safer and simpler, 
and C&A psychiatrists may assist in building 
connections and communicating with leadership 
in relevant programs.

Connections to adult services as youth “age 
out” of adolescent services is another point of 
transition that may be especially difficult when 
long-term mental health challenges have inter-
fered with youth developing skills for navigating 
systems that they now must engage with as 
“adults.” Psychiatrists will often find themselves 
helping these youth through the transition, so 
building and maintaining connections with the 
adult mental health services in the same commu-
nity is important. Some programs have been 
developed that specifically recognize this chal-
lenge, such as those that serve patients with early 
onset of psychosis in the teen years (see chapter 
“Early Psychosis and the Prevention and 
Mitigation of Serious Mental Illness”). Such 
models might be worth considering for other 
youth and other mental health disorders to 
improve continuity of care across what is already 
an enormous transition in life.

 Empowerment Programs 
for Families

The peer support movement in adult psychiatry is 
mirrored in C&A community psychiatry by par-
ent advocates working within the mental health 
system. Parents with lived experience parenting 
children with mental health challenges offer 
practical knowledge that can be extremely useful 
to other families. They also may be able to help 
bridge connections between families who find it 
hard to trust the mental health system and mental 
health providers. There are, though, some unfor-
tunate barriers to broader involvement of parents 
in the mental health system as advocates. First, 
many systems do not provide employment posi-
tions for parent advocates. While there are some 
formal employment positions for this work with 
clearly defined responsibilities on wraparound 
teams, reimbursement pathways through health 
insurance have not been well developed to sup-
port employment in most settings. Realistically, 
most parents are not able to become advocates if 
doing so means having to volunteer significant 
chunks of time while still working to support 
their own families. Additionally, there is no cur-
rent standardized training for parent advocates, 
as compared to the professional norm in the men-
tal health field, including an expanding cohort of 
adult peer counselors. Some states have devel-
oped special training to assure that parent advo-
cates have solid basic knowledge in mental 
health, but of course training usually also requires 
funds. An organized approach to train and sup-
port volunteer parent advocates has been devel-
oped in Ohio in partnership with the National 
Alliance for Mental Illness (Davis et  al. 2010), 
and such partnerships can increase availability of 
quality training at lower costs.

Although the current state of affairs for parent 
advocates is not ideal, C&A community psychia-
trists should recognize how valuable a resource 
parents as advocates can be and seek to become 
aware of available parent advocate resources, 
whether available at their place of work or 
through outside resources. Additionally, they 
may advocate at an organizational level as well as 
more broadly for further development and avail-
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ability of this type of resource. Psychiatrists may 
also serve as a source of support by being avail-
able when parent advocates are occasionally 
overwhelmed with the depth of problems they 
must face as they work with other families who 
are in need of support.

 Balancing the Many Roles 
of the Child and Adolescent 
Community Psychiatrist

Throughout this chapter, we have covered numer-
ous ways that C&A psychiatrists can operate uti-
lizing a community focus. In many cases, these 
roles are dependent on strong collaborative skills 
so the psychiatrist can smoothly and effectively 
interact with the many other influences that are 
important in the life of patients they serve. Being 
able to partner with other care providers and ser-
vice organizations, as well as with families, can 
require a great deal of diplomacy, patience, and 
effort to ensure true understanding of what part-
ners mean, need, and want. It also requires a clear 
understanding of the administrative structure of 
programs, the rules and regulations governing 
them, and the culture of an array of community 
resources. Although not discussed above, it is 
also important to maintain understanding of the 
financing strategies that keep the child and ado-
lescent mental health system functioning, as 
expectations sometimes must be calibrated to 
resources (or matched with creative discovery of 
new resources).

Although collaboration and practicality are 
necessary, they are not always enough and should 
never replace the C&A psychiatrist’s commit-
ment to take a stand when the situation demands. 
This may occur on an individual level for a 
patient when the psychiatrist sees a misunder-
standing of diagnosis or of the social situation 
interfering with the most appropriate treatment 
plan. Perhaps even more importantly, it occurs at 
the level of leadership and advocacy. In commu-
nity mental health settings, psychiatrists may 
need to advocate strongly for change within sys-
tems that are resistant to such change, especially 
when the system has become entrenched in pro-

viding care in a way that ill-serves children and 
adolescents. There are also times when a psychi-
atrist’s knowledge and ethics lead them to contest 
a social or community issue in the interest of 
children and adolescents; in such situations, 
respectfully engaging in thoughtful discussion 
can sometimes sway opinion or at least may 
move some to consider loosening ties to certain 
tightly held but unhelpful or outmoded beliefs. 
As an example, C&A psychiatrists are occasion-
ally called upon to address child and adolescent 
issues more globally, especially in the case of 
disruptive behavior. Within a system or commu-
nity, such behaviors are difficult for others to tol-
erate, but punitive approaches frequently 
employed are not effective in changing the 
behavior in troubled youth. By bringing a devel-
opmental and trauma-informed perspective to the 
discussion, psychiatrists can hope to influence 
adoption of much more effective approaches and 
policies.

In all of the situations noted, child and adoles-
cent psychiatrists must develop a finely honed 
knowledge of their communities, how children 
are functioning and treated in those communities, 
and the balance of social crosscurrents and cul-
tures within the mental health system and in other 
child-serving systems. Those armed with such 
understanding will stand the best chance of suc-
ceeding as clinician, collaborator, leader, and 
advocate.
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Zoya Huda, Paige Marze, 
and Michael M. Reinhardt

The gray tsunami is upon us. Providers working 
in the public sector are confronting the demands 
of a rapidly growing aging population. It 
behooves community practitioners and policy-
makers to familiarize themselves with the tenets 
of geriatric psychiatry and with the resources 
available to provide high-quality comprehensive 
care. This chapter provides a brief guide to caring 
for older adults by describing the basic principles 
of geropsychiatry, key community resources, pri-
mary prevention strategies, and illustrations of 
successful innovative model programs, especially 
those incorporating integrated systems and age- 
friendly care.

 Basic Principles of Geriatric 
Psychiatry for Community 
Practitioners

 1. Older adults are the most heterogeneous 
group in the population. There are dramatic 
within-group differences among older peo-
ple in their physical and mental health, func-
tioning, social networks, political and 
religious beliefs, and so forth. Although we 
often categorize aged persons based on 

chronological age—e.g., the US Bureau of 
the Census (US Bureau of the Census 1996) 
defines “elderly” as 65 and over—there are 
marked differences in biological aging. This 
is especially true among persons with persis-
tent and severe mental illness such as schizo-
phrenia, who have a 15- to 20-year shortened 
life expectancy and are thought to undergo 
“accelerated” aging (Copeli and Cohen 
2019). Although older adults are heteroge-
neous, they do share some common life 
experiences that may have psychosocial 
ramifications (so-called cohort effect). 
However, with an  increasing proportion  of 
older persons reaching very old age, the 
number of cohorts within the aging popula-
tion has grown. For example, persons born in 
the 1930s grew up during the Great 
Depression and World War II, whereas those 
born after the war came of age during more 
prosperous times that included the cultural 
and social turmoil of the 1960s. Similarly, 
the oldest African Americans grew up during 
a period of oppressive racial segregation and 
discrimination that engendered considerable 
pessimism regarding social change, whereas 
“young-old” African Americans came of age 
during a period of social activism that 
resulted in civil rights legislation and the 
elimination of Jim Crow laws in the south.

Clinical Implications: Mental and physi-
cal health care to older adults should not be 
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determined solely by chronological age 
because of the marked diversity within this 
age group. However, living through similar 
historical periods can provide a common 
context for older adults of the same age.

 2. The demographics of aging are shifting. The 
baby boomers (people born between 1946 
and 1964) have had a profound impact on the 
number of elderly people aged 65 and over, 
which will double over the first third of the 
twenty-first century from 35 million (12.4% 
of the population) in 2000 to 72 million 
(20%) in 2030 (Federal Interagency Forum 
on Aging-Related Statistics 2012), at which 
point the number of elderly will exceed the 
number of children in the population. 
Persons aged 85 and over are the most rap-
idly growing segment of our population, and 
their numbers will double over the first quar-
ter of the century and more than quadruple 
by 2050 to over 19 million persons. The 
older population is also becoming more 
diverse. For example, in the 2000 census, 
16% of the elderly population was non-white 
(Blacks, Hispanics, Asians, Native 
Americans) or 5.8 million persons. In 2050, 
36% of the elderly population will be non-
white or 29.5 million persons. Thus, there 
will be a fivefold increase in the number of 
minority elders over the first half of the 
twenty-first century (Federal Interagency 
Forum on Aging- Related Statistics 2012).

Clinical Implications: Community mental 
health providers can expect to be working 
with increasingly older and more diverse 
populations and that they must possess 
appropriate clinical skills and cultural 
knowledge if they are to deliver competent 
care.

 3. Assessment is different in older age: The 
assessment of older adults must consider 
physical handicaps, cognitive difficulties, 
and problems in communication secondary 
to deficits in vision and hearing. Another key 
difference from younger persons is the likeli-
hood that caregivers, both formal and infor-

mal, will be more involved in providing 
information and treatment.

Clinical Implications: On initial examina-
tion, mental health clinicians should system-
atically assess cognition, psychiatric 
symptoms, physical illness, and daily func-
tioning and then continue to closely monitor 
for the impact of treatment on these domains. 
Although these domains often affect each 
other, dysfunctions within the domains may 
have diverse etiologies and require different 
treatment strategies.

 4. Disorders may present differently: Like 
physical disorders, the clinical presentations 
of psychiatric disorders may differ in older 
persons. For example, compared to younger 
persons, depression in older adults may pres-
ent with fewer signs of sadness and with 
more symptoms of social withdrawal, 
somatic concerns, motor disturbances, and 
apathy (Haigh et  al. 2018). Similarly, late- 
onset schizophrenia tends to disproportion-
ately affect women and to have fewer 
negative symptoms and formal thought dis-
orders (Cohen et al. 2020).

Clinical Implications: Clinicians must be 
vigilant for more atypical symptoms in older 
adults.

 5. Pharmacological treatment may be different: 
With increased age, there are changes in the 
absorption rate of medications, distribution 
of drugs as a result of an increase in adipose 
tissue relative to lean body mass, diminished 
metabolism in the liver, and declines in renal 
clearance.

Clinical Implications: Dosages of medi-
cations may need to be lower than in younger 
persons, and considerations of side effects 
and drug interactions become more relevant 
(Kratz and Diefenbacher 2019). Ideally, it is 
best to prescribe drugs that do not undergo 
Phase I hepatic metabolism, but only Phase 
II hepatic metabolism (conjugation), since 
this process is not affected by aging. Because 
of changes in the distribution of drugs in the 
body, the fat-soluble drugs, which include 
many of the drugs used in psychiatry, tend to 
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remain in the body longer and may cause 
toxicity. Conversely, water-soluble drugs 
such as lithium should be prescribed cau-
tiously because of the diminution of total 
body water with age. Finally, some psycho-
tropic drugs remain active (e.g., lithium, 
gabapentin, rivastigmine, paliperidone) until 
they are cleared by the kidney, and doses 
may need to be adjusted in older adults.

 6. The course of disorders may be different. 
Among persons with schizophrenia, there is 
often a diminution in positive symptoms 
with age, whereas levels of co-occurring 
depression may remain the same or increase, 
and mild cognitive problems that occur early 
in the disorder may cross the threshold into 
dementia due to the normal age-related 
declines (Cohen et al. 2020). Depression in 
later life may present with subtypes (e.g., 
depression associated with cerebrovascular 
disease called “vascular depression,” depres-
sion with dementia, depression associated 
with medical conditions) that are often more 
resistant to treatment, and older persons with 
major depression may be more prone to 
relapse or relapse sooner than their younger 
counterparts (Haigh et al. 2018).

Clinical Implications: When treating per-
sons with schizophrenia, it is important to be 
aware of changes in the severity and types of 
symptoms that occur with aging and to adjust 
treatment accordingly. In treating older 
adults with depression, it is important to 
determine the subtype of depression, because 
prognosis and treatment vary considerably 
depending on the etiology of the depression.

 7. Aging is characterized by both long-standing 
conditions and late-onset conditions that 
may become chronic. There is increasing evi-
dence that depression in older adults has a 
more chronic course than in younger adults. 
For example, over three-fifths of older per-
sons attending specialized psychiatric ser-
vices experienced a chronic course, and 
chronicity ranged from 20% to 50% among 
elders with presumably milder disorders 
being treated by primary care providers 
(Haigh et  al. 2018). Moreover, the line 

between reversible and irreversible illnesses 
may become less distinct. For example, late- 
onset depression may be a prodromal sign of 
dementia or dementia masquerading as 
depression. Rates of dementia found on fol-
low- up among persons with depression and 
cognitive problems in old age have ranged 
from 0% to 89% (Brodaty and Connors 
2020).

Clinical Implications: Although treat-
ment can help reduce recurrence and levels 
of symptoms, the complex interaction of 
psychiatric and physical conditions may 
make full recovery less likely. Consequently, 
while the ultimate goal for all patients may 
be the remission of symptoms, sometimes 
treatment goals will have to be adjusted, and 
like some chronic physical disorders, per-
sons may have to live with a modest level of 
symptoms.

 8. Nearly all older adults with psychiatric dis-
orders will have comorbid conditions, 
although not all comorbidity is alike. Some 
comorbid conditions can contribute substan-
tially to disability and functional decline 
(e.g., severe osteoarthritis, heart disease, 
neurocognitive disorders, frailty), whereas 
other conditions have minimal effects on 
daily functioning (e.g., well-controlled 
hypertension or hypercholesterolemia). 
There is strong evidence of a reciprocal 
interaction between depression and many 
physical disorders (Haigh et  al. 2018). In 
other words, depression is associated with a 
greater occurrence of physical illnesses, and 
physical disorders may lead to a greater inci-
dence of depression.

Comorbidity of different categories of 
symptoms is more common in older adults. 
For example, depression and anxiety often 
co-occur, and having more anxiety symp-
toms is a poor prognostic indicator for 
depression (Haigh et al. 2018).

Moreover, underlying neuropathology 
may increase the likelihood of comorbid 
symptoms. Thus, vascular changes in the 
brain may increase cognitive deficits as well 
as depression (“vascular depression”). 
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Similarly, in persons with dementia, roughly 
one- fourth manifest clinical depression, one-
half have psychotic symptoms, and two-
fifths to one-half have agitation or activity 
disturbances (Phan et al. 2019). One of the 
more significant health challenges involves 
persons with some combination of chronic 
pain, dementia, depression, anxiety, bereave-
ment, multiple losses, social isolation, and 
poor nutrition (Flint 2002).

Clinical Implications: Treating mental ill-
ness in later life is more challenging because 
of the co-occurrence of physical and neuro-
logical disorders that manifest in more com-
plex clinical presentations. Consequently, 
clinical response to standard treatments may 
be less robust in later life.

 9. Psychiatric illness must be understood 
within a social and biological context.

It is said that aging is a bit like gambling: 
the longer you go on, the more likely you are 
to lose. Thus, older adults must confront and 
deal with various losses, perhaps best sum-
marized by the 4Ds of aging: disability, 
dependency, desertion (e.g., loss of close 
relationships as people move away or die), 
and death (e.g., one’s own mortality and the 
death of others). Adjusting to these losses 
and stressors is a key to greater well-being in 
later life.

Clinical Implications: For some adults 
who are physically healthy and have strong 
social resources, a useful strategy might be 
to encourage activities and engagement fol-
lowing losses of kin or friends. On the other 
hand, for persons with more disabilities and 
fewer resources, encouraging too much 
engagement may be unrealistic and further 
exacerbate feelings of worthlessness 
(Gubrium 1973).

 10. There is continuity in personality. Each older 
person is a product of the lifelong effects of 
physiological, environmental, and psycho-
logical factors. Concerning the latter, 
although some changes occur across a lifes-
pan, various personality traits (e.g., coping, 
sense of control, self-esteem, interpersonal 

skills) tend to be fairly stable over time, and 
they will affect how one deals with late-life 
stressors (Sadavoy 2009). Moreover, scien-
tists have identified a “paradox of aging” that 
helps explain why older people can adapt to 
adverse events (Thomas et al. 2016). That is, 
while physical and cognitive functioning 
may decline with age, subjective well-being 
increases. Thus, persons in their 70s and 80s 
have higher well-being scores than any other 
age group. Compared to younger persons, 
older adults commonly recall past events 
more favorably, give more positive ratings to 
negative events, focus more on things that 
will yield greater well-being, and view their 
social networks more favorably.

Clinical Implications: On the positive 
side, continuity means that most older per-
sons have been able to successfully employ 
various coping strategies to manage their 
stressors over their lifespan (Sadavoy 2009). 
This is further strengthened by the older per-
son’s affinity toward positive rather than 
negative information. Consequently, thera-
pists should aim to help gird up previously 
successful coping mechanisms. However, 
with increasing age and disability, earlier 
strategies may be less effective, and therapy 
must assist patients to develop new strategies 
to deal more effectively with the physical, 
cognitive, and social losses that occur in later 
life.

 11. The prevalence of psychiatric disorders in 
older adults and mental disorders is best 
viewed on a continuum. A major issue in 
geriatric psychiatry is whether the official 
classification of psychiatric disorders accu-
rately reflects the degree of psychiatric dis-
tress in the aging community. This stems in 
part from the fact that many older adults may 
present atypically, that comorbid physical 
and cognitive disorders may make the fulfill-
ment of the diagnostic criteria more difficult, 
and that elders with psychiatric disturbances 
may cluster in certain settings so that they 
may not be adequately sampled (e.g., natu-
rally occurring retirement communities, 
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assisted living facilities, and nursing homes). 
Increasingly, gerontologists view psychiatric 
disorders on a continuum and appreciate the 
clinical importance of subsyndromal or sub-
threshold disorders. This perspective over-
comes some of the difficulties using formal 
diagnostic categories and acknowledges that 
many of these subthreshold categories are 
associated with poor functioning and out-
comes. Typically, prevalence rates of specific 
disorders—major depression, anxiety, and 
psychoses—are roughly half of the levels 
found in younger samples. However, when 
symptom prevalences of these conditions are 
assessed, they are usually similar to younger 
persons (Cohen and Doumlele 2023). While 
dementia increases dramatically with age 
(the prevalence rate doubles every 5 years 
until age 90 and then may level off), it is also 
found on a continuum. Persons with mild 
neurocognitive impairment (MCI) have 
modest cognitive deficits (one to two stan-
dard deviations below their age peers) with 
minimal or no problems in daily functioning. 
Rates of MCI are nearly double the rates of 
dementia in elderly people, i.e., 17% versus 
10% (Petersen et al. 2018).

Clinical Implications: Although rates of 
depressive, anxiety, and psychotic disorders 
may be lower in older adults, the rates of 
symptoms for each of these groups may be 
equal to younger persons. Thus, psychiatric 
and cognitive symptoms are common among 
older people and may cause dysfunction or 
distress, even when they do not meet the 
DSM-5 criteria. Thus, more so than in any 
other age category, it is important to not 
overly rely on strict diagnostic criteria and to 
focus on the clinical symptoms that are rais-
ing concern.

 12. It is essential to view the treatment goals for 
older adults with more severe and persistent 
mental illness in the context of a life course 
trajectory. For more severe mental illnesses 
such as schizophrenia, it is now recognized 
that the disorder does not typically attain a 
stable end stage in later life. Rather, many 

people transition into and out of various 
states of  clinical recovery. Cohen and 
Reinhardt (2020) identified a five-tier taxon-
omy of clinical recovery in older adults with 
schizophrenia in which 12% remained per-
sistently in clinical recovery (defined as 
being in clinical remission and attaining 
community integration) at both baseline and 
follow-up (Tier 1) and 18% never met the 
criteria of clinical recovery (Tier 5). The 
remaining 70% moved between various 
states of remission and community integra-
tion over time (Tiers 2–4). For persons with 
severe mental illness, the ideal life trajectory 
can be viewed as a process moving from 
diminishing psychopathology and impaired 
functioning to normalization or “clinical 
recovery” to positive health and well-being 
(“successful aging”). The latter is a state that 
older adults may aspire toward, but often do 
not achieve. Among the general aging popu-
lation, only one-fifth attain “successful 
aging,” whereas, among persons with schizo-
phrenia, only about 1  in 50 persons attain 
this status.

Clinical Implications: We now recognize 
that for many persons with schizophrenia, 
middle and older age is associated with more 
clinical movement than had been previously 
believed and treatment should be specifically 
targeted to where the person is located on the 
clinical trajectory.

 13. Mental illness in older age is complex: Items 
1 through 12 suggest a high degree of com-
plexity concerning the interaction of age and 
mental illness. For example, Flint (2002) 
observed that in later life there is a complex 
interplay between depression, anxiety, phys-
ical illness, cognitive impairment, personal-
ity factors, and life stress. Despite the 
increase in vulnerabilities to various social 
and physical losses, as suggested above, 
many elders have physiological, psychologi-
cal, and social resources that offset these 
processes and avert unfavorable outcomes.

Clinical Implications: In caring for older 
adults, each biological, psychological, and 
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social element is likely to be more complex 
than in younger adults because longevity has 
provided more life experiences along with 
more opportunities for interactions among 
these elements. It is important to remember 
that older adults are survivors, having out-
lived many of those in their age cohort, and 
they have strengths that must be appreciated 
along with any shortcomings. Care must be 
personalized to each person’s symptom com-
plex and biography.

 Meeting the Service Needs of Older 
Adults

By 2030, one in five Americans will be age 65 or 
older, and roughly 15 to 20% will have a psychi-
atric disorder (Everett 2019). The cost of 
untreated mental illness in the United States is 
estimated to be as much as $300 billion annually, 
and approximately half of that cost may be attrib-
uted to people aged 60 and over (Sisko et  al. 
2009; National Alliance on Mental Illness 2017). 
Untreated mental illness often decreases a per-
son’s ability to address their medical comorbidi-
ties, which is particularly pertinent for elderly 
populations, where medical comorbidities are 
common, and frailty leads to significant mortality 
and exacerbates burdens placed on their caregiv-
ers. In 2015, among a cohort of Medicare benefi-
ciaries, $2.7 billion (of $64 billion total costs) 
was spent on mental illness, with an additional 
$5.5 billion spent on medical spending associ-
ated with mental illness (Figueroa et  al. 2020). 
The authors found that patients with a diagnosis 
of serious mental illness not only incurred costs 
from mental health services but also spent one- 
third more on medical services for physical con-
ditions than their counterparts with no mental 
illness.

While older adults with mental illness have 
many unmet needs, they have a lower rate of ser-
vice use than adults in middle age and are less 
likely to perceive the need for mental health ser-
vices. A cross-national literature review by Wells 
et al. (2020) identified several factors that con-

tribute to the unmet mental health needs of older 
adults: (1) a triad of elements based on the per-
ception by older people and providers that men-
tal illness is an inevitable consequence of aging, 
that the need for psychiatric care declines with 
age, and negative (ageist) attitudes about older 
people; (2) older adults’ self-perceptions of 
stigma about having a mental illness; (3) lack of 
affordability of psychiatric care and/or the lack 
of availability of appropriate care; and (4) the 
high reliance on family caregivers to shoulder 
the burden of mental distress. Although these 
were prominent themes in the literature, there 
have been inconsistencies in the findings con-
cerning the older persons’ utilization of mental 
health services and their views about using men-
tal health treatment. Contrary to expectation, an 
analysis of attitudes about mental health using 
the National Comorbidity Survey-Replication 
(NCS-R) data found that older Americans did 
not have negative help-seeking attitudes or 
beliefs about the efficacy of treatment for mental 
health problems (Mackenzie et al. 2008). More 
than 80% of adults 55 and older had positive atti-
tudes, and more than 70% had positive treatment 
beliefs. This finding suggested that the availabil-
ity of resources and perception of need rather 
than negative attitudes are more likely explana-
tions for older adults’ lower rates of mental 
health service use.

The existing formal and informal support 
systems do not work well. While formal and 
informal sources provide adequate services for 
certain client needs, over 70% of the clients do 
not receive the correct type of help for some of 
their needs (Cummings and Kropf 2009). 
Research studies underscore the complex mul-
tilevel needs experienced by older adults with 
mental health problems as well as the heteroge-
neity of the aging population. There is a con-
sensus that mental health service needs can be 
addressed by: (1) ensuring that care is more 
accessible as well as age and culturally appro-
priate; (2) educating and creating greater link-
ages among health professionals, mental health 
clinicians, and social service providers; (3) 
enhancing communication and collaborating 
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with informal caregivers; and (4) adapting to an 
individual’s changing levels of functioning over 
time (Nair et al. 2019).

 Community Resources and Care

In Table 1, we present an overview of the services 
for older adults based on a person’s functional 
level. On the vertical axis of the table is a mea-

sure of independence and self-functioning (men-
tal and physical) divided into three categories: 
well, moderately impaired, and/or severely 
impaired. On the horizontal axis are three broad 
categories of needs: physical and mental health 
needs; self-maintenance needs such as dressing, 
grooming, cooking, transportation, cleaning, and 
handling money; and a more complex level 
involving social needs such as work roles, friend-
ship, intimacy, and education. Thus, for example, 

Table 1 Types of services available to elderly individuals

Functional level Physical and mental health needs
Self-maintenance 
needs Social needs

Well elderly
(60% of population)

Mutual help groups
Consumer health education
Health insurance
Health screening
Screening for psychiatric symptoms, 
substance  abuse, and prescribed drug 
misuse

Shared housing
Converted boarding 
homes
ECHOa units and 
“granny flats”
Section 8 and 
Section 202 housing
Elderly apartment 
complexes
Retirement 
community
Congregate meal 
program
Nutrition education
“Brown bag” 
programs

Senior center
Voluntary association
Senior Community 
Service Employment 
Program
Foster parents and 
grandparents
Senior companions
Service Corps of Retired 
Executives
Adult education

Moderately impaired
(30% of population)

Outreach services
Visiting nurse
Crisis intervention teams
Collaborative care programs
Problem-solving techniques

Case management
Home care services
Congregate housing
Foster care
Vocational 
rehabilitation
Assisted living
Board and care 
homes
Congregate housing
Meals on Wheels
Transportation 
services
Escort services
Chore services

Friendly visiting
Telephone reassurance
Strengthen informal 
social
network

Severely Impaired 
(10% of population)

Multiple help groups for family
Outreach services
Visiting nurses
Crisis intervention teams
Inpatient psychiatric and medical care
Collaborative care programs

Daycare
Respite care
Home care services
Hospice
Nursing home
Meals on Wheels
Protective services
Case management

Friendly visiting
Telephone reassurance
Strengthen informal 
social
Support network
Social skills training

Source: Modified from Cohen and Boran (2004) and Cohen and Ibrahim (2012)
aECHO Elder Cottage Housing Opportunity
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a comparatively well older man who has recently 
lost his spouse might be helped by referrals to 
mental health services in the top left box and 
social and vocational services listed in the upper 
right box of Table  1. Similarly, a moderately 
impaired person with depression might benefit 
from various services in the middle row of the 
table.

 Description of Community Services

In working with older adults, community clini-
cians should familiarize themselves with the vari-
ous types of community services available to 
older adults. In Table 2, we describe the programs 
that can be used to address the various needs 
listed in Table 1.

 Model Innovative Programs

Over the past two decades, a variety of innovative 
community treatment strategies for older adults 
with mental illness have advanced the field 
toward an appreciation of the importance of 
addressing both co-existing psychiatric and med-
ical disorders. These programs can be divided 
into (a) collaborative programs, (b) case manage-
ment strategies, (c) self-management techniques, 
and (d) some combination of the three. New tech-
nology is also being used to help elders and to 
engage and train community practitioners. Some 
of these endeavors are described in the next 
section.

Collaborative initiatives that integrate mental 
health, primary care, and pertinent community 
supports have the potential to ease the accessibil-
ity issues faced by older adults and to foster 
cross-discipline knowledge transfer to address 
complex situations such as severe depression or 
suicidality (e.g., Unützer et al. 2002; Bruce et al. 
2004; Horgan et al. 2009). Case manager strate-
gies typically use persons with clinical back-
grounds to provide guidance, counseling, and 
skills training to older clients concerning psychi-
atric and physical health, to promote appropriate 
care by primary care providers, and to enhance 

interdisciplinary communication. The principal 
goal is to improve the outcome of care (e.g., 
Bartels et al. 2014). Self-management strategies 
train older psychiatric patients to assume greater 
responsibility for their physical health as well as 
to improve coping abilities to deal with psychiat-
ric stress (e.g., Bartels et  al. 2015; Green et  al. 
2015; Druss et al. 2018).

Much of the focus of collaborative care pro-
grams and case management approaches for 
older people have been directed toward primary 
healthcare providers (Unützer et al. 2002; Bruce 
et al. 2004; Horgan, Le Clair, and Puxty 2009). 
For example, the World Health Organization 
(2004) asserts that the treatment of common 
mental disorders such as depression should be 
done in primary healthcare settings. Several writ-
ers (Lester et al. 2004) have contended that the 
integration of health and mental health care 
within primary healthcare settings is the best 
option for psychiatric care and that these settings 
may be the logical sites for “medical homes” for 
persons with mental illness. Some of the reasons 
for focusing on primary care settings is that they 
are the predominant site of care for most psycho-
logical problems (e.g., anxiety, depression), that 
consumers are more satisfied when their physical 
and mental health care are integrated into the pri-
mary healthcare setting, and primary health care 
is a better fit with the typical way a majority of 
consumers present their undifferentiated mental 
health problems. With this better fit, there may be 
greater treatment adherence and improved health 
outcomes. Although the range of mental health 
needs that appear in primary care settings often 
exceeds the capacity and skills of even well- 
trained primary care physicians, referral to an 
outside mental health professional is considered 
a poor alternative. Consequently, programs that 
create collaboration between primary care pro-
viders and mental health professionals may serve 
to improve the skills of primary care providers in 
dealing with the psychosocial aspects of care. 
Finally, there is compelling evidence indicating 
that collaborative care programs are cost- effective 
(Gilbody et al. 2006; Health Resources Services 
Administration 2019).
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Table 2 Principal community services for older adults

Assistance and protection
Information and referral 
(assistance) services

These activities are coordinated through the Administration on Aging (AOA) that 
requires each state to designate an agency for aging services. In some states, an 
independent office on aging has been established; in the remaining states, aging 
programs are part of a human services department. In most states, aging agencies 
designate smaller geographic service centers, termed area agencies on aging (AAA), 
to provide local communities with information and referral services. There are also a 
variety of voluntary and private resources that provide information and assistance, 
e.g., family services agencies, senior centers, and mental health associations

Case or care management The primary aim of traditional case management is to help clients and families deal 
with a fragmented and complex system by locating and coordinating existing 
resources through a process that includes screening, assessment, case planning, 
linkage to services, advocacy, monitoring, and behavioral health. More recently, care 
managers are being used as part of a therapeutic team for psychiatric patients and 
may involve direct counseling, collaboration with primary care providers, and 
coordination of services (see section “Model Innovative Programs” below)

Adult Protective Services These services serve persons who are incapable of performing functions necessary to 
meet the basic physical and health requirements, incapable of managing finances, 
dangerous to self or others, or exhibiting behavior that brings them into conflict with 
the community. Services may be provided with or without consent if guardianship is 
required. Such agencies may facilitate hospitalization or assist with various legal 
actions

Community care
Respite care Respite care is provided on a short-term basis (usually several hours to several weeks) 

to a dependent person in the community to relieve the caregiver. It includes five major 
categories: (1) in-home (e.g., home companions, homemakers, home healthcare 
workers), (2) in the community (e.g., adult daycare), (3) institutions caring for elderly 
individuals (e.g., adult homes, overnight stays) that provide 24-hour furnished 
accommodations, (4) hospitals, and (5) combination models. Religious organizations, 
nursing homes, home healthcare agencies, and voluntary agencies commonly 
organize these services

In-home healthcare 
services

This wide array of services can be grouped under three broad categories: (1) intensive 
or skilled services, e.g., wound care, catheters, tube feedings ordered by a physician 
and under the supervision of a nurse; (2) personal care or intermediate services for 
medically stable individuals who require assistance with activities of daily living; and 
(3) homemaker, chore, or basic services such as light housekeeping or meal 
preparation to persons with difficulties caring for their themselves but who can do 
more basic activities of daily living such as feeding or toileting. A new addition to the 
home healthcare model is Medicaid Consumer Directed Personal Assistance Program 
(CDPAP), available in many states, allows Medicaid to pay family or friends to 
provide the home care services and for the consumer to manage the selection, 
training, and scheduling of aides

Related in-home services There are a variety of services for homebound elderly individuals that can 
complement or substitute for the in-home services described above. These may be 
offered by senior centers or other agencies and may include friendly visiting, 
telephone reassurance, emergency response systems, and chore services

(continued)
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Table 2 (continued)

Adult daycare Designed for at-risk persons who are mentally, physically, or socially impaired and 
who need day services to maintain or improve their level of functioning so that they 
can remain in or return to their own home. Such programs may also provide some 
respite for families. Programs are typically staffed by interdisciplinary professionals 
who provide participants with health monitoring, socialization and leisure activities, 
and assistance with ADLs. They are traditionally categorized into two broad types: 
health-oriented and social services-oriented. More recent classifications have focused 
more on the location of services: Auspice Model 1, includes outpatient day centers 
affiliated with nursing homes and rehabilitation centers that cater to physically 
dependent, older populations and are health-oriented (e.g., nursing, health 
assessments, social services, and physical, occupational, and speech therapies). 
Auspice Model 2, situated in an outpatient unit of a general hospital, social service, 
or housing agency. Most patients are younger than those in Model 1 and can perform 
activities of daily living; more than 40% have mental disorders. Services are more 
social and supportive (e.g., case management, professional counseling, transportation, 
nutrition, education, health assessment). Auspice Model 3, special-purpose centers 
that serve a single type of clientele such as blind or mentally ill persons, those with 
dementia, or veterans

Mutual aid (self-help) 
groups

Self-help or mutual help aid groups are very popular modalities comprising small 
groups formed voluntarily by people with one or more of these attributes: (1) they are 
composed of members who share a common condition, situation, heritage, symptoms, 
or experience; (2) they are largely self-giving and emphasize self-reliance; (3) they 
offer fact-to-face fellowship networking and are typically accessible without charge; 
and (4) they tend to be self-supporting rather than dependent on external funding. 
Examples include informational and emotional support groups, such as Alzheimer’s 
caregiver groups, and political action groups, such as the Gray Panthers. Some 
self-help groups have been organized with the financial assistance of religious 
institutions, community organizations, and community mental health centers

Nutritional services
Home delivery program 
(“Meals on Wheels”)

Meals are delivered to the homes of individuals of any age who cannot prepare or 
obtain adequate nutrition. These are typically administered by nonprofit agencies or 
congregate meal programs that prepare, package, and deliver midday meals and 
occasionally cold suppers or snacks

Congregate meals program Inexpensive meals served in a community setting such as a church, senior center, or 
school, for individuals who cannot prepare or obtain adequate nutrition. All persons 
aged 60 and older and their spouses of any age are eligible

“Brown bag” program Various community groups provide volunteers who fill shopping bags for low-income 
elderly individuals

Transportation and escort
Transportation services Federally subsidized funding for transport (e.g., subsidized taxis, minibuses, and 

private cars) to assist with physician visits and errands
Escort services Community agencies and police provide escorts to assist frail elderly individuals with 

errands and other activities
Shopping assistance Senior centers and other senior organizations provide transport service to help elderly 

persons get to shopping centers
Volunteer and employment programs
Retired Senior Volunteer 
Program

Volunteers aged 55 or older work in hospitals, nursing homes, senior centers, and 
other community programs

Foster Grandparents Provides a small stipend to low-income individuals aged 55 or older to work with 
youths in need of supportive and affectionate adults; the program is conducted in 
schools, hospitals, drug treatment centers, correctional institutions, and/or childcare 
centers

(continued)
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Table 2 (continued)

Senior Companions This federally funded program provides a stipend and supplemental insurance for 
low-income persons aged 55 or over. Volunteers provide aid and friendship to elderly 
individuals who have difficulty with daily living tasks in nursing homes, hospitals, 
and private homes

Service Corps of Retired 
Executives

Allows retired professionals to assist small business owners who lack funds to pay for 
such services

Senior Community Service 
Employment Program

Authorized by the Older Americans Act, it requires participants to be aged 55 or older 
and have an income that is below 125% of the federal poverty line. The program 
employs participants in a variety of community service activities at nonprofit and 
public facilities, including schools, hospitals, daycare centers, and senior centers. The 
Senior Aides and the Green Thumb (in rural areas) programs are part of this funding

General community programs
Adult education Increasing numbers of elderly individuals are enrolling in tuition-waiver programs in 

colleges, adult education courses, and elder hostel programs
Senior centers Participation in senior centers is appreciably greater than any other community-based 

service for elders. One model views the center as an informal social club or voluntary 
organization. The other model depicts the center as a multipurpose service provider 
or social services agency designed to meet a range of needs of frail elderly 
individuals, particularly poor and disengaged persons

Community housing
Long-term care
Nursing homes These institutions can be divided into two broad categories: (1) skilled nursing 

facilities, which provide 24-hour nursing care and medical coverage for persons who 
require extensive care (reimbursement is provided by Medicaid and time-limited 
coverage by Medicare), and (2) intermediate care facilities that provide health-related 
care for persons who are more stabilized but require some medical and nursing 
supervision (not full time); costs are covered by Medicaid but at a reduced level for 
Medicare. New models of nursing have focused on enhancing the quality of life while 
providing clinical care. For example, the Green House Model offers small, 
residential-style homes for 10–12 residents who each have a private room and 
attached bath and share a central living space with an open kitchen, dining, and living 
area. A team of universal caregivers is responsible for the range of personal, clinical, 
and home care activities

Hospice Provides a setting of comfort and relief from pain in a person’s last weeks of a 
terminal illness. Hospices may be found as a hospital unit, a freestanding facility, an 
outpatient unit for counseling and medical visits, or a home care program

Board and care homes and 
residential care facilities 
(RCFs)

Both are generic terms that describe various types of housing with supportive 
long-term services exclusive of licensed nursing homes. They provide more support 
to residents than congregate housing or rooming houses. Homes typically provide 
three meals a day, laundry service, and 24-hour supervision; many also provide 
transportation services, cleaning of living areas, personal assistance, and arrangement 
of medical appointments. Traditionally, board and care homes and RCFs have fallen 
into one of three basic types: (1) homes serving residents with intellectual or 
developmental disabilities, (2) homes serving residents with mental illness, and (3) 
homes serving a mixed population of physically frail elderly, cognitive impaired 
elderly, and persons with mental illness. Most facilities are in the last category

Assisted living Assisted living constitutes a new name for a rapidly expanding sector of the 
traditional board and care housing and residential care facility sector. These facilities 
are designed to accommodate frail elderly residents who can live independently but 
need assistance with activities of daily living

Congregate housing Consists of apartment houses or group accommodations that provide limited health 
services and other support services (e.g., meals in a central dining room, heavy 
housekeeping, social services, recreational activities) to functionally impaired older 
persons who do not need routine nursing care. These facilities are somewhat less 
institutionalized than board and care residences

(continued)
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Table 2 (continued)

Foster care For older persons, particularly those with chronic mental illness, in need of care and 
protection in a substitute family; it provides socialization, stimulation, support, and 
protection. The number of paying residents is usually limited to four

Single room occupancy 
(SRO)-type housing for 
older people

SRO-type housing has been used to house specific target populations such as persons 
with mental illness or substance use disorders. Such units often provide on-site 
staffing and support

Elder Cottage Housing 
Opportunity (ECHO)

Also known as granny flats, accessory housing, and second-unit ordinances, these are 
ancillary structures for elderly persons that are permitted by special zoning variances 
to be placed on land belonging to the children of these individuals, thereby enabling 
the older person to receive informal care and support from his or her kin

Continuum of care and 
life-care facilities

These facilities offer multiple levels of care ranging in setting from one’s own home 
to a nursing home. They provide private living units with ancillary services such as 
meals and health care. When there is a need for more intensive care, the resident may 
be transferred to a nursing home, often on the same site. As residents’ health needs 
change over time, they can move through the levels of care in the community

Retirement communities These are non-licensed, age-segregated communities of apartments or freestanding 
homes. Services are generally social (e.g., clubhouses, tennis courts) and do not 
routinely include health services

Elderly apartment 
complexes

These include public, nonprofit, and privately owned buildings for elderly individuals. 
Many have been built with Section 202 federal funds. They do not routinely provide 
health care, although they are required to provide a daily meal and to make available 
housekeeping, transportation, personal care, and chore services

Shared housing (“senior 
matching”)

A social services agency matches occupant (owner/renter) with a renter, or the agency 
buys or rents units and then rents these units to others

Naturally occurring 
retirement communities 
(NORCs)

NORCs refer to buildings, apartment complexes, or neighborhoods that were not 
originally developed for older persons and where most residents have become elderly. 
The term has evolved to mean any building or neighborhood where more than half of 
the residents are over 60. Innovative programs for these older persons have been 
established that provide social work, case management, nursing, recreation, and 
educational enrichment

Geriatric mental health services
Mental health crisis 
intervention services

These services provide rapid restabilization of a person’s psychiatric symptoms and 
social adjustment. Crisis services are often hospital-based or tied to community 
mental health centers. Services may be delivered in the patient’s home or at a 
designated place outside the home. Mobile units or home treatment teams may visit 
the home or maintain daily telephone contact

Community outreach Such models of care involve a team of outreach workers that connect services to 
persons in non-institutional settings such as where they reside or spend significant 
amounts of time. These programs have been successful in meeting the mental health 
needs of traditionally underserved and disadvantaged elderly populations such as 
those with low-income, homeless persons, those residing in rural areas or public 
housing, or from racial and ethnic minority backgrounds

Psychiatric vocational 
rehabilitation

Although these programs underserve older patients, such programs should be 
considered as a treatment option for aging psychiatric patients. Two basic types of 
programs exist. Sheltered employment, also known as sheltered workshops or 
compensated work therapy programs, provides work opportunities for individuals 
who are not ready for competitive employment.
Transitional employment provides real-work jobs with commercial establishments 
that are supervised by psychiatric or rehabilitation professionals

Geriatric psychiatry clinics 
and dementia centers

These programs typically offer multidisciplinary, comprehensive evaluations, and 
care for older adults. They are usually situated at large medical centers

Model innovative 
community care programs

As described below, these programs focus primarily on enhancing interdisciplinary 
collaboration and /or use case managers with clinical skills to provide guidance and 
counseling to older clients as well as to promote appropriate care by primary care 
providers and interdisciplinary communication

Source: Updated from Cohen and Boran (2004) and Cohen and Ibrahim (2012)

C. I. Cohen et al.



655

 Technology and Community- 
Dwelling Older Adults

There are a variety of technologies now available 
that enable older adults to improve their health, 
age in place, and receive age-friendly care. These 
technologies span a wide range of forms and 
intended uses—humanoid care robots, personal 
devices, smart home systems and devices or soft-
ware that enable telehealth connectivity. In-home 
sensing and monitoring devices cover everything 
from medical needs such as fall detection and 
medication adherence to personal or “quantified 
self” measurements focused on calorie and step 
counting, sleep quality, and air quality 
(Prendergast 2020). While personal devices that 
track activity and other biometrics appear to 
increase activity levels and mobility in older 
adults, the impact of activity tracking on mental 
health, quality of life, and cognitive health 
remains uncertain (Oliveira et  al. 2020). These 
same personal devices may be used for audio and 
video connectivity to family and friends and be 
connected to smart home systems. Evidence sug-
gests that smart home and home health monitor-
ing systems may improve activities of daily living 
as well as cognitive, mental, and cardiovascular 
health (Liu et al. 2016). Unfortunately, economic 
and technological barriers have limited their 
implementation (Liu et  al. 2016; Choi et  al. 
2019). Telehealth and telepsychiatric health have 
shown a great promise in improving access to 
care across multiple populations of older adults, 
but they face utilization hurdles including cost, 
legal, technological, remunerative, provider, and 
patient factors (Gentry et al. 2019). Technological 
advances have allowed the democratization of 
knowledge across community and provider set-
tings alike by utilizing distance learning models 
that leverage technology to amplify clinical 
knowledge. For example, Project ECHO 
(Extension for Community Healthcare Outcomes) 
is a model of guided practice wherein community 
providers attend video conference-based sessions 
composed of brief didactics and case discussions 
focused on the evidence-based management of 
targeted health conditions. Project ECHO has 
shown promise in improving provider’s geriatrics 

healthcare knowledge and patient outcomes 
(Bennett et al. 2018).

 Primary Prevention

Although the principal focus of this chapter is on 
secondary prevention (i.e., early detection and 
intervention of disease) and tertiary prevention 
(i.e., minimizing effects of disease and disabil-
ity), community mental health providers are 
often involved in developing primary prevention 
programs (i.e., prevention of disease occurrence). 
The Institute of Medicine (Gordon 1983) catego-
rized primary prevention into three groups based 
on the level of clinical symptoms and the target 
population. As seen in Table  3, “universal pre-
vention” focuses on asymptomatic people and 
uses broad-based initiatives such as health 
screenings, lifestyle recommendations, environ-
mental protection, and improvements in local and 
national health systems. “Selective prevention” 
targets persons that still may be asymptomatic or 
pre-symptomatic with interventions that are more 
specific to their risk factors such as harm reduc-
tion, physician education, and medication 
reviews. Last, “indicated prevention” is directed 
at high-risk individuals with some symptoms 
(e.g., subsyndromal conditions) and uses more 
disease-specific interventions including psycho-
therapy, behavioral treatment, and pharmacother-
apy within the context of an integrated care 
system.

 Guiding Principles 
of Psychogeriatric Care 
for the “Ideal” Individual Program 
and Service System

In recent years, two overlapping themes have 
dominated the geriatric care literature as achiev-
able visions for individual- and systems-level 
care: “integrated care” and “age-friendly” sys-
tems. The World Health Organization (2019) 
developed a framework entitled, “Integrated Care 
for Older People” (ICOPE), aimed at guiding 
health and social services for older people at the 
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Table 3 Primary prevention of mental illness in older adults

Intervention 
terminology Approach Target Objectives Examples
Universal 
prevention

Population Entire population not 
identified based on 
individual risk

Implement broadly 
directed initiatives to 
prevent substance 
misuse, mental illness, 
and suicide-related 
morbidity and 
mortality through 
reducing risk and 
enhancing protective 
factors

Physical and mental health 
screening, health education, 
exercise, addressing vascular 
risk factors for dementia 
(obesity, diabetes, 
hyperlipidemia, hypertension 
smoking), optimize mobility 
and sensory capacity, 
diminishing social isolation, 
religiosity/spirituality, reducing 
firearms, enhancing health 
coverage, improving social 
safety net, improving 
environmental and climate 
issues, age-friendly 
communities, training of health 
and social system workers, 
coordinated multidisciplinary 
health systems

Selective 
prevention

Population;
high-risk 
Individuals

Asymptomatic or 
pre-symptomatic 
individuals or subgroups 
with risk factors for 
substance misuse, mental 
illness, or suicide; 
individuals who have a 
higher-than-average risk of 
developing substance use 
or mental disorders; 
bereavement; post-stroke 
patients

Prevent morbidity and 
mortality by 
addressing specific 
characteristics that 
place older adults at 
risk

Physician advice and warnings, 
medication reviews, patient 
education, gatekeepers,
caregiver support groups, 
addressing drug misuse, 
stress-reducing strategies, 
improve sleep hygiene, 
socialization activities

Indicated 
prevention

High-risk 
individuals

Individuals with detectable 
symptoms, subsyndromal 
disorders, and/or other 
primary risk factors for 
substance abuse, mental 
illness, or suicide

Treat/intervene with 
older individuals with 
precursor signs and 
symptoms to prevent 
the development of 
disorders or the 
expression of suicidal 
behavior

Psychosocial interventions such 
as problem-solving, 
reminiscence therapy, caregiver 
counseling, depression 
management, provider 
collaboration, CBT or IPT for 
depressive symptoms, 
interdisciplinary programs to 
address depressive symptoms 
and suicidality (see section 
“Model Innovative Programs”)

References: Blow et al. (2005), Blazer et al. (2009), and Madhusoodanan et al. (2010)

clinical (micro-), service (meso-), and system 
(macro-) levels. At the micro-level, the focus is 
on ascertaining patient-centered goals and devel-
oping care plans that maximize their intrinsic 
capacity and functional ability. At the meso-level, 
the aim is to ensure that care is coordinated and 
delivered by a multidisciplinary team and to 
engage and empower people and communities 

toward community-based care. At the macro- 
level, the focus is on strengthening the gover-
nance and accountability of systems, developing 
policies for integrated care, protecting elders 
from abuse, ensuring that various stakeholders 
are involved in policy and service reviews, that 
care is delivered equitably, and creating work-
forces and financing to implement these policies. 
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Several of the recommendations for micro-level 
and meso-level services were inspired by the 
novel collaborative care approaches described in 
the earlier section on “Model Innovative 
Programs”.

The Age-Friendly Health Systems framework 
advocates for modifications in geriatric care for 
primary treatment settings (e.g., routine use of 
geriatric screening tools, home visits, telehealth, 
use of physical therapy and exercise groups), 
hospitals (e.g., develop psychogeriatric services, 
acute care for elderly units, polypharmacy 
screening), community (e.g., age-friendly cafes 
and stores, walkways, reduced pollution, com-
munity screenings for geriatric disorders), public 
health systems (e.g., coordination of supports and 
services), as well as emergency departments, 
nursing homes, care transition teams, and pallia-
tive care (Health Resources Services 
Administration 2019). Preliminary research iden-
tified 17 evidenced-based models and programs 
serving older adults that were found to be guided 
by 13 core features, which were in turn distilled 
into the “vital few” elements (Institute for 
Healthcare Improvement 2019). The latter com-
prised the “four Ms” that is forming the essential 
core for guiding age-friendly practices in various 
community settings:

• “What matters” to the older adult, and using 
information elicited from each individual to 
guide care preferences and health outcome 
goals.

• “Medication” refers to the  identification of 
the  use of polypharmacy and inappropriate 
medication that can increase the likelihood of 
experiencing adverse effects for older adults 
with comorbid chronic diseases and is a sig-
nificant predictor of hospitalization, nursing 
home placement, and impaired mobility.

• “Mentation” refers to the identification of psy-
chiatric symptoms of depression, suicidality, 
anxiety, substance abuse, delirium, and cogni-
tive impairment.

• “Mobility” refers to assessing limitations in 
mobility and predisposition to falls.

The IHI reviewed studies of age-friendly 
model programs and found that geriatric inte-
grated systems significantly reduced inpatient 
utilization and ICU stays, and increased use of 
hospice care as well as patient satisfaction; also, 
there was a decrease in emergency department 
utilization and rehospitalization for persons with 
dementia (Institute for Healthcare Improvement 
2019). The review found a 30% or more reduc-
tion in direct, indirect, and total hospital costs 
among patients who receive care to improve 
mobility. Simple improvements in communica-
tion between practitioners and patients were 
shown to successfully decrease the medication 
burden on older adults and improve health.

 Conclusions

In the early years of this century, Leibowitz 
(2006) observed that a comprehensive and ratio-
nally designed geriatric mental healthcare system 
did not exist in the United States. Rather, a patch-
work of fragmented and uncoordinated services 
had evolved in most communities. Although 
older adults are still often poorly served with 
respect to psychiatric care, health providers, poli-
cymakers, and funding agencies have gained an 
increased appreciation of the need for integrated, 
age-friendly care, largely driven by the demo-
graphic imperative of a rapidly expanding and 
diverse older populace. The dramatic growth in 
the number of older persons has created a crisis 
in geropsychiatric care. There are 54 million 
elderly people in the United States but fewer than 
1300 practicing geriatric psychiatrists; two states 
have none (Health Resources Services 
Administration 2019). Consequently, community 
psychiatrists, primary care providers, and other 
healthcare professionals are being called upon to 
provide care and develop treatment programs for 
older adults. This chapter has provided a toolkit 
to assist community practitioners in their work 
with older adults.

Acknowledgment Partial support was provided by fund-
ing from HRSA GWEP U1QHP33077.

Serving Elders in the Public Sector



658

References

Bartels, S.  J., Pratt, S.  I., Aschbrenner, K.  A., Barre, 
L.  K., Naslund, J.  A., Wolfe, R., Xie, H., McHugo, 
G.  J., Jimenez, D.  E., Jue, K., Feldman, J., & Bird, 
B.  L. (2015). Pragmatic Replication Trial of Health 
Promotion Coaching for Obesity in Serious Mental 
Illness and Maintenance of Outcomes. American 
Journal of Psychiatry, 172(4), 344–352. https://doi.
org/10.1176/appi.ajp.2014.14030357

Bartels, S.  J., Pratt, S.  I., Mueser, K. T., Forester, B. P., 
Wolfe, R., Cather, C., Xie, H., McHugo, G. J., Bird, 
B., Aschbrenner, K.  A., Naslund, J.  A., & Feldman, 
J. (2014). Long-Term Outcomes of a Randomized 
Trial of Integrated Skills Training and Preventive 
Healthcare for Older Adults with Serious Mental 
Illness. The American Journal of Geriatric Psychiatry, 
22(11), 1251–1261. https://doi.org/10.1016/j.
jagp.2013.04.013

Bennett, K.  A., Ong, T., Verrall, A.  M., Vitiello, M.  V., 
Marcum, Z.  A., & Phelan, E.  A. (2018). Project 
ECHO-Geriatrics: Training Future Primary Care 
Providers to Meet the Needs of Older Adults. Journal 
of Graduate Medical Education, 10(3), 311–315. 
https://doi.org/10.4300/JGME- D- 17- 01022.1

Blazer, D. G., Steffens, D. C., & Koenig, H. G. (2009). 
Mood disorders. In D.  G. Blazer & D.  C. Steffens 
(Eds.), In The American psychiatric publishing text-
book of geriatric psychiatry. American Psychiatric 
Press.

Blow, F. C., Bartels, S. J., Brockmann, L. M., Van Citters, 
A. D. (2005). Evidence-based practices for preventing 
substance abuse and mental health problems in older 
adults. Older Americans Substance Abuse and Mental 
Health Technical Assistance Center.

Brodaty, H., & Connors, M. H. (2020). Pseudodementia, 
pseudo-pseudodementia, and pseudodepression. 
Alzheimer’s & Dementia: Diagnosis, Assessment & 
Disease Monitoring, 12(1). https://doi.org/10.1002/
dad2.12027

Bruce, M.  L., Ten Have, T.  R., Reynolds, C.  F., Katz, 
I. I., Schulberg, H. C., Mulsant, B. H., Brown, G. K., 
McAvay, G. J., Pearson, J. L., & Alexopoulos, G. S. 
(2004). Reducing suicidal ideation and depressive 
symptoms in depressed older primary care patients: 
a randomized controlled trial. JAMA, 291(9), 1081–
1091. https://doi.org/10.1001/jama.291.9.1081

Choi, Y.  K., Lazar, A., Demiris, G., & Thompson, 
H.  J. (2019). Emerging Smart Home Technologies 
to Facilitate Engaging With Aging. Journal of 
Gerontological Nursing, 45(12), 41–48. https://doi.
org/10.3928/00989134- 20191105- 06

Cohen, C. I., & Doumlele, K. (2023). Social Psychiatry: 
Aging. In R.  R. Gogineni (Ed.), World Association 
of Social Psychiatry Textbook of Social Psychiatry 
Historical, Cultural, Developmental, and Clinical 
Perspectives. Oxford Press.

Cohen, C. I., & Ibrahim, F. (2012). Serving Elders in the 
Public Sector. In McQuisten H. L., Sowers W. E., Ranz 

J. M., Feldman J. M. (Ed.), Handbook of Community 
Psychiatry. Springer.

Cohen, C. I., & Boran, M. (2004). Integrated community 
services. In Comprehensive review of geriatric psy-
chiatry (3rd ed.). Norton.

Cohen, C. I., & Reinhardt, M. M. (2020). Recovery and 
Recovering in Older Adults with Schizophrenia: A 
5-Tier Model. The American Journal of Geriatric 
Psychiatry: Official Journal of the American 
Association for Geriatric Psychiatry, 28(8), 872–875. 
https://doi.org/10.1016/j.jagp.2020.03.008

Cohen, C.  I, Freeman, K., Ghoneim, D., Vengassery, 
A., Ghezelaiagh, B., & Reinhardt, M.  M. (2020). 
Advances in the Conceptualization and Study of 
Schizophrenia in Later Life: 2020 Update. Clinics 
in Geriatric Medicine, 36(2), 221–236. https://doi.
org/10.1016/j.cger.2019.11.004

Copeli, F., & Cohen, C.  I. (2019). Medical issues in 
older persons with schizophrenia. In C.  Cohen & 
P.  Meesters (Eds.), Schizophrenia and Psychoses in 
Later Life: New Perspectives on Treatment, Research, 
and Policy. Cambridge.

Cummings, S.  M., & Kropf, N.  P. (2009). Formal and 
informal support for older adults with severe men-
tal illness. Aging & Mental Health, 13(4), 619–627. 
https://doi.org/10.1080/13607860902774451

Druss, B.  G., Singh, M., von Esenwein, S.  A., Glick, 
G.  E., Tapscott, S., Tucker, S.  J., Lally, C.  A., & 
Sterling, E. W. (2018). Peer-Led Self-Management of 
General Medical Conditions for Patients With Serious 
Mental Illnesses: A Randomized Trial. Psychiatric 
Services, 69(5), 529–535. https://doi.org/10.1176/
appi.ps.201700352

Everett, A. (2019). Bringing Awareness to the Mental 
Health of Older Adults. https://blog.samhsa.
gov/2019/05/20/bringing- awareness- to- the- mental- 
health- of- older- adults

Federal Interagency Forum on Aging-Related Statistics. 
(2012). Older Americans Key Indicators. US Gov 
Printing Agency.

Figueroa, J. F., Phelan, J., Orav, E. J., Patel, V., & Jha, A. K. 
(2020). Association of Mental Health Disorders With 
Health Care Spending in the Medicare Population. 
JAMA Network Open, 3(3), e201210. https://doi.
org/10.1001/jamanetworkopen.2020.1210

Flint, A. J. (2002). The Complexity and Challenge of Non- 
Major Depression in Late Life. The American Journal 
of Geriatric Psychiatry, 10(3), 229–232. https://doi.
org/10.1097/00019442- 200205000- 00001

Gentry, M. T., Lapid, M.  I., & Rummans, T. A. (2019). 
Geriatric Telepsychiatry: Systematic Review and 
Policy Considerations. The American Journal of 
Geriatric Psychiatry : Official Journal of the American 
Association for Geriatric Psychiatry, 27(2), 109–127. 
https://doi.org/10.1016/j.jagp.2018.10.009

Gilbody, S., Bower, P., Fletcher, J., Richards, D., & 
Sutton, A.  J. (2006). Collaborative care for depres-
sion: a cumulative meta-analysis and review of 
longer- term outcomes. Archives of Internal Medicine, 

C. I. Cohen et al.

https://doi.org/10.1176/appi.ajp.2014.14030357
https://doi.org/10.1176/appi.ajp.2014.14030357
https://doi.org/10.1016/j.jagp.2013.04.013
https://doi.org/10.1016/j.jagp.2013.04.013
https://doi.org/10.4300/JGME-D-17-01022.1
https://doi.org/10.1002/dad2.12027
https://doi.org/10.1002/dad2.12027
https://doi.org/10.1001/jama.291.9.1081
https://doi.org/10.3928/00989134-20191105-06
https://doi.org/10.3928/00989134-20191105-06
https://doi.org/10.1016/j.jagp.2020.03.008
https://doi.org/10.1016/j.cger.2019.11.004
https://doi.org/10.1016/j.cger.2019.11.004
https://doi.org/10.1080/13607860902774451
https://doi.org/10.1176/appi.ps.201700352
https://doi.org/10.1176/appi.ps.201700352
https://blog.samhsa.gov/2019/05/20/bringing-awareness-to-the-mental-health-of-older-adults
https://blog.samhsa.gov/2019/05/20/bringing-awareness-to-the-mental-health-of-older-adults
https://blog.samhsa.gov/2019/05/20/bringing-awareness-to-the-mental-health-of-older-adults
https://doi.org/10.1001/jamanetworkopen.2020.1210
https://doi.org/10.1001/jamanetworkopen.2020.1210
https://doi.org/10.1097/00019442-200205000-00001
https://doi.org/10.1097/00019442-200205000-00001
https://doi.org/10.1016/j.jagp.2018.10.009


659

166(21), 2314–2321. https://doi.org/10.1001/
archinte.166.21.2314

Gordon, R.  S. (1983). An operational classification of 
disease prevention. Public Health Reports, 98(2), 
107–109.

Green, C. A., Yarborough, B. J. H., Leo, M. C., Yarborough, 
M.  T., Stumbo, S.  P., Janoff, S.  L., Perrin, N.  A., 
Nichols, G. A., & Stevens, V. J. (2015). The STRIDE 
Weight Loss and Lifestyle Intervention for Individuals 
Taking Antipsychotic Medications: A Randomized 
Trial. American Journal of Psychiatry, 172(1), 71–81. 
https://doi.org/10.1176/appi.ajp.2014.14020173

Gubrium, J.  F. (1973). The Myth of the Golden Years. 
A Socio Environmental Theory of Aging. THOMAS, 
SPRINGFIELD, ILL. https://doi.org/10.2307/2063187

Haigh, E. A. P., Bogucki, O. E., Sigmon, S. T., & Blazer, 
D.  G. (2018). Depression Among Older Adults: 
A 20-Year Update on Five Common Myths and 
Misconceptions. The American Journal of Geriatric 
Psychiatry, 26(1), 107–122. https://doi.org/10.1016/j.
jagp.2017.06.011

Health Resources Services Administration. (2019). 
Preparing the Current and Future Health Care 
Workforce for Interprofessional Practice in 
Sustainable, Age-Friendly Health Systems.

Horgan, S., Le Clair, K., & Puxty, J. (2009). Collaborative 
care: Addressing seniors’ mental, physical and social 
health needs. Synergy. Research and Education Mental 
Health., 13(2), 1–3.

Institute for Healthcare Improvement. (2019). Age- 
Friendly Health Systems: Guide to using the 4Ms 
in the care of older adults. Institute for Healthcare 
Improvement.

Kratz, T., & Diefenbacher, A. (2019). 
Psychopharmakotherapie im Alter. Deutsches 
Arzteblatt International, 116(29–30), 508–518. 
https://doi.org/10.3238/arztebl.2019.0508

Lebowitz, B. D. (2006). Mental health services. In S. R. 
Schulz, R, Noelker LS, Rockwood K (Ed.), The 
Encyclopedia of Aging, 4th edition (The Encycl). 
Springer.

Lester, H., Glasby, J., & Tylee, A. (2004). Integrated 
primary mental health care: Threat or opportunity in 
the new NHS? British Journal of General Practice, 
54(501), 285–291.

Liu, L., Stroulia, E., Nikolaidis, I., Miguel-Cruz, A., & 
Rios Rincon, A. (2016). Smart homes and home 
health monitoring technologies for older adults: A 
systematic review. International Journal of Medical 
Informatics, 91, 44–59. https://doi.org/10.1016/j.
ijmedinf.2016.04.007

Mackenzie, C.  S., Scott, T., Mather, A., & Sareen, 
J. (2008). Older Adults’ Help-Seeking Attitudes 
and Treatment Beliefs Concerning Mental Health 
Problems. The American Journal of Geriatric 
Psychiatry, 16(12), 1010–1019. https://doi.
org/10.1097/JGP.0b013e31818cd3be

Madhusoodanan, S., Ibrahim, F. A., & Malik, A. (2010). 
Primary prevention in geriatric psychiatry. Annals of 
Clinical Psychiatry : Official Journal of the American 

Academy of Clinical Psychiatrists, 22(4), 249–261. 
http://www.ncbi.nlm.nih.gov/pubmed/21180656

Nair, P., Bhanu, C., Frost, R., Buszewicz, M., & Walters, 
K. R. (2019). A Systematic Review of Older Adults’ 
Attitudes towards Depression and its Treatment. 
The Gerontologist, 60(1), e93–e104. https://doi.
org/10.1093/geront/gnz048

National Alliance on Mental Illness. (2017). No Title. 
https://www.nami.org/getattachment/Get- Involved/
NAMI- National- Convention/Convention- Program- 
Schedule/Hill- Day- 2017/FINAL- Hill- Day- 17- Leave- 
Behind- all- (1).pdf

Petersen, R. C., Lopez, O., Armstrong, M.  J., Getchius, 
T.  S. D., Ganguli, M., Gloss, D., Gronseth, G.  S., 
Marson, D., Pringsheim, T., Day, G.  S., Sager, M., 
Stevens, J., & Rae-Grant, A. (2018). Practice guide-
line update summary: Mild cognitive impairment. 
Neurology, 90(3), 126–135. https://doi.org/10.1212/
WNL.0000000000004826

Phan, S.  V., Osae, S., Morgan, J.  C., Inyang, M., & 
Fagan, S.  C. (2019). Neuropsychiatric Symptoms in 
Dementia: Considerations for Pharmacotherapy in 
the USA. Drugs in R&D, 19(2), 93–115. https://doi.
org/10.1007/s40268- 019- 0272- 1

Prendergast, D. (2020). Ethnography, technology design, 
and the future of “aging in place”. In J. Sokolovsky 
(Ed.), The Cultural Context of Aging: Worldwide 
Perspectives. 4th Edition. (pp. 130–150). Praeger.

Oliveira, JS., Sherrington, C., Zheng, E.  R. Y., Franco, 
M.  R., & Tiedemann, A. (2020). Effect of interven-
tions using physical activity trackers on physical 
activity in people aged 60 years and over: a systematic 
review and meta-analysis. British Journal of Sports 
Medicine, 54(20), 1188–1194. https://doi.org/10.1136/
bjsports- 2018- 100324

Sadavoy, J. (2009). An integrated model for defining the 
scope of psychogeriatrics: the five Cs. International 
Psychogeriatrics, 21(5), 805–812. https://doi.
org/10.1017/S104161020999010X

Sisko, A., Truffer, C., Smith, S., Keehan, S., Cylus, J., 
Poisal, J. A., Clemens, M. K., & Lizonitz, J. (2009). 
Health Spending Projections Through 2018: Recession 
Effects Add Uncertainty To The Outlook. Health 
Affairs, 28(Supplement 1), w346–w357. https://doi.
org/10.1377/hlthaff.28.2.w346

Thomas, M. L., Kaufmann, C. N., Palmer, B. W., Depp, 
C.  A., Martin, A.  S., Glorioso, D.  K., Thompson, 
W. K., & Jeste, D. V. (2016). Paradoxical Trend for 
Improvement in Mental Health With Aging. The 
Journal of Clinical Psychiatry, 77(08), e1019–e1025. 
https://doi.org/10.4088/JCP.16m10671

U.S.  Bureau of the Census. (1996). Current Population 
Reports, Special Studies P23-190, 65+ in the United 
States. U.S. Government Printing Office.

Unützer, J., Katon, W., Callahan, C. M., Williams, Jr, J. W., 
Hunkeler, E., Harpole, L., Hoffing, M., Della Penna, 
R. D., Noël, P. H., Lin, E. H. B., Areán, P. A., Hegel, 
M. T., Tang, L., Belin, T. R., Oishi, S., Langston, C., & 
for the IMPACT Investigators. (2002). Collaborative 
Care Management of Late-Life Depression in the 

Serving Elders in the Public Sector

https://doi.org/10.1001/archinte.166.21.2314
https://doi.org/10.1001/archinte.166.21.2314
https://doi.org/10.1176/appi.ajp.2014.14020173
https://doi.org/10.2307/2063187
https://doi.org/10.1016/j.jagp.2017.06.011
https://doi.org/10.1016/j.jagp.2017.06.011
https://doi.org/10.3238/arztebl.2019.0508
https://doi.org/10.1016/j.ijmedinf.2016.04.007
https://doi.org/10.1016/j.ijmedinf.2016.04.007
https://doi.org/10.1097/JGP.0b013e31818cd3be
https://doi.org/10.1097/JGP.0b013e31818cd3be
http://www.ncbi.nlm.nih.gov/pubmed/21180656
https://doi.org/10.1093/geront/gnz048
https://doi.org/10.1093/geront/gnz048
https://www.nami.org/getattachment/Get-Involved/NAMI-National-Convention/Convention-Program-Schedule/Hill-Day-2017/FINAL-Hill-Day-17-Leave-Behind-all-(1).pdf
https://www.nami.org/getattachment/Get-Involved/NAMI-National-Convention/Convention-Program-Schedule/Hill-Day-2017/FINAL-Hill-Day-17-Leave-Behind-all-(1).pdf
https://www.nami.org/getattachment/Get-Involved/NAMI-National-Convention/Convention-Program-Schedule/Hill-Day-2017/FINAL-Hill-Day-17-Leave-Behind-all-(1).pdf
https://www.nami.org/getattachment/Get-Involved/NAMI-National-Convention/Convention-Program-Schedule/Hill-Day-2017/FINAL-Hill-Day-17-Leave-Behind-all-(1).pdf
https://doi.org/10.1212/WNL.0000000000004826
https://doi.org/10.1212/WNL.0000000000004826
https://doi.org/10.1007/s40268-019-0272-1
https://doi.org/10.1007/s40268-019-0272-1
https://doi.org/10.1136/bjsports-2018-100324
https://doi.org/10.1136/bjsports-2018-100324
https://doi.org/10.1017/S104161020999010X
https://doi.org/10.1017/S104161020999010X
https://doi.org/10.1377/hlthaff.28.2.w346
https://doi.org/10.1377/hlthaff.28.2.w346
https://doi.org/10.4088/JCP.16m10671


660

Primary Care Setting. JAMA, 288(22), 2836. https://
doi.org/10.1001/jama.288.22.2836

Wells, J., Kennedy, C., Bain, H., & Lee, S. H. (2020). The 
experiences of older adults with a diagnosed func-
tional mental illness, their carers and healthcare pro-
fessionals in relation to mental health service delivery: 
An integrative review. Journal of Clinical Nursing, 
29(1–2), 31–52. https://doi.org/10.1111/jocn.15067

World Health Organization. (2004). Mental health pol-
icy, plans and programmes  – Rev. ed. World Health 
Organization.

World Health Organization. (2019). Integrated care for 
older people (ICOPE) implementation framework: 
guidance for systems and services. https://www.who.
int/ageing/publications/icope- framework/en/

C. I. Cohen et al.

https://doi.org/10.1001/jama.288.22.2836
https://doi.org/10.1001/jama.288.22.2836
https://doi.org/10.1111/jocn.15067
https://www.who.int/ageing/publications/icope-framework/en/
https://www.who.int/ageing/publications/icope-framework/en/


661

Rural Populations

Carolyn M. Rekerdres and Marisa A. Giggie

O beautiful for spacious skies,
For amber waves of grain,
For purple mountain majesties
Above the fruited plain!
America! America!
God shed His grace on thee
And crown thy good with brotherhood
From sea to shining sea!
Katherine Lee Bates, America The Beautiful

 Introduction

The American cultural experience, since its 
inception, has been informed and enhanced by 
the vastness and magnificence of the American 
rural countryside. As the popular patriotic song 
recounts, Americans feel a collective sense of 
pride in the idea of an abundant and prosperous 
landmass spreading out “from sea to shining 
sea.” In fact, 97% of American lands are still rural 
places in the United States (Census 2016). 
However, only about 14% of the American popu-
lation lives in these places (Pender 2019). When 
discussing community psychiatry for these rural 
places, it is helpful to know what exactly is meant 

by the term “rural.” Rural is defined as any geo-
graphic area that is not incorporated within a 
greater urban region. The US Census Bureau puts 
this quite plainly by saying, “rural … (is) what is 
not urban—that is, after defining individual urban 
areas, rural is what is left” (Ratcliffe et al. 2016). 
Psychiatrists should not be surprised therefore to 
discover that there is considerable modern confu-
sion as to what rural America really is beyond the 
lack of urbanity.

In fact, any psychiatrist looking to develop a 
career in rural America must understand the 
changing reality that rural Americans have been 
facing moving from the twentieth century into 
the twenty-first century. Changes that have 
affected their economic, cultural, and physical 
health precipitate alarming increases in mortality 
and lower qualities of life (Cosby et  al. 2019). 
Understanding these clearly is paramount for one 
to be able to provide proper, culturally competent 
care to persons living with serious mental illness 
in these regions. The social determinants of 
health seen in America more broadly are ampli-
fied in rural areas, and therefore the need for a 
highly trained psychiatric workforce with a 
strong knowledge base of the complex biopsy-
chosocial realities of rural people has never been 
greater. This chapter will provide a road map for 
those bold souls who are eager for impact and 
autonomy in their work, those for whom the 
absence of cityscape signals the presence of pos-
sibility within the great American wilderness.
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 Demographics

Population is not evenly distributed within each 
county in the United States; therefore there is a 
controversy regarding how to measure rurality 
for research and policy purposes. There are three 
different governmental entities which each have 
different definitions of rural (the Office of 
Management and Budget (OMB), the US Census 
Bureau, and the US Department of Agriculture 
(USDA); this can be confusing for researchers 
and clinicians when it comes to grant writing and 
when trying to interpret location-specific data 
(Smith et al. 2013). The OMB definition is strictly 
done by counties, the US Census Bureau looks at 
smaller geospatial units identifying “census 
tracts” of population density, and the USDA has 
a complicated continuum with five categories of 
rurality (Smalley et  al. 2014). According to the 
USDA definition, two thirds of rural people live 
in metro adjacent rural counties, and the other 
third reside in completely rural areas (Pender 
2019). The figure below shows that the majority 
of US counties are, in fact, rural.

 

In the United States, people are moving in 
record numbers into suburbs and the unincorpo-
rated areas that surround them (Parker et  al. 
2018). This has confused the notion of rural even 
further. One might be aware of terms like “subur-
ban sprawl” or “exurban” to describe these 
suburban- like developments characterized by 
new construction homes with fairly high residen-
tial density in previously rural areas distant from 
any other established urban cluster city. There are 
also the so-called “frontier” areas which number 
about 445 counties in the United States (Olson 
et al. 2018). Despite modern advances in technol-
ogy, these areas may still have a lack of access to 
basic infrastructure such as running water, elec-
tricity, reliable cellular phone service, or broad-
band Internet.

In general, rural Americans are older, sicker, 
less educated, and poorer than their city-dwelling 
counterparts, and 48% of rural people live in the 
southern states (Ratcliffe et al. 2016). They have 
less access to healthcare in general, and there is 
an estimated unmet need of psychiatric prescrib-
ers in up to 96% of rural counties in the United 
States (Thomas et  al. 2009). Demographically, 
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80% of rural Americans are still White, 9% 
Hispanics, 8% Black, and less than 2% are Native 
American or Asian (Cromartie 2018). Rural areas 
are more likely to have people unemployed at 
younger ages due to physical and mental health 
disability (Pender 2019). Native Americans are a 
small percentage of the overall rural population, 
but they are the only group in which the majority 
still choose to live in rural areas (Cromartie 
2018). Notably, over 9 million Hispanics 
migrated to the United States between 2000 and 
2010, and although the net rate of immigration 
declined over the next decade, the overall increase 
in Hispanic populations in rural areas has far out-
paced any other racial group at a remarkable 
19.2% (HAC 2020).

The rural experience is not an exclusively 
White, heteronormative experience. There are 
rural counties which have high percentages of 
Black residents in the so-called black belt of 
Mississippi, Alabama, Georgia, North and South 
Carolina, and Virginia. The sparsely populated 
border counties of the southwest have the highest 
rural clusters of Hispanics. And, in the four cor-
ners, the region of New Mexico, Arizona, 
Colorado, and Utah belong primarily to the sov-
ereign Native American nations of the Navajo, 
Hopi, Ute, and Zuni tribes (HAC 2020). Also, 
data shows that LGBT prevalence in rural areas is 
equivalent to that within urban areas (somewhere 
between 4% and 5% of the adult population). 
Thus, 15–20% of LGBT people live in rural and 
work in rural areas across the country but like 
other racial minorities may face much higher 
rates of discrimination, justice inequities, and 
lack of culturally competent, high-quality health-
care (MAP 2019).

 Culture

Statistically, rural people are more likely to be 
White, married, and religious and have lower lev-
els of college educational attainment than people 
living in the cities (Parker et  al. 2018). All of 
these areas have been shifting toward rates seen 
in cities, with the exception of college educa-
tional attainment in which the gap has been wid-

ening over the last two decades as urban rates of 
higher education have far surpassed the growth 
seen in rural areas (USDA, Rural Education at a 
Glance 2017). Social issues are certainly shifting 
too, with recent survey data showing that 40% of 
rural people report “never” or “rarely” going to 
church with an additional 15% saying they go 
only “occasionally” (Dillon and Henley 2008). 
Unexpectedly to many, rural regions now have 
the highest rate of children born to unwed moth-
ers at 39% of all live births (Parker et al. 2018). 
Jobs in rural areas are changing too as agricul-
ture, mining, fishing, forestry, hunting, and man-
ufacturing now only make up only 21.7% of the 
labor force in rural areas. These industries now 
lag behind educational services, healthcare, and 
social assistance at 22.3% of the workforce 
(Census 2016).

When it comes to prevailing, cultural attitudes 
seen in rural areas, scholars have long argued that 
a self-selecting process occurred during early 
American settlement which rewarded traits of 
individualism and self-reliance, ultimately creat-
ing a persisting attitude of so-called rugged indi-
vidualism that is common in rural areas (Bazzi 
et  al. 2017). Rural culture is not homogenous 
though and cannot be generalized as monolithic.

However, as the 2016 and 2020 elections 
highlighted, a majority of rural people clearly 
identify more strongly ideologically with the 
leading economic and social philosophies of the 
early twentieth century than they do with those of 
the current twenty-first century. Donald Trump 
won the most rural counties in America by a full 
35 points in 2020, which was an increase over the 
32 percentage points that he won those areas in 
2016 (Economist 2020). This has caused many in 
America to wonder why areas with poorer peo-
ple, with lower rates of health insurance, higher 
rates of unemployment, a higher dependence on 
tax payer-supported incomes from healthcare, 
education, and social security/disability income 
would ever want to support a candidate whose 
main theme was one of less government interven-
tions and fewer healthcare, food, and monetary 
benefits for the indigent. It’s helpful therefore to 
remember what Alexis de Tocqueville wrote 200 
years ago in his famous work, Democracy in 
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America. According to Tocqueville, “The 
Americans do not read the works of Descartes,…
but they follow his maxims” (Tocqueville 1838).

The Enlightenment ideals of order, individ-
ual virtue and emphasis on man’s innate, purely 
rational, and capability to master the external 
environment have been deeply entrenched in 
American culture since the founding of the 
United States. Almost a century later, Thomas 
Nixon Carver wrote a book in 1911 entitled 
Principles of Rural Economics. In it, he asserted 
the widely accepted laissez-faire economic 
ideas of the day saying: “In this kind of world it 
happens that success comes to those races which 
possess in the highest degree of economic vir-
tues of industry, sobriety, thrift, forethought, 
reliability, knowledge of natural laws, and 
mutual helpfulness” (Carver 1911). In this view, 
freedom from aristocracy meant each man’s 
success would be completely based on his level 
of virtue and effort. Survival at the meanest 
level was still a victory of liberty. This author, 
having lived in and among rural people most of 
her life, would like to assert that modern rural 
Americans have not read Thomas Nixon 
Carver – but they certainly do follow his max-
ims. That is to say, the majority of people living 
in rural areas do not know or care about the idea 
of upstream social determinants of health (rac-
ism, sexism, heterosexism, access to healthcare, 
socioeconomic status, intersectionality, educa-
tion) and have been taught instead, whether 
directly or indirectly, brutal social Darwinism. 
From a healthcare standpoint, this mentality 
also creates a worrisome skepticism about the 
legitimacy of mental health treatment in general 
and leads to an additional barrier for engage-
ment (Smalley et al. 2014). Despair and disap-
pointment often arise when this cultural 
framework of meritocracy fails to explain their 
own personal struggles of trauma, health issues, 
addiction, and loss which coalesce into mental 
health issues. Honoring their values of order, 

rational thought, personality responsibility, 
duty, and stoicism can help reframe this differ-
ence of thinking into a strength for treatment 
and can enhance the treatment alliance.

 Economics

Throughout the world, the twentieth century saw 
a decisive shift of population from rural areas 
into cities (Ritchie 2018). This change marked 
the first time in human history that more people 
lived in cities rather than rural areas. In general, 
people tended to move to cities as societies got 
richer from the urban wealth-producing activities 
that arose after the industrial revolution in the 
early twentieth century (Ritchie 2018).

In 1950, 40% of Americans in rural areas lived 
on a farm, and 30% of rural people worked in 
agriculture alone. The numbers today are very 
different. As agricultural work became more 
mechanized, fewer people were needed to do 
farm work, and people moved over time to metro-
politan areas where more jobs were available. 
Manufacturing jobs, the other mainstay of rural 
employment fell from around 25% of all wage 
earners in America to only 12% following the 
Great Recession. 5.7 million jobs were lost 
between 2000 and 2010 alone (Bailey and 
Bosworth 2010). The average rate of poverty in 
rural areas is around 16%, with the southern 
region of the United States having rates at 20.5%. 
Black and Native peoples have a higher likeli-
hood of being poor than White people in all areas 
of the United States, but in rural regions, this phe-
nomenon is more pronounced, highlighting the 
increased effects of inequity found in rural 
regions where social services and access to 
healthcare are limited (Miller and Vasan 2020).

As shown in the figure below, many rural com-
munities continue to be precariously dependent 
on industries like farming, oil and gas, mining, 
and manufacturing which are all prone to large-
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scale layoffs when the economy under-
goes downturns and futures that are 
economically uncertain.

 

 Rural Mortality and the Psychiatric Service 
Response

Until 1964, life expectancy and quality of life 
were higher in rural areas than in urban cities. 
Then, the rates of mortality equalized for about 
20 years (Cosby 2008). But, after 1989 things 
started to change. Since that time, there has been 
a persistent and widening gap of mortality seen 
between rural and urban regions (Cosby 2008). 
In 2015, Angus Deaton and Anne Case published 
a ground-breaking paper pointing to a new pat-
tern of increasing mortality and morbidity in 
non-Hispanic Whites (both urban and rural) 
aged 45–54. Disturbingly, this phenomenon 
which preceded the SARS COVID-19 pandemic 
as well has not been described in any other 
developed country in the world (Case and Deaton 
2015). Three factors appear to account for the 
increased causes of death  – end-stage alcohol-
related deaths, accidental overdose (largely opi-
ate and benzodiazepine), and suicide (Case and 
Deaton 2015). This phenomenon made news 
headlines and subsequently earned the moniker 

“deaths of despair.” Rural America is Whiter and 
older and has less access to healthcare and higher 
rates of disability than urban areas, and so many 
of these deaths have been clustered in rural 
areas. In addressing this public health emer-
gency, mental health workers in rural areas are 
frontline workers.

Despite an earlier cultural aversion seen in the 
early twentieth century against all substance use, 
rural Americans now have higher rates of alcohol 
misuse, tobacco use, and methamphetamine use 
than urban populations. Substance use is a well- 
known risk factor for suicide and is linked to 
mortality in that way as well. The rates of opiate 
and prescription drug abuse have risen dramati-
cally in all areas of the United States but have 
been particularly devastating in rural regions 
(SAMSHA 2019). This has had dire conse-
quences to overall health and quality of life for 
people living in rural America. Survey results 
show that over half of people living in rural areas 
believe that “drug use is a problem” in the area 
where they live (Parker et al. 2018).
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 Opiate SUD

The biggest rate increase in deaths from sub-
stance use disorders has been seen in the opiate 
crisis which accounts for two thirds of all acci-
dental overdoses in the United States in the last 
decade (CDC 2020b). The CDC reports that over 
450,000 people have died from opiate drug over-
doses since the beginning of 1999 (with peak 
numbers being over 60,000 per year). The first 
wave of deaths was related to an increase in phy-
sician prescribing of narcotics; then, around 
2010, a rise in heroin deaths began. This was 
finally followed by a startling spike in synthetic 
opiate overdoses in 2013 (CDC 2020b). This 
final rise was a consequence of both prescribed 
and illicit fentanyl flooding the market. Despite 
admirable decreases in prescribing patterns 
which was the result of efforts by the federal gov-
ernment at increasing physician awareness of 
inappropriate opiate prescribing, fentanyl is still 
widely available throughout the country (DEA 
2019). In 2018, 70% of all overdose deaths 
involved an opiate drug. Rural areas with their 
inherent lack of substance use disorder treatment 
facilities have been hit hard with death rates from 
overdoses exceeding urban areas every year since 
2006 (CDC 2020b).

 Alcohol SUD

Despite the attention that suicide and opiate 
overdose deaths get, alcohol-related causes of 
death remain a higher absolute number of 
deaths in the United States each year. According 
to the CDC, there are approximately 95,000 
alcohol-related deaths each year. Alcohol is a 
silent and persistent killer with steeply growing 
numbers of deaths within the last decade. 
Because it is toxic to almost all tissues in the 
human body, prolonged use leads to a signifi-
cantly increased risk for acute and chronic tox-
icity in the form of neurologic destruction, 
heart failure, and most commonly liver failure 
(CDC 2020a). Additionally, the National 
Cancer Institute states that alcohol is known to 
increase the risk of oral cancers, cancer of the 
larynx, esophageal cancer, breast cancer, 
colorectal cancer, and liver cancer (CDC 
2020a). An estimated 10,000-15,000 breast 
cancer deaths occur each year in the United 
States due to alcohol exposure (Nelso et  al. 
2013). Cancer outcomes have historically been 
poorer in rural regions due to lack of access, 
health insurance, and infrastructure so this risk 
is amplified in these regions (Smalley et  al. 
2014). The most alarming change in alcohol-
related deaths has been the number of end-stage 
alcohol-related deaths reported following the 
Great Recession. The rates of increase have 
become astonishingly high in rural areas which 
saw a 51% increase in the rate of male deaths 
from 2005 to 2018. Women’s rate of change 
was even higher (Spencer et al. 2020).

Systems Case Study

Vermont is one of the most rural states in 
the nation with over 65% of the population 
living in rural areas that are harder to ser-
vice with traditional, urban-based centers 
for substance use. In response to the grow-
ing number of deaths and persons affected 
by opioid substance use disorder, the state 
coordinated a complex hub and spoke pro-
gram. They designated six different regional 
“hubs” with outlying rural clinics as the 
“spokes.” Care coordinators were employed 
to facilitate patient navigation through the 
system. By providing compensated training 
for physicians to begin prescribing 
buprenorphine as a medication-assisted 
treatment and later supporting those physi-

cians in the form of patient consultations 
from experts at the hubs, they have greatly 
increased the rural capacity to fight the opi-
ate epidemic by increasing the number of 
data-waivered buprenorphine prescribers 
by 68% and offering behavioral supports in 
every region of the state where previously 
there were no coordinated resources avail-
able (Brooklyn et al. 2017).
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 Methamphetamine SUD

Methamphetamine abuse has been rising across 
American and in rural areas over the last decade 
(SAMSHA 2019). In some rural areas, the preva-
lence of methamphetamine substance use disor-
ders is well over double seen in urban, metro 
counties (SAMSHA 2019). Methamphetamine 
production has shifted away from domestic pro-
duction due to effective law changes placing lim-
its on purchased amounts of over-the-counter 
decongestants. This has unfortunately resulted in 
increased trafficking of extremely pure and 
potent methamphetamine from Mexico which 
appears to have an increased psychotomimetic 
effect (DEA 2019). Drug overdose-related deaths 
have increased 543% since 2005 as a result of 
increased use and potency (DEA 2019). 
Amphetamines are known to produce paranoia 
and can cause acute, substance-induced psycho-
sis as well as a chronic psychotic disorder even 
after months to years of total abstinence. 
Psychosis, particularly seen as paranoid, persecu-
tory delusions, and prominent ideas of reference, 
has been seen in 26–46% of individuals who 
meet criteria for methamphetamine dependence 
(Glasner-Edwards and Mooney 2016). These 
individuals are very likely to be involved in the 
legal system and are frequently seen by crisis 
teams in rural areas. Literature supports the use 
of antipsychotics in both acute and chronic treat-
ment of amphetamine-related psychosis (Glasner- 
Edwards and Mooney 2016). Thus, psychiatric 
prescribers are needed desperately in rural areas 
to handle the increased demand in emergent pre-
sentations of psychosis that have been precipi-
tated by this drug.

This case is an all-too-common presentation 
in rural areas where older patients are just as 
likely to be actively using drugs as younger 
patients. The risk for cerebrovascular events, sei-
zures, work-related accidents, and domestic vio-
lence all increase significantly with 
methamphetamine use, and deaths and morbidity 
with this drug are likely not fully captured in cur-
rent statistics. Methamphetamines are commonly 
mixed with opiates in industries that require a 
long period of time with extended concentration 

and physical labor  – oil and gas, mining, farm 
work, heavy machinery operation, construction, 
and truck driving. These are all jobs that are prev-
alent in rural areas.

 Suicide

Higher rates of rural suicide completion are a 
phenomenon that is seen consistently throughout 
the world with various contributing cultural, geo-
spatial, and systemic forces at play (Hirsch et al. 
2014). In the United States, the current rates of 
suicide in rural areas are 17.6 deaths per 100,000 
population vs 12.5 per 100,000  in urban areas. 
An astonishing 60% of suicide completions in 
rural areas involve a firearm with hanging/suffo-
cation being the second highest cause (Musgrove 
2017). Non-Hispanic Native Americans have the 
highest risk for suicide with young people aged 
15–34 – an alarming rate of 34.1 suicide deaths 
per 100,000  (Musgrove 2017). Well-established 
risk factors in urban areas, including a history of 
mental health issues, witnessing suicide, previ-
ous attempts, and a history of trauma, have been 

Case Study
Mr. M is a 68-year-old Caucasian male 
who presents with his wife of 14 years for 
an initial evaluation via telemedicine at the 
community mental health clinic following 
a mobile crisis assessment 2 days prior for 
delusional thinking and threatening to 
shoot himself with a shotgun. He was able 
to make a safety plan, all acquired capabil-
ity was removed from their home, and he 
was referred to an outpatient visit. His vital 
signs are within normal limits, and his BMI 
is 19.4. On social history, his highest level 
of educational attainment was 7th grade, 
and he has worked in the oil fields most of 
his life. He does have a remote history of 
15 years of using “speed” in the 
1980s–1990s but reports that he quit after 
that. His wife is present and appears sup-
portive throughout the interview but 
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shown to impart higher risks of suicide in rural 
people too. The important risk factor of access to 
acquired capability appears to be especially 
important in areas with lower population density. 
At least one study in the state of Maryland 
showed that deaths by firearm accounted for the 
entire disparity of suicide rates in rural areas, 
where gun ownership is common, vs urban areas 
where gun ownership was less common. Veterans 
are another vulnerable group to suicide in the 

United States, and VA data shows a 20% higher 
rate of suicide in rural regions than urban areas 
(McCarthy et al. 2012).

Community psychiatrists should always 
assess for suicidal ideation at every mental health 
visit including a review of potential acquired 
capability for harm to self or others. When 
patients feel strongly about their right to own 
firearms, it is important to provide psychoeduca-
tion on safe firearm storage (gun safes are prefer-
able; never store guns under a bed, in bedside 
table, or any place where a child could easily 
access them; never leave guns loaded) and work 
with families to store guns at a separate locked 
location if suicidal ideations are present. 
Anecdotally, it is noted that many rural, male 
patients fear mental health treatment due to mis-
information they have been given which makes 
them think they will have their weapons automat-
ically confiscated by the government if they 
engage in mental health treatment. Addressing 
these fears helps decrease stigma/misinformation 
about mental health treatment and increase par-
ticipation in appropriate levels of evidence-based 
behavioral health interventions.

 Serious Mental Illness 
Considerations

In the United States, it is estimated that over 40 
million Americans suffer from a diagnosable 
mental illness other than substance use; the inci-
dence is even higher in rural areas (FORHP 2017). 
Presentations may vary slightly than in urban 
areas, but the main differences in treating patients 
in rural areas come in the so-called 3 As: accessi-
bility, affordability, and acceptability (Smalley 
et al. 2014). Accessing treatment, affording treat-
ment, and getting beyond stigma are all unique 
challenges in rural areas. Rural Americans are 
more likely to use personal means of transporta-
tion (car, motorcycle, bike) than people in urban 
areas, so this can be additionally challenging for 
persons with intellectual and developmental dis-
orders, patients with chronic psychosis, and those 
for whom medication side effects make it danger-
ous to drive (Mattson 2015). Only 0.5% of people 

becomes tearful and frustrated when the 
patient reports that he is convinced his wife 
is cheating on him and that this has made 
him feel depressed and pushed him to the 
point of wanting to kill himself. The patient 
was seen in the ER and had a negative head 
CT and unremarkable bloodwork so they 
discharged him. He has no focal neurologi-
cal complaints and no pertinent past medi-
cal history or family history. On mental 
status examination, he is calm and coopera-
tive and has a restricted demeanor. He has a 
logical TP in all things except the persis-
tent, illogical belief that his wife is writing 
secret messages on their living room wall 
to an ex-boyfriend. He endorses feelings of 
hopelessness and extreme dysphoria and 
denies that he has ever had delusions, audi-
tory hallucinations, or any thought disorder 
symptoms before. His wife corroborates 
this history. His attention and concentra-
tion are intact, and memory appears fair. 
Urine drug test reveals the presence of 
methamphetamines in the urine. After dis-
cussing the results of the study and educat-
ing the patient and his wife about the 
dangers of prolonged meth use, the patient 
rates his motivation level to quit as 9 out of 
10, is willing to take antipsychotic medica-
tion to help with his “anxiety,” and works 
with a peer support specialist. He will fol-
low up in 2–4 weeks for follow up, and the 
need to continue antipsychotic treatment 
will be reassessed at each visit as well as 
the need to continue to safety plan for sui-
cidal thoughts.
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living in rural areas use public transportation to 
get to work each day in America (Mattson 2015). 
Just getting patients and providers to and from 
clinic is one of the main challenges that commu-
nity mental health centers face. In later parts of 
this chapter, we will look at some novel solutions 
utilizing technology that are helping to bridge the 
gap created by geospatial barriers. Affordability 
continues to be a challenge as rural Americans are 
less likely to be insured than those living in met-
ropolitan areas (USDA 2018). Acceptability 
refers to the stigma against receiving mental 
health treatment that has been well documented 
for rural populations where self-reliance is seen in 
conflict with talking about one’s problems or tak-
ing medication for mood or thought problems 
(Smalley et al. 2014).

It is also important to remember that mental 
health conditions affect people at all stages of life 
and therefore present in all age groups from pre-
schoolers to nursing home residents. As people in 
rural areas tend to skew older, this means a larger 
unmet need of middle-aged and older persons 
with mental illness. An urban study in 2012 
showed that 70% of older adults who experienced 
mood and anxiety disorders did not seek treat-
ment from a qualified mental health provider 
(Byers et al. 2012). According to the University of 
Michigan’s report on the current status of the 
American Psychiatric Workforce, there were 
about half as many geriatric psychiatrists in all of 
North Dakota, Mississippi, Wyoming, South 
Dakota, Oklahoma, Delaware, Alaska, Vermont, 
Utah, and Montana than the county of New Haven 
Connecticut alone (Beck et al. 2018). Community 
psychiatrists working in rural areas need to have a 
broad-based knowledge of psychiatry and be will-
ing to practice with all age groups, dual diagnosis 
disorders, IDD populations, and ACT popula-
tions. This is both the challenge and the immense 
reward of working in rural areas as most physi-
cians who love rural work state that they enjoy a 
role where they never get bored and have an 
opportunity to diagnose and treat a wide array of 
mental health conditions.

 Child and Adolescent Population 
Considerations

Following the sentinel Kaiser Adverse Childhood 
Event (ACE) study published in 1998, the field of 
pediatric psychiatry has routinely recognized in 
the literature a predictable connection between 
early life trauma and later life mental health disor-
ders and difficulty with functioning. According to 
government survey data, approximately 54.5% of 
rural adults report exposure to one ACE and 
almost 15% report exposure to four or more 
(Secretary 2018). There are similar later life dis-
ruptions seen in children with learning disorders 
who do not receive appropriate educational 
accommodations. One study revealed that despite 
dyslexia having a prevalence of about 10% of the 
US population, 48% of inmates in the Texas peni-
tentiary system had dyslexia using validated 
assessment metrics (Moody 2000). This is in 
keeping with what has already been reviewed 
about families living in rural areas. Namely, they 
are poorer, substance abuse rates for adults and 
adolescents are high, children are more often born 
into single mother homes, and rural resources for 
education are lower than urban school districts 
due to economic factors. This, coupled with 
restricted access to child and adolescent psychiat-
ric specialists in rural areas, creates a true emerg-
ing emergent situation for children and families 
living in these regions. In the state of Texas, for 
example, one sees that the state has the third high-
est number of child and adolescent trained psy-
chiatrists (690) and yet over 180 counties in the 
state lack a single psychiatrist living there at all. 
By car, it could be 14–16 hours to drive the entire 
span of the state so commuting urban doctors to 
rural areas has not been a feasible solution to 
these inequities in the past.

Case Study

LL was an 11-year-old Black female living 
in a small town of about 1000 people. Her 
parents were respected members of the 
community, and she had no known health 
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Sadly, the above case illustrates a new phe-
nomenon – the rise of child suicide. Last year, 
three children under the age of 11 (two 9-year- 
olds and one 11-year-old) died by hanging in 
one author’s service area, all three in rural areas 
and all three children of color. Suicide is now 
the leading cause of death in the United States 
for 10–14-year-olds (Underwood 2019). This 
rate tripled from 2007 to 2017 and is a national 
health crisis, affecting rural areas disproportion-
ately (Mangrum 2019). Suicide is a mounting 
public health concern for all children and ado-
lescents in the United States and remains the 
second leading causes of death for all children 
under 18, following accidental deaths 
(Cunningham 2018). Children in rural areas 
face higher levels of traumatic early life experi-
ences and can be more isolated than children 
living in more dense regions. According to 
recent data, about one third of the nation’s 
homeschooled children live in micropolitan or 
purely rural areas making their healthcare pro-
viders potentially the only place for abuse out-
cries and diagnosing developmental disorders, 
learning disorders, or other mental health disor-
ders. Clearly, population-level planning is 
needed to help correct support rural children as 
they grow and develop into healthy adults.

 Models of Financing Rural Mental 
Health

Rural communities rely upon traditional payer 
sources like Medicare, Medicaid, Children’s 
Health Insurance Program, commercial insur-
ance, and private pay, similar to other regions. 
However, rural areas differ by having more unin-
sured and publicly funded patients, due to higher 
rates of poverty and the working poor (USDA, 
United States Department of Agriculture Facts 
2018). As previously mentioned, rural communi-
ties have suffered greatly during economic shifts 
of the past half century, with displacement of agri-
cultural and manufacturing jobs by technology 
and cheaper overseas labor. This shift in the rural 
economic landscape has diminished tax bases, 
forcing austerity-level cuts of local public ser-
vices. Typically, mental health services are some 
of the first services to be cut, a national trend that 
has affected rural areas disproportionately. A 
comprehensive federal approach to developing a 
robust mental health infrastructure in both cities 
and rural areas is lacking at this time.

 Medicaid Expansion Through 
the Affordable Care Act (ACA)

The ACA of 2014 allowed states to expand mini-
mum requirements for Medicaid eligibility to 
adults with incomes up to 133% of the federal 
poverty level, thus expanding the number of low- 
income people and working poor qualifying for 
this public insurance option (MAPAC 2020). 
Currently, 12 states, 8 of them in the south, chose 
not to expand Medicaid (Medicaid 2020). These 
states include Alabama, Georgia, Mississippi, 
Tennessee, South Carolina, North Carolina, 
Texas, Florida, Kansas, Wyoming, South Dakota, 
and Wisconsin. Since the Affordable Care Act 
was introduced in 2010, there have been 120 
rural hospitals that have been forced to shut due 
to the economic non-viability of continuing oper-
ation in areas with high numbers of uninsured 
patients and low population density overall 
(Chartis 2020). The paradox of the non-Medicaid 

concerns. She had begun to feel extremely 
upset after she shared naked photos taken 
of and by herself with a boy in her class 
who subsequently shared them without her 
consent on social media. She felt unable to 
speak to anyone in her family or at her 
church due to fear of judgment, and the 
school’s one counselor was a member of 
that church. The closest behavioral health 
provider was located 2 hours by car away. 
LL completed suicide via hanging, and her 
journal was later found that showed she 
had been experiencing intense feelings of 
depression and anxiety and felt she had no 
other options.
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expansion state’s insistence on not expanding 
government is that the health disparities that are 
further widening as a result no doubt increase 
overall healthcare costs for the states. It will 
never be fully known how many lives could have 
been saved during the SARS COVID-19 crisis if 
those 120 hospitals had remained open and been 
able to care for patients in their counties and 
regional areas during the pandemic.

States that expanded Medicaid coverage 
showed substantial drops in the uninsured rate, 
much more than those that did not, particularly 
for low- and moderate-income adults (Haley 
et al. 2018). In rural areas, being a Medicaid non- 
expansion state translates to gaps in affordable 
mental healthcare coverage and access, dispro-
portionate to Medicaid expansion states. As of 
2020, 12% of people in mostly rural areas lack 
health insurance compared to 9% nationwide 
(Bureau 2019). Furthermore, rural non-Medicaid 
expansion states have lower access to integrated 
substance use and mental health treatment and 
medication-assisted treatment (MAT) compared 
to expansion states, despite the disproportionate 
higher risk of opioid misuse and overdose in rural 
populations (Pro et al. 2020).

Medicaid expansion has the potential to 
improve access to care and quality for commu-
nity mental health centers (CMHCs) in rural 
communities as evidenced by gains seen in 
Community Health Centers (CHCs). Between 
2011 and 2015, CHCs in Medicaid expansion 
states showed an 11% decline in uninsured 
patients and 13% increase in Medicaid patients; 
rural CHCs in expansion states showed improve-
ments in quality with more BMI and mammo-
gram screenings and improved asthma and 
hypertension control (Cole et  al. 2018). In the 
period after expansion (2014–2015), CHCs saw a 
5% increase in total patient volume, more mental 
health visits, more Medicaid patients, and fewer 
uninsured patients compared to centers in non- 
expansion states (Han et  al. 2017). Given the 
large distances that rural patients must traverse to 
obtain care, some predominately rural states have 
moved toward integrating CMHCs with CHCs as 
a way to reach rural patients in a more efficient, 
high-quality, low-cost manner.

 Collaborative Care

Integrating professional mental health services 
with primary care in an integrated or collabora-
tive model achieves the triple aim of public 
health – improved outcomes, patient satisfaction, 
and lower healthcare costs (Raney 2015). Given 
that the majority of people get their mental 
healthcare from their primary care physician, not 
a behavioral health professional, collaborative 
care (CC) makes sense from a population health 
perspective. The CC model approaches behav-
ioral health delivery by integrating mental health 
with primary care either by integrating behav-
ioral health into primary care settings or vice 
versa. Integration is not co-location, which alone 
has not improved patient outcomes at a popula-
tion level (Uebelacker et al. 2009). Rather, inte-
gration involves a systematic population health 
approach utilizing behavioral health screenings 
at primary care visits, support for primary care 
physicians, integrated use of non-physician 
behavioral health professionals, and referral of 
more complex patients to a psychiatrist (without 
face-to-face visits with patients but case reviews 
with a care manager) for regularly scheduled 
meetings. Given the challenges rural communi-
ties face in recruiting and retaining qualified 
behavioral health professionals, telemedicine is 
an effective way of using off-site teams to staff 
the CC model, especially for harder-to-recruit 
specialty services like child and adolescent psy-
chiatry and addiction services.

In 2017, Medicare began paying for collabor-
ative care services, and in 2018, Medicare intro-
duced the Psychiatric Collaborative Care 
Management CPT codes (99492–99494) and 
expanded coverage to include services provided 
in Rural Health Centers and Federally Qualified 
Health Centers, through the use of two G-codes 
(G0511, G0512). Since 2018, many state 
Medicaid programs and private payers are reim-
bursing psychiatric collaborative care manage-
ment CPT codes (APA 2020). The APA has listed 
payers that have approved coverage for psychiat-
ric collaborative care management on their web-
site (APA 2020).
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 Grants

Multiple different federal and state agencies as 
well as non-profit organizations are involved in 
funding demonstration grants aimed at improv-
ing the delivery of mental health services in the 
rural United States. The most common federal 
agencies/organizations involved in these grants 
are the Health and Human Services Department 
(HHS), Substance Abuse and Mental Health 
Services Administration (SAMHSA), Health 
Resources and Services Administration (HRSA), 
Department of Education (DOE), Department of 
Justice (DOJ), and Indian Health Service (IHS). 
Also, hundreds of private non-profit organiza-
tions fund grants supporting rural mental health 
initiatives. Winning such grants, however, 
requires rural communities to collaborate with 
academic institutions and/or have leadership and 
resources to apply for grants. Given that most 
rural community mental health centers are work-
ing with limited state resources, few have the 
resources to support vibrant development 
programs.

 Models of Care for Rural Mental 
Healthcare Delivery

 Telemedicine

Telemedicine, the use of communication technol-
ogy to provide clinical services to patients with-
out an in-person visit, has been used in psychiatry 
since the late 1950s to address the lack of capac-
ity and inequitable distribution of behavioral 
health services (Bhaskar et al. 2020). Psychiatry, 
due to its natural adaptability to audiovisual tech-
nology, has been a leader in the telemedicine field 
(Nesbitt 2012; Grady 2012). Studies have shown 
high levels of agreement between in-person and 
telepsychiatry diagnoses along with high satis-
faction rates in psychiatric patients (Nesbitt 
2012).

The coronavirus disease 2019 (COVID-19) 
pandemic has loosened prior telemedicine restric-
tions, accelerating its use worldwide, with the 
potential to expand behavioral health services to 

more rural and remote frontier communities. The 
rapid adoption of various technologies, due to 
COVID-19, driven by the need for social distanc-
ing, has catalyzed its potential to improve deliv-
ery, access, and efficiency to vulnerable and rural 
communities (Bhaskar 2020). Different models 
of telepsychiatry include (1) traditional referral 
and direct care, (2) collaborative care, (3) consul-
tation, (4) consultation-liaison, and (5) curbside 
consultation (Bhaskar et al. 2020, Part 2).

Case Study: The Extension for Community 
Healthcare Outcomes (ECHO) Model to 
Address the Opioid Epidemic in Rural 
Communities

The tele-ECHO model is a type of telemed-
icine that uses a hub-and-spoke knowledge- 
sharing approach in which expert teams 
lead virtual clinics, improving the capacity 
to deliver evidence-based practices to 
underserved and remote communities 
(UNM 2020b; Arora et al. 2010). Developed 
at the University of New Mexico Health 
Sciences Center to train rural primary care 
physicians to treat hepatitis C patients, 
rural tele-ECHO clinics have expanded to 
provide technical assistance to increase 
CMHCs’ and MHCs’ capacity to treat 
other conditions as well as mental and sub-
stance use disorders. Most recently, the 
ECHO model has been used to address the 
opioid use disorder (OUD) epidemic, 
which has affected rural areas dispropor-
tionately (Holmes et  al. 2020). Typically 
limited to 30 participants per session, sev-
eral Opioid ECHO hubs have been 
launched to address barriers faced by pri-
mary care clinicians who care for patients 
with OUDs. Barriers included providing 
medication for addiction treatment (MAT), 
access to OUD treatment, stigmatizing lan-
guage, access to psychiatric treatment, and 
the complex healthcare system.

The ECHO model effectively addresses 
these barriers, empowering participants to 
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 Certified Community Behavioral 
Health Center

On April 1, 2014, the Protecting Access to 
Medicare Act of 2014 (PAMA) passed into law, 
establishing criteria for demonstration grants for 
certified community behavioral health centers 
(CCBHCs) to improve community mental health 
services, funded as part of Medicaid (SAMHSA 
2019, 2020). As of 2020, CCBHCs are in select 
states and offer an opportunity for communities 
to provide patient-centered community-based 
psychiatric services integrated with primary care. 
The initial eight states selected by HHS for 
 demonstration programs are Minnesota, 
Missouri, New Jersey, New  York, Nevada, 
Oklahoma, Oregon, and Pennsylvania (CCBHC 
2020). CCBHCs must offer the following ser-
vices: (1) crisis mental health services; (2) 
screening, assessment, and diagnosis; (3) patient-
centered treatment planning; (4) outpatient men-

tal health and substance use services; (5) 
outpatient clinic primary care screening and 
monitoring; (6) targeted case management; (7) 
psychiatric rehabilitation services; (8) peer sup-
port, counseling, and family support; and (9) 
intensive mental healthcare for those in the mili-
tary and veterans.

 Outreach and Assertive Community 
Treatment Teams

Assertive Community Treatment (ACT) services 
have a long track record of decreasing the need 
for hospital care, a scarce resource in rural areas. 
Therefore, rural ACT teams may be even more 
necessary there than in urban settings. However, 
the recommendation that an ACT team has a 
staff-to-patient ratio of 10–15:1, serving 50–100 
people, poses challenges and opportunities in 
rural settings. Rural service areas may not have 
sufficient numbers of people with the most severe 
illnesses to develop full teams. Even if the num-
bers are present, they may live in dispersed areas, 
making core services such as outreach difficult. 
Rural ACT teams also are at risk for having a 
higher proportion of non-reimbursable activity 
owing to the extra travel involved. However, with 
telemedicine, a psychiatrist can still manage a 
standard caseload of ACT patients and be able to 
staff cases weekly with the team according to the 
fidelity model. This has allowed for the expan-
sion of ACT services in areas where previously 
geospatial distances made it too difficult to coor-
dinate ACT scheduling for doctor visits.

While the traditional ACT team includes a 
variety of specialized professionals, it lends itself 
well to rural settings as the model also empha-
sizes team members functioning as generalists 
within their scope of practice. An ACT team is 
typically available 24 hours a day, 7 days a week, 
but a 24-hour, 7-day per week coverage may be 
difficult to provide in a rural environment. For 
example, some team members may live at a great 
distant from the clinical site and patients’ homes. 
Rural ACT recommendations have been modified 
to have a lower recommended staff to patient 
ratio of 8:1 and typically serve fewer people, as 

literally and figuratively meet OUD 
patients “where they are,” coordinating 
with specialists to provide individualized 
and culturally sensitive, community-based 
access to a continuum of care (Bachhuber 
et al. 2017). Cross-discipline training and a 
better understanding of the respective roles 
and responsibilities across disciplines 
improve workflow, patient engagement and 
treatment, and operations of health centers 
(Joo et al. 2015; Gurewich et al. 2014). A 
study released in 2018 showed the applica-
tion of the ECHO model targeting OUDs 
and showed a reduction in benzodiazepine 
and opioid usage, more so in individuals 
who participated in the ECHO program 
over the control group (Katzman et  al. 
2018). Quality Counts is a New England- 
based adaptation of the ECHO model that 
has partnered with more than 140 clini-
cians to offer programs related to opioids 
as well as working with community organi-
zations to educate them on opioid-related 
deaths (Letourneau et al. 2019).
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low as 42–50. In order to provide shift coverage 
and maintain the low ratio, a minimum of five 
mental health professionals are needed on each 
team (Allness 2010). The following case illus-
trates that intensive services, including ACT and 
specialized pharmacotherapy, can be provided in 
rural areas.

 Mental Health Professional 
Workforce Development

 Rural Psychiatry Programs and Tracks 
in Psychiatry Residency

The number of psychiatry residency programs 
offering rural tracks is increasing. The University 
of New Mexico started a rural track in 1991 and 
has retained 37% of its graduates in rural com-
munities vs 10% from traditional tracks (Bohnam 
et  al. 2014). The University of Texas Health 
Sciences Center at Tyler started an accredited 
rural psychiatry residency program in 2016 with 
several rural tracks being developed at psychiatry 
residency programs across the country like the 
State University of New York Upstate, University 
of Texas Southwestern, University of Utah (Rural 

Mr. L, a 30-year-old single male with 
schizophrenia and cannabis dependence, 
lives in the eastern part of the county in his 
mother’s home, about 30 miles from the 
county seat where the ACT office is located. 
The psychiatrist on the ACT team has been 
discussing a trial of clozapine, but the 
patient and his mother have raised concerns 
that Mr. L may be unable or unwilling to 
travel for weekly blood draws, as required 
with this medication. Arrangements are 
made by the ACT nurse for Mr. L to have 
his blood drawn at the family doctor’s 
office, at a more manageable distance from 
his home. Contact with the ACT team also 
was increased during this time. A team 
member added a stop to Mr. L’s house on 
his way home the day prior to blood draws. 
This served as a reminder but also allowed 
for encouragement and problem solving, 
such as when the family car was 
inoperable.

Case Study: Project Horseshoe Farm, 
Greensboro, Alabama

Project Horseshoe Farm started in 2007 in 
Greensboro, Alabama, a town of 2,200  in 
one of America’s poorest regions, by a psy-
chiatrist as a community outreach program 
(started as an after-school homework pro-
gram) to build upon the strength of the 
local community, improve overall health of 
the most vulnerable, and prepare citizen 
service leaders for the future (Project 
Horseshoe Farm 2020). Recognizing that 

the current model of healthcare delivery 
falls short, this innovative program has 
designed a gap year for college graduates 
to work with community partners to pro-
vide mental healthcare, case management, 
education support, and leadership develop-
ment in a grassroots community partner-
ship. Since its inception, the program has 
expanded to Marion, Alabama, and 
Pomona, California. In 2009, Horseshoe 
Farm opened an Independent Living 
Program for women recovering from seri-
ous mental illness; in 2012, it opened a 
community center that provided nutri-
tional, education, social, wellness, and 
medical support for people with mental ill-
ness in the community, providing a holistic 
approach to health in a rural community 
with limited resources. Funded by dona-
tions and community partners, and drawing 
upon the strengths of the local community, 
Horseshoe Farm has illustrated how to 
build a sustainable comprehensive mental 
health delivery program in a rural under-
served area literally from the ground up 
with limited government support.
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Idaho Track), Michigan State University (Rural 
Upper Peninsula Track), and West Virginia 
University. Furthermore, the number of residency 
slots in psychiatry has increased steadily between 
2015 and 2020.

 University-Based Programs

 The University of Alabama School 
of Medicine, Tuscaloosa Campus, 
Behavioral Health Fellowship 
for Family Medicine
In 2009, the University of Alabama School of 
Medicine in Tuscaloosa started the first behav-
ioral fellowship program for family medicine. 
Funded by the Alabama Family Practice Rural 
Health Board, graduates are required to practice 
in rural Alabama for 1 year after a year-long 
didactic and experiential training in the most 
common behavioral health concerns (CCHS 
2020). Given that most people seek psychiatric 
treatment from their primary care physician, the 
goal of this program is to increase the capacity 
for psychiatric treatment in rural communities 
beyond traditional mental health professionals, 
which are lacking in most rural communities. 
The program has produced five graduates since 
its inception, with four of the five practicing in 
rural Alabama as of 2020.

 University of California at Davis 
(UC-Davis) Integrated Program
UC-Davis has created an integrated telehealth 
program with rural primary care network. The 
UC health system collaborates with a community 
health network for rural Northeastern California, 
funded by grants from private and semi-public 
foundations (UC-Davis 2020). Since its incep-
tion, the program has incorporated screening 
instruments and outcome measures into the prac-
tice at multiple rural sites for depression, alcohol-
ism, and anxiety disorders. UC-Davis’ Center for 
Health and Technology also offers Rural-PRIME, 
a 5-year MD and master’s degree to develop 
future physician leaders and target students from 
rural backgrounds (UC-Davis 2020).

 The University of New Mexico (UNM)
The UNM Department of Psychiatry developed 
the Center for Rural and Community Behavioral 
Health in 1993 to provide “community-oriented 
services to underserved populations, engage in 
rural mental health training and workforce devel-
opment, and to strengthen the behavioral health 
services research capacity in New Mexico” 
(UNM 2020a). The center trains psychiatry resi-
dents and fellows and serves as a recruitment and 
retention tool for rural New Mexico. Residents 
work 1–2 days per month up to 6 months per year 
in rural sites during the fourth year. The sites 
have included CMHCs, federally qualified health 
centers (FQHCs), HIS facilities, schools, and pri-
vate practices. Rural psychiatry residents rotate 
with family medicine, pediatrics, and obstetrics- 
gynecology residents and dental interns in com-
munity training sites and provide “curbside 
consults” to their nonpsychiatric colleagues often 
seeing patients together as a team. Funding for 
the rural track comes through a contract with the 
state of New Mexico’s Behavioral Health 
Services Division.

 Conclusion

In summary, rural communities are broadly 
defined by their lack of a core urban center, but 
more importantly for community psychiatrists, 
they face significant challenges in providing 
accessible, high-quality, and affordable mental 
healthcare. These challenges present opportuni-
ties for those interested in both patient care and 
population health strategies to address the so- 
called mortality penalty now seen in the sparsely 
populated areas of the country. Rural Americans 
are less wealthy, less healthy, less educated, more 
disabled, and more likely to be uninsured than 
urban Americans. America’s rural areas are faced 
with severe professional mental health and pri-
mary care manpower shortages. These communi-
ties have suffered disproportionately from the 
opioid and methamphetamine crisis with propor-
tionately more deaths from overdoses than urban/
suburban areas. Traditional farms and factories 
have been replaced with non-human worker tech-
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nology or outsourced to cheaper foreign labor. 
Fewer federal and state resources are placed in 
these areas with fewer collaborations within aca-
demic medical centers.

Despite these significant problems, rural 
America offers satisfying careers for mental 
health workers and psychiatrists in general. 
Expansions in telehealth, integrated care models, 
and the tele-echo consultation models are ways 
for psychiatrists to be involved in rural communi-
ties even if they do not live there. Integration with 
primary care makes sense from a population 
health perspective and offers the additional ben-
efit of working side by side with primary care 
colleagues who truly value the help. Medicaid 
expansion has improved services and lowered 
uninsured rates in expansion states. Rural com-
munities are often close-knit and family focused 
and offer a well-compensated, validating, bucolic 
lifestyle for behavioral health practitioners. More 
psychiatry training programs are beginning to 
offer rural tracks to entice professionals to make 
rural psychiatry a lifetime career and collaborate 
with school systems to develop pipeline pro-
grams. This tribe of rural psychiatrists dedicated 
to elevating the forgotten people of our open 
spaces is ever growing and, thanks to technology, 
no longer geographically restricted. Finally, in 
these authors’ own experiences, rural America 
today offers the same excitement, adventure, nat-
ural awe, and frontier spirit that has defined the 
bold American mindset for over 200,000 years 
and will certainly be an important field for this 
century.
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Clinical Issues and Programming 
for Sexual and Gender Minority 
Populations

Ronald Hellman

 Introduction

As concepts of mental health and social change 
have evolved, social psychiatry has adapted and 
influenced the contemporary delivery of mental 
health care to the sexual and gender minority 
(SGM) community. With social transformation, 
integration, and advances in the knowledge base, 
a richer, holistic understanding of SGM individu-
als continues to emerge.

Psychiatrists who practiced prior to the 
extraordinary transition that took place when the 
American Psychiatric Association declassified 
homosexuality in 1973 witnessed how sexual ori-
entation became a catalyst in redefining the 
nature of what constitutes a mental disorder 
(Bayer 1981). The histories of older SGM 
patients remind us of the different world in which 
they lived, perceived as ill, criminal, sinful, and 
unable to live an open and authentic life. Few 
classes of people within our society have under-
gone such dramatic change, even within the last 
decade.

Gender identity disorder remained in the 
DSMs after the declassification of homosexual-
ity. It was a fixed concept implying an erroneous 
identification. It was finally declassified in 2013, 

replaced with gender dysphoric disorder, indicat-
ing a temporary dissatisfaction leading to emo-
tional disruptions of clinical intensity. There are 
treatments that address these conditions, includ-
ing hormones and surgery, which are increas-
ingly recognized and covered by insurance. In 
addition, same-sex marriage, previously a fanci-
ful notion, became a socially affirmed, legally 
recognized union in all states in 2015. LGBT 
employment discrimination became illegal 
nationwide in 2020. Our SGM colleagues felt 
pressured to remain in the closet through the 
1970s to avoid jeopardizing their careers. Today, 
they are an open, active, and integrated group 
within the diverse community of psychiatry.

These gains are having complex effects on the 
well-being of SGM individuals. While the impact 
has been positive, for the most part, there have 
also been risks. Greater transgender visibility has 
resulted in social backlash and politicization 
reminiscent of the earlier gay rights struggle. 
Increasing acceptance of sexual and gender 
minorities has influenced the average age of dis-
closure to family and others, falling from the 
early 20s, in the 1970s, to the early teens today 
(Russell and Fish 2016). Lacking the relative 
autonomy of early adulthood, those who self- 
disclose during this earlier phase of development 
remain more dependent on families that may or 
may not be supportive. They can be more subject 
to peer pressure, bullying, and social isolation 

R. Hellman (*) 
Icahn School of Medicine at Mount Sinai, New York, 
NY, USA

© The Author(s), under exclusive license to Springer Nature Switzerland AG 2022 
W. E. Sowers et al. (eds.), Textbook of Community Psychiatry, 
https://doi.org/10.1007/978-3-031-10239-4_49

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-10239-4_49&domain=pdf
https://doi.org/10.1007/978-3-031-10239-4_49


680

and more susceptible to religious and cultural 
messaging, with psychological effects that can 
extend into adulthood.

When assessing SGM stressors, community 
psychiatrists will find significant variation in the 
experience of SGM patients. Families and com-
munities exhibit a spectrum of enlightenment and 
ignorance, wealth and poverty, tolerance and 
repudiation, and support and opposition. With 
this in mind, community mental health settings 
should be structured to engage the SGM patient 
with staff that are diverse and welcoming and 
with whom SGM clients can identify. Clinicians, 
who are able to demonstrate that the SGM patient 
is understood and who are aware of auxiliary 
resources that include SGM specialists, support 
groups, social networks, and culturally appropri-
ate social services, will be the ones that have the 
most successful outcomes.

Standard therapeutic techniques can be 
adapted to SGM populations. For example, cog-
nitive behavior therapy, previously modified to 
address other psychiatric presentations, is now 
available in a format that specifically targets sex-
ual minority stress (Pachankis 2014). Absent 
therapeutic interventions that specifically address 
SGM issues, the treatment alliance may be tenu-
ous, introducing an iatrogenic element to existing 
minority stress. This can only increase a client’s 
reluctance to engage in mental health services 
and affects their adherence to treatment recom-
mendations (Romanelli and Hudson 2017).

 Sexual and Gender Minorities

There is no consensus on the number of terms 
that describe what is now recognized as a spec-
trum of gender identities and sexual orientations. 
These terms continue to evolve and expand. 
“LGBT” has been the most common moniker, 
but not infrequently includes those who are ques-
tioning, intersex, and asexual (LGBTQIA). As 
this becomes more unwieldy, “SGM” has become 
a preferred term (see Table  1 for a glossary of 
terms).

There is an increasing recognition that some 
individuals are identified as neither male nor 

female and a spectrum of nonbinary gender terms 
have taken hold. Some will be unfamiliar to the 
general clinician, but they are of significant psy-

Table 1 A glossary of terms

Ambiphilic: Attracted to males and females
Androphilic: Attracted to males
Arousal: Refers here to genital arousal as studied in 
clinical research
Asexual: Lack of attraction or sexual desire
Binegativity: Negative attitudes toward bisexuals
Bisexual: Attracted to males and females
Cisgender: Gender identity that is congruent with the 
sex assigned at birth
Gay: Attracted to people of the same gender
Gender identity: The mental conviction of being male, 
female, neither, or something in between
Gender non-conforming: Not fitting in with cultural 
expectations regarding gender
Gender role: Appearance and behavior based on 
cultural gender expectations
Gynephilic: Attracted to females
Heterosexism: The presumption that heterosexuality is 
superior to nonheterosexuality
Heterosexual: Attracted to the opposite sex
Homosexual: Attracted to the same sex
Homophobia: Anti-homosexual bias
Lesbian: A female attracted to females
LGBTQIA: Lesbian, gay, bisexual, transgender, 
questioning/exploring gender identity and/or sexual 
orientation, anatomically intersex, asexual
Nonbinary: Identifying as neither exclusively male nor 
female
Queer: Different from being exclusively heterosexual 
and cisgender
Romance/romantic: Referring to limerence or deep 
affection for another person
Sex assigned at birth: Based on external anatomy, may 
or may not be congruent with emerging gender 
identity
Sexual identity: A all-encompassing term that includes 
gender identity, sexual orientation, and gender role
Sexual orientation: Having to do with the gender(s) 
one is attracted to
SGM: Sexual and gender minorities, excludes the 
majority population that is cisgender and heterosexual
Trans: Short for transgender
Transfemale: A person born anatomically male whose 
gender identity is female
Transgender: Gender identity that differs from the 
gender assigned at birth
Transmale: A person born anatomically female whose 
gender identity is male
Transphobia: Negative bias toward transgender people
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chological import to those who go by them, and 
they provide a window into the mind and physi-
cal presence of persons seen in clinical practice. 
In 2019, the National Institutes of Health offi-
cially expanded the definition of the term “SGM” 
to encompass the broadest umbrella possible of 
sexual and gender minority inclusivity (National 
Institutes of Health 2019).

Terms such as “nonheterosexual,” “cisgen-
der,” “nonbinary,” “trans,” and “queer” have 
become more commonplace (Richards et  al. 
2016). With evidence that gender identity changes 
for some, and is inchoate for others, the binary 
“either or” conceptualization of gender is increas-
ingly recognized as incomplete. The term “they,” 
when used by a patient as a gender neutral pro-
noun, may induce both skepticism and a chal-
lenge in clinical communication due to its 
singular and plural denotations. Respectful 
acknowledgment of the individual’s gender neu-
trality, continuing education to better understand 
the gender spectrum, and supervision will pro-
mote engagement.

Inquiry and discussion of these terms with the 
individual are critical to understanding who the 
patient is and how they see themselves (National 
LGBT Health Education Center 2020). When 
these preferences are noted in charts, they not 
only document a more knowing and inclusive 
assessment, they begin to address a form of medi-
cal discrimination experienced by SGM patients 
when they are addressed with inappropriate gen-
der terms (Lykens et al. 2018).

LGBT subgroups refer to forms of naming 
that imply a cultural identification. A “transgen-
der male” is likely to have a cultural identifica-
tion with the transgender community. A similar 
person, who identifies simply as “male,” may 
wish to be perceived only as a member of the 
general male population. A male identifying as 
“gay” tends to have a cultural identification with 
the gay community, while another male who 
engages in same-sexual behavior may be identi-
fied as “heterosexual” or “straight” if his primary 
cultural identification is with the heterosexual 
community.

 SGM Prevalence

In men, sexual arousal is the most accurate depic-
tion of sexual orientation, no matter the gender of 
attraction, whereas sexual orientation as assessed 
by the community psychiatrist is a label chosen 
by the patient that gives rise to variations in preva-
lence (Bailey et  al. 2016). Almost all women 
show an equal arousal pattern to both sexes in 
research studies, but most women are identified as 
heterosexual or mostly heterosexual, while a 
minority is identified as bisexual. Males on the 
other hand are usually aroused by just one gender. 
Transfemales show the monogender male pattern 
of genital arousal to either males or females, in 
contrast to the cisfemale pattern of arousal to both 
males and females (Chivers 2004). The arousal 
pattern in transmales has not, as yet, been 
reported. A significant minority of transgender 
individuals report a change in the gender of attrac-
tion as they transition (Auer et al. 2014).

Most people are cisgender, meaning their gen-
der assigned at birth and their gender identity are 
the same. The gender one is attracted to deter-
mines sexual orientation. Terms used for sexual 
orientation in transgender individuals can be con-
fusing. A male who is attracted to females would 
be labeled as “heterosexual,” but if that individual 
later acknowledges a female gender identity, they 
would be labeled “homosexual,” since they now 
acknowledge having a female gender identity and 
they are attracted to females. The gender of 
attraction did not change, and this person could 
be said to have always been “gynephilic.” People 
of any gender identification who are attracted to 
males are said to be “androphilic,” and those 
attracted to both sexes, “ambiphilic.”

Men who have sexual and romantic experi-
ence with both sexes exhibit a bisexual arousal 
pattern and are identified as bisexual. But some 
studies have found monosexual arousal patterns 
in these individuals despite their bisexual identity 
(Rosenthal et al. 2011). Bisexual arousal has also 
been found in some men who identify as gay. 
Arousal patterns detected in clinical laboratory 
research can differ from actual interpersonal situ-
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ations, highlighting the complexities of physio-
logical versus psychological arousal and identity. 
More women than men identify as bisexual, and 
they are more likely to retain that label. When 
same-sexual attraction is pursued, the bisexual 
label may be repressed (Bailey et al. 2016).

Just asking a patient if they are gay or straight 
elicits incomplete information because sexual 
identity is a multidimensional phenomenon that 
consists of how one identifies their own gender, 
how one prefers to be identified in the social 
realm regarding their sexual orientation, what 
one’s inner sexual desire for any gender is, who 
one actually engages with sexually by gender, 
and gender role behavior. Inquiry about a homo-
sexual identity evokes a positive response in 
about 2.8% of adult males and 1.4% of adult 
females. Preference for same-sexual behavior is 
elicited in about 4.9% of adult males and 7.5% of 
adult females, while 7.7% of adult males and 
7.5% of adult females report same-sexual desire 
(Lauman et  al. 1994). Coffman et  al. (2017) 
addressed the common survey limitation regard-
ing sensitive questions about sexuality, which are 
more likely to elicit socially desirable answers 
rather than honest answers. Using a novel 
method, they found that the prevalence of a non-
heterosexual identity is 65% higher and the prev-
alence of same-sexual behavior is 59% higher 
than in previous surveys.

Bisexual identity in a 2017 population survey 
was 2.9% for adult males and 5.4% for adult 
females (National Center for Health Statistics 
2017): bisexual behavior ranges from 5.8% to 
8.6% in adult males and 3.8% in females 
(Laumann et  al. 1994; Sandfort et  al. 2001). 
Transgender identity, including those who do not 
seek hormones or surgery, may be as frequent as 
1:200 (Olysager and Conway 2008). Estimates in 
young people who identify as transgender range 
from 0.17% to 1.3% (Connolly et al. 2016).

 Prevalence of Mental Disorders 
in the SGM Population

Most SGM individuals do not have histories of 
clinically significant mental health issues. Even 
so, experiences of rejection, stigma, alienation, 

shame, harassment, and discrimination due to 
gender or sexual differences increase the risk for 
psychological distress and mental disorders. The 
anticipation of potential rejection and changes in 
relationships and cultural identifications that 
occur with disclosure of a minority sexual iden-
tity are significant stressors. Elevated rates of 
psychological distress, depression, anxiety, and 
suicidality (suicidality is discussed in more detail 
in the next section) are consistently reported in 
SGM research samples (Plöderl and Tremblay 
2015). Gay and bisexual men are reported to have 
elevated rates of panic disorder, body image, and 
eating disorders (Cochran et al. 2003). Elevated 
suicide risk is a consistent finding (Cochran and 
Mays 2006; Skegg et al. 2003). The highest rates 
of psychiatric morbidity based on sexual orienta-
tion occur in those with a bisexual identity 
(Warner et al. 2004; Koh and Ross 2006). Higher 
rates of psychiatric comorbidities are associated 
with alcohol or tobacco use in gay, lesbian, and 
bisexual individuals compared to heterosexual 
individuals, with the highest rates in the bisexual 
group (Evans-Polce et al. 2020). Rates also tend 
to be higher in the young and elderly (Fredriksen- 
Goldsen et al. 2013; Semlyen et al. 2016).

Higher rates of depression, suicidality, trauma, 
drug misuse, and anxiety disorders are observed 
in transgender and gender nonconforming popu-
lations (Dhejne et  al. 2016; Valentine and 
Shipherd 2018). Estimates are significantly 
related to the extent of social ostracism and the 
challenges of gender incongruence. Rates of psy-
chiatric disorders have been reported to range as 
high as 20–50% for diagnoses of depression, 
anxiety, and suicidality, with a range of 26–62% 
for substance abuse. Elevated rates of eating dis-
orders and body image disturbance have also 
been noted (Pfafflin 2007). Significant improve-
ment to normative levels in many, with residual 
anxiety and mood disorders in some, is reported 
with gender-confirming interventions (Bränström 
and Pachankis 2020; Mueller 2020).

Risk factors in all SGM groups include gender 
nonconformity, family and social rejection, dis-
crimination, verbal abuse, physical assault, and 
religious conflict (Diaz et  al. 2001; Omoto and 
Kurtzman 2006; D’Augelli et  al. 2002). Higher 
morbidity in the bisexual group has been linked 
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to ostracization by heterosexual and homosexual 
groups (Volpp 2009) and concealment of bisexu-
ality (Schrimshaw et al. 2013).

 Suicidality

Suicidal ideation and attempts are of the highest 
concern for clinicians. Approximately four-fifths 
of individuals of minority sexual orientation 
have no history of suicidality, but rates are con-
sistently higher than for the general population 
and significantly higher in those who identify as 
transgender.

There appears to be little difference in fatali-
ties compared to the general population, but ide-
ation and attempts are higher (Haas et al. 2011). 
Attempts are higher in adolescence when disclo-
sure of sexual orientation results in abuse or 
homelessness, especially in Black and Latinx 
groups. In Whites, there is a closer association 
with psychiatric disorders.

The lifetime rate of suicide attempts in trans-
men and transwomen is over 40%, the highest 
rate of any known demographic group. Risk fac-
tors include younger age, racial and ethnic minor-
ity identity, gender nonconformity, disclosure to 
others, psychiatric disorders, HIV, experiences of 
rejection, violence, homelessness, and discrimi-
nation. Protective factors include social support, 
transition services, and safe environments (Sausa 
2005; Connolly et al. 2016).

 Intersectionality

The interplay between multiple, stigmatized 
social group identities and health disparities 
defines intersectionality. Non-response to survey 
questions on sexual orientation is greater among 
African American, Hispanic, and Asian 
Americans compared to non-Hispanic Whites 
(Kim and Fredriksen-Goldsen 2013). SGM indi-
viduals that are also members of other stigma-
tized groups have an increased risk for depression 
and other psychiatric and medical comorbidities 
(Cochran and Mays 1994; Trinh et  al. 2017). 
Higher rates of alcohol consumption are reported 

in Black and Hispanic sexual minority women 
compared with White heterosexual women, with 
greater differences when race and sexual identity 
are considered together (Greene et al. 2020).

Higher rates of bisexual behavior and HIV 
risk are reported in Black and Latino men, 
because the stigma of homosexuality in these 
communities more often results in disavowal of a 
gay identity. Internalized homophobia results in 
lower rates of disclosure to female partners 
(Jeffries and Dodge 2007).

African American transgender individuals 
fare worse than those in other ethnic and racial 
groups (Grant et  al. 2011). Older transgender 
individuals have greater fear of healthcare ser-
vices and poorer mental health than non- 
transgender individuals (Fredriksen-Goldsen 
et al. 2014).

Intersectional awareness and inquiry by the 
clinician can deepen the minority patient’s sense 
of feeling understood, heightening engagement 
with the treatment setting while sensitizing the 
clinician to the differential nature of stigma 
between social groups.

 Education and Training

Surveys of psychiatric residents and residency 
directors indicate that residents would like more 
training in their work with SGM patients. More 
than half of residency programs surveyed provide 
5 hours or less of total training on SGM topics, 
with an average of 1.21 hours per year, leaving 
residents feeling unprepared. Competency can be 
measured by using the LGBT-Development of 
Clinical Skills Scale (LGBT-DOCSS), which 
assesses clinical preparedness, attitudinal aware-
ness, and basic knowledge. Nowaskie found that 
competency improves significantly with 5 hours 
of exposure per year and an average of 40 LGBT 
patients during the residency (Nowaskie 2020).

Numerous educational opportunities are just a 
computer click away. The Group for the 
Advancement of Psychiatry provides a compli-
mentary curriculum (gap- lgbtq.org), as does the 
National LGBTQIA+ Health Education Center 
(https://www.lgbtqiahealtheducation.org/). There 
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is now a wealth of personal stories on YouTube 
that can sensitize clinicians to SGM issues, 
including stories of coming out as gay or trans-
gender and the experience of SGM seniors when 
homosexuality was illegal and a psychiatric 
disorder.

 LGBT Cultural Identity and Mental 
Illness

Those who work in community psychiatry should 
be able to answer the following question: Why 
should it matter to me if the patient is LGBT when 
I am treating an illness such as schizophrenia?

The answer illustrates why it is essential to 
look beyond symptoms. LGBT patients with psy-
chiatric disorders present to clinicians at different 
stages of LGBT psychological development and 
phases of the life cycle. If a person is just coming 
to terms with their sexual identity, mental illness 
can interfere with and constrain its maturation. If 
they are exploring, or have established them-
selves in the LGBT world, it can pull them away. 
If they have past experiences with psychiatric 
treatment, the extent to which their sexual iden-
tity had been affirmed, ignored, or devalued will 
influence their expectations in current and future 
psychiatric settings.

LGBT individuals with major mental illnesses 
are just as likely to be shunned in the LGBT com-
munity as in mainstream society. Many are not 
able to reintegrate within an LGBT community at 
large, placing greater responsibility on the mental 
health community to address their cultural needs 
through support groups, advocacy programs, and 
provision or referral to resources that provide 
socialization and peer support (Hellman and 
Klein 2004; Hellman et al. 2010).

Disclosure of sexual identity extends to inter-
actions in the mental health setting. Social inter-
actions on inpatient units, in day programs and 
outpatient settings, in group therapy, on resi-
dences, and with secretaries, nurses, personnel, 
and families constantly expose the SGM person 
to the possibility of homophobia (Herek 2000), 
transphobia (Shipherd et al. 2010), heterosexism 
(Simoni and Walters 2001), or accusations of not 

being open and truthful if they do not disclose 
(Ritter and Terndrup 2002). The ability of the 
SGM community to buffer such experience is 
curtailed when the SGM person experiences 
mental illness, because it is typically not equipped 
to engage those who are, for example, hallucinat-
ing, delusional, thought disordered, manic, or 
severely depressed. Fear of being stereotyped, 
misunderstood, or inadequately assessed and 
treated contributes to a reluctance to engage with 
healthcare services (Corrigan et al. 2003).

SGM patients tend to be identified less with 
mainstream treatment environments, because 
they are predominately heterosexual and cisgen-
der (Lenning 2009). The dual alienation associ-
ated with major mental illness and sexual 
minority status contributes to a lack of well-
being and reinforcement of the “patient” role. 
Unless there is evidence for inclusiveness 
through affirmation in the psychiatric setting, 
healing from mental illness can mean investing 
significant effort adapting to mainstream culture 
or remaining invisible regarding sexual and gen-
der orientation. Strained therapeutic alliances 
subject SGM patients to greater risk for non-
adherence and poorer psychiatric outcomes 
(Jamison 2006). However, SGM patients with 
years of prior treatment for major mental illness 
can show remarkable gains when relevant cul-
tural programming is available (Hellman et  al. 
2010).

 Clinical Cultural Communication 
with SGM People

The social exchange between the provider and 
the SGM patient is influenced by the beliefs and 
expectations of both. This complex, multicultural 
dyad influences the session bilaterally, facilitat-
ing or constraining the clinical process.

It is the responsibility of the physician to be 
alert to the multicultural nature of the encounter 
and to be able to sensitively understand and 
address barriers, such as differences in language, 
values, beliefs, and customs. Self-reflection, dis-
cussion, and supervision ensure a productive 
interaction, especially when these barriers oper-
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ate unconsciously. For example, if a patient that 
does not conform to stereotypical expectations of 
gender appearance and behavior evokes counter- 
transference in the clinician, the physician may 
deny or minimize the issue in an attempt to main-
tain harmony in the session but unconsciously 
maintain distance by ignoring aspects of the 
patient, withholding compassion, shortening ses-
sions, and providing substandard care. Self- 
reflection and discussion can provide insight into 
this marginalization, transforming barriers in the 
clinical relationship into opportunities for an 
empathic partnership.

SGM patient-clinician interaction can evoke 
personal issues that can affect the social exchange. 
What is the patient assuming about the clinician’s 
sexual and gender orientation? Should this be 
disclosed, and if so, how and when? Does the 
relationship with colleagues and the culture of 
the psychiatric institution influence disclosure 
(Hellman et al. 2010)? What past experience and 
issues are evoked from the clinician’s personal 
background during the encounter? Do personal 
traditions, assumptions, beliefs, and moral values 
conflict or agree? Are they creating barriers to a 
productive treatment alliance?

Cultural competence is an aspirational ideal 
throughout a professional career. A humane and 
compassionate approach with the SGM patient is 
as necessary as technical prowess in eliciting and 
treating symptoms. Connecting with SGM 
patients so they feel comfortable, safe, under-
stood, and supported in an environment that 
allows them to flourish takes time, learning, 
supervision, experience, self-reflection, and an 
institutional effort to provide an inclusive and 
affirming environment.

The cultural match between the clinician and 
the SGM patient is based on the extent of shared 
cultural knowledge, experience, and identity. 
Shared cultural characteristics tend to elicit a 
sense of implicit trust and identification that can 
enhance a treatment alliance (Rogers and 
Bhowmik 1970). However, some patients with 
significant, internalized homophobia may be 
clinically more comfortable with a therapist who 
is not gay or not openly gay. But in this situation, 
there is a risk that cultural identity development 

will be inhibited if the clinician also shares sig-
nificant, internalized homophobia.

 SGM Identity Development

SGM individuals with mental illness present to 
community psychiatrists at different stages of 
sexual minority identity development. With few 
exceptions, SGM individuals are born and raised 
in heterosexual, cisgender environments. 
Although not invariable, an early sense of being 
different results in the development of self- 
protective defenses. This is less influential when 
the environment is supportive and inclusive. 
Efforts to conform to the dominant social expec-
tations of families and communities result in 
intrapsychic conflict as same-sex attraction or 
transgender convictions emerge. Stigmatization, 
alienation, isolation, shame, and fear can hinder 
the maturation of sexual identity and social com-
petence, nurturing protective efforts at deception 
and reactive perfectionism, where the individual 
strives to meet heterosexist and other cultural 
expectations.

In those developing a bisexual identity, there 
is the experience of a dichotomous gay-straight 
world that is perceived to be negatively biased 
toward them and monogamously inclined. The 
heterosexual world generally believes they are 
closeted gays and the gay world resents or ignores 
their heterosexual interest. Potential partners of 
either sex are suspicious of outside interests or 
mate sharing.

A 2002 survey found the public’s attitude 
toward bisexuals to be more negative than toward 
other major demographic and political groups, 
including other sexual minorities. The negative 
attitudes toward those with a bisexual identity 
(binegativity) differed, depending on the current 
gender of the bisexual’s partner and the sexual 
orientation of acquaintances (Herek 2002; Sarno 
et  al. 2020). Transgender individuals must also 
contend with sexual orientation. The internal 
nature of sexual orientation contrasts with the 
deep link between subjective gender experience 
and its external physical manifestation. Sexual or 
romantic desire for another person can be hidden 
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away, in contrast to signals of gender through 
physical appearance, clothing, and behavior.

The toll of hiding an emerging sexual identity 
can motivate exploration of a more genuine 
 experience of intimacy and social presentation 
that serves to integrate behavior, appearance, and 
identity. A period of separation from the predom-
inant culture, whose beliefs and values are now 
questioned, results in varying degrees of distanc-
ing from family and community of origin as a 
minority subculture is explored and internalized. 
Support and acceptance from the minority sub-
culture instill pride, confidence, and enhanced 
self-esteem. Sexual identity progressively syn-
thesizes with other aspects of identity as a pro-
cess of coming out and reintegration into the 
larger world begins.

SGM identities usually differ from the sexual 
identities of family members and communities of 
origin, whereas the race and ethnicity one is born 
into are shared. This gives rise to the need to rec-
oncile shared cultural givens with the emerging 
awareness of a minority sexual identity. One 
must reconcile, for example, being gay with neg-
ative religious teachings related to homosexuality 
and anti-gay beliefs in the family. When success-
ful, the process promotes a balanced, multicul-
tural identity. Ongoing cultural conflict can 
increase psychiatric vulnerability.

 Assessing Sexual Identity, Sexual 
Practices, and Marital and Familial 
Status

Ascertaining sexual identity involves the collec-
tion of information on the patient’s core; subjec-
tive conviction of being male, female, 
androgynous, or nonbinary; the gender(s) of sex-
ual attraction; and the degree of comfort in the 
gender role. How one socially identifies their 
gender or sexual orientation may differ from their 
inner identification and sexual behavior (i.e., sex-
ual desire, erotic fantasy, or romantic interest).

A single question on sexual identity is, there-
fore, likely to yield incomplete or misleading 
information. A repertoire of questions yields a 
more accurate characterization. A sampling of 

introductory questions below will help clinicians 
develop this repertoire.

Questions on sexual experience can be 
expanded to inquiry about age of occurrence, fre-
quency, circumstance, and concerns about sexual 
practices and risk for sexually transmitted dis-
eases. About half of SGM patients with severe 
mental illnesses have had no sexual partner in the 
past year (Hellman et  al. 2002). For those who 

Creating Dialogue

I am going to ask you some questions about 
your sexual health that I ask all my patients. 
They allow me to know more about how to 
keep you healthy, and your answers are 
strictly confidential (Potter 2010).

Do you have any concerns about your 
sexual or gender orientation or sexual 
practices?

To clarify gender orientation: Sometimes 
people have an issue with being male or 
female…

Have you ever desired to be a member 
of the opposite sex? If yes, what pronoun 
[“he” or “she”] do you prefer? Would you 
like me to use that?

Has your sexual experience been with 
men, women, both, or neither?

What is your sexual orientation?
Have you felt sexually attracted or fan-

tasized about men, women, or both?
Have you been romantically involved 

with men, women, or both?
Have you been involved with anyone in 

the past year? If yes, what kind of sex did 
you engage in – oral, vaginal, anal, mutual 
masturbation? Anything else?

Are you using protection, like 
condoms?

When did you last have unprotected 
sex?

How many partners have you had in the 
past year?

(continued)
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lack sexual experience or partners, questions that 
focus on sexual interest, desire, or appeal are 
more appropriate.

What we think we know about SGM sexuality 
often derives from cultural stereotypes (Hellman 
2019). LGBT people may even question their 
own erotic interests because they have internal-
ized these assumptions. A self-defined, authentic 
erotic identity experienced in sexually safe ways 
is a more appropriate framework for exploration 
of the contribution of sexuality to general mental 
well-being. This is also an opportunity to explore 
issues in common with other psychiatric patients, 
such as sexual side effects of medication and the 
lack of privacy and autonomy for some in resi-
dences and other living arrangements.

Assessment of romantic interest, emotional 
attachment, relationships, and commitments 
expands on the context of sexuality. LGBT 
patients may present with no marital history, a 
history of heterosexual or same-sex marriage, 
civil unions, domestic partnerships, and commit-
ment ceremonies. All live in a world of opinions 
and emotions evoked by societal changes in 
beliefs and attitudes, legal options, and social 
status.

Child-rearing is a growing aspect of the SGM 
story. Approximately 15% of same-sex couples 
in the United States have children in their house-

hold (Flood et al. 2020). Marital alternatives, off-
spring, and child-rearing apply to the overall 
assessment.

 General SGM Issues 
for the Community Psychiatrist

The diversity among SGM individuals warrants 
caution in formulating a clinical approach based 
on simple characterizations of these groups. 
SGM subgroups are subject to similar prejudices 
rooted in beliefs and traditions about sexuality 
and gender. Bias toward one subgroup tends to 
generalize to all four, and the subgroups often 
come together for social and political strength 
(Ferris 2006). But unique personal histories, 
including gender differences in rearing, social-
ization and physiology, stereotypes of gender and 
gender expectations, and gender-based differ-
ences that are reinforced in same-sexual erotic, 
romantic, social, and parental interactions, neces-
sitate the development of SGM patient profiles 
that reflect these distinctions.

Initial assessment determines the extent to 
which these issues will be a focus of therapy or 
will just provide a context for it (Falco 1996).

Bisexual individuals are more likely to experi-
ence hostility from both the gay and straight 
worlds and face unique stereotypes regarding 
promiscuity, relational commitments, and com-
munity affiliations, with resulting internalization 
of binegativity (Weinberg et al. 1994). This gen-
erates complex decisions about when and where 
to disclose or conceal sexual orientation. These 
stressors result in higher rates of psychiatric 
problems in relation to other sexual orientation 
minorities (Feinstein and Dyar 2017). Lack of 
cultural affiliation with the gay community, and 
aloofness within the heterosexual community, 
enhances the risk of isolation and lack of support 
(Jeffries and Dodge 2007). Successful bisexual 
commitments are predicated upon open commu-
nication regarding sexual and emotional expecta-
tions and mutually agreed-upon rules regarding 
outside contacts (Deacon et al. 1996).

The desire to be a member of the opposite sex 
unites a diverse group under the umbrella of 
transgender phenomena. Transgender individuals 

Do you have any children?
The people who come here sometimes 

have preferences regarding therapists, e.g. 
male or female, Hispanic, African- 
American, gay etc. Do you?

Tell me about your life from a gay [les-
bian, bisexual, pansexual, non heterosex-
ual, transgender, nonbinary] perspective.

Have you previously had psychiatric 
treatment?

If yes: What was that like from a sexual 
or gender minority (SGM) perspective? 
Did you feel comfortable and supported?

How has mental illness affected your 
life as an SGM person?

Are there any LGBT concerns that you 
would like to address here?
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may be heterosexual, bisexual, homosexual, or 
asexual. Transfemales and transmales are, respec-
tively, biological males with a female identifica-
tion and male-identified biological females. 
Some have a mixed gender identity and may refer 
to themselves as “genderqueer” or “two-spirited.” 
The term “transgender” is broader than “trans-
sexual” because it includes those who do not 
transition with hormones and surgery.

Physical alteration of the body can be an 
expensive process. Affordability, rather than sub-
jective desire, can be the determining factor in 
transitioning. As a result, clinicians may see indi-
viduals born as males who state that they subjec-
tively are identified and live as a woman despite 
retention of their male genitalia. Some, with 
transvestic fetishism, are heterosexual and are 
initially comfortable in their gender of birth. 
They cross-dress for erotic arousal but become 
progressively uncomfortable in their anatomical 
gender, as the erotic element fades and a cross- 
gender identity intensifies.

Gender dysphoria is distress related to gender 
incongruence between anatomy and gender iden-
tity. It can be intense and persistent in some but 
not others. When gender affirmation surgery is 
desired, it is typically the culmination of a pro-
cess that includes living as a member of the oppo-
site sex, with interventions that can include 
cross-gender hormone treatment, electrolysis, 
breast alteration, facial augmentation, and genital 
surgery. No psychiatric intervention can change 
gender identity.

Clinicians are not likely to see many of these 
individuals based on prevalence. However, gen-
der atypical individuals face harassment, stigma 
and discrimination, gender dysphoria, and the 
significant challenges of gender transitioning, all 
of which can motivate a desire for help. Because 
cross-gender identity is rare, transgender indi-
viduals are frequently concerned they will not get 
appropriate mental health care in a mainstream 
community setting. Psychiatrists treating 
 transgender individuals should be familiar with 
the Standards of Care for the Health of 
Transsexual, Transgender, and Gender 
Nonconforming People (Coleman et  al. 2012), 

which provides guidelines regarding diagnosis, 
evaluation and documentation for transitioning, 
aspects of psychotherapy, education, and follow-
up care.

In some transgender individuals, hormone 
therapy not only facilitates a gender transition but 
also diminishes anxiety and depression without 
the need for standard psychotropic medications. 
Cross-gender hormone therapy is associated with 
irreversible physical changes, medical side 
effects, and occasional affective lability or 
depression and should only be administered by 
physicians that are familiar with its risks, bene-
fits, and management. Most psychiatrists will 
want to refer to an endocrinologist or gender spe-
cialist when hormones are a consideration 
(Coleman et al. 2012; Gooren and van de Waal 
2007).

Careful facilitation must be balanced against 
unnecessary policing of gender transition. 
Psychiatrists not familiar with cross-gender 
issues should refer these patients to a gender spe-
cialist, but may, otherwise, address standard psy-
chiatric issues.

 Building Effective Programs 
for SGM Patients

From a specialization that once saw its mandate 
as changing sexual orientation, psychiatry con-
tinues to develop effective models of SGM 
healthcare delivery (Kidd et al. 2016; Pachankis 
2014). Grassroots organizations provided some 
of the first interventions to address the mental 
health needs of the SGM community, taking a 
largely pragmatic approach before there was 
national leadership, medical education and train-
ing, and evidence-based guidelines (Byers et al. 
2019). With the Covid-19 viral pandemic, tele-
psychiatry ascended to further meet the mental 
health needs of the SGM community (Whailbeh 
et al. 2020).

Effective programming does not have to 
involve additional funding. Start with the 
resources you have. Who is interested? Who 
already has experience and training? Which 
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hours, on what days, and which space can be des-
ignated as a safe and confidential place for 
groups, socialization, and other activities?

Culturally competent care begins where a 
focus on the chief complaint leaves off. In its 
most elemental yet intersectional form, there 
resides a simple, clinical question: Is there any-
thing about your gender, sexual orientation, age, 
religion, race, or ethnicity that would be impor-
tant for me to know in providing your care here? 
May I ask you some details?

Patient presentations differ; demographics 
vary; staff exhibit all levels of training, interest, 
and comfort with SGM issues; programs differ in 
size, purpose, resources, and interventions; orga-
nizational cultures vary; and the list goes on. For 
these reasons, successful programming requires 
strategic planning. This can start with an over-
view of the health disparities that SGM individu-
als experience (Daniel et al. 2015).

It is recommended that staff and administra-
tors meet to discuss the strengths and weaknesses 
of their organization as a resource to the SGM 
patient and community (Israel et  al. 2011). 
Established criteria for SGM clinical competence 
can be reviewed, and time frames set to achieve 
specific goals. Feedback from SGM consumers, 
either informally or through an SGM consumer 
advisory committee and consultation with experts 
in the SGM community, can provide valuable 
feedback.

Articulation of an ideal vision of what the 
organization would hope to become, for example, 
a limited goal of developing an SGM staff 
resource, or a comprehensive one, such as a 
regional resource to SGM people with major 
mental illness, sets the organization on a path 
with a purpose. A statement of mission conveys 
how this would be done, say by the provision of 
culturally sensitive, core psychiatric, psychoso-
cial, cultural, peer, and advocacy services to 
SGM patients or perhaps, simply, a monthly 
meeting on SGM issues.

Promotion of the vision by leaders in the orga-
nization, and the achievement of benchmarks as 
the mission is operationalized, helps the culture 
of the organization evolve as staff and adminis-
tration witness the benefit to patients, experience 

enhanced professional pride with staff develop-
ment, and realize greater institutional stature as 
the organization becomes a resource to the SGM 
community (Burkhart and Reuss 1993).

Because SGM patients are a minority in 
mainstream settings, comprehensive clinical 
programming may only be justified on a regional 
basis, in contrast with cultural competence, 
which should be a goal in all settings. When the 
number of SGM clients in the clinical setting is 
low, realistic service provision may only be pos-
sible on an individual basis. Programs of any 
size can designate interested staff as first-line 
referral resources. Over time, with ongoing in-
service education and discussion of cases and 
issues, the competence of all staff will be 
enhanced, and staff resources will widen. SGM 
patients can be encouraged to connect with oth-
ers through support and advocacy websites such 
as rainbowheights.org.

 Practical Programming Suggestions

Objectives ensure that the mission to deliver 
effective SGM services will be achieved. 
Objectives provide an umbrella for specific 
actions that must be taken through a series of 
concrete tasks. The box below describes some 
useful objectives and tasks.

 Conclusion

This chapter provides an overview of essential 
information for the community psychiatrist and 
mental health team treating SGM patients. The 
evidence-based literature in this area continues to 
expand, but it is not necessary to know every-
thing about SGM people and culture in order to 
engage this population. It is necessary to know 
how to create an inclusive, friendly, respectful 
environment that can promote trust and identifi-
cation, put the SGM patient at ease, and allow for 
the development of a dialogue that enhances the 
likelihood that relevant and sensitive information 
will be elicited and addressed. Standards of care 

Clinical Issues and Programming for Sexual and Gender Minority Populations

http://rainbowheights.org


690

Creating Culturally Competent 
Programming

 1. Reduce sexual and gender minority 
(SGM) patient ambivalence, anxiety, 
and fear of mainstream settings (create 
an inclusive setting).

 (a) Post a nondiscrimination of service 
notice in public spaces.

 (b) Include definition of families/sig-
nificant others in policies  – same- 
sex partners and parents, domestic 
partners, spouses.

 (c) Create a culturally inclusive bro-
chure for the waiting room.

 (d) Put up an SGM poster in the wait-
ing room.

 (e) Provide intake materials for patients 
that encourage sharing concerns 
with the assigned clinician about 
sexual orientation and gender 
(Cooper and Roter 2003).

 (f) Include gender identity/expression 
and sexual orientation in Patients’ 
Bill of Rights.

 (g) Involve same-sex partners or a key, 
supportive SGM friend in care.

 (h) Broaden concept of “family” to 
include anyone that plays a signifi-
cant supportive role.

 2. Create an inclusive staff environment
 (a) Post nondiscrimination statement 

regarding staff hiring inclusive of 
sexual and gender orientation/
expression.

 (b) Review methods of inquiry about 
traditional and nontraditional fam-
ily arrangements.

 (c) Canvass clinical staff regarding 
SGM knowledge, clinical experi-
ence, cultural affiliation, and inter-
est as first-line referral sources, and 
enhance diversity of the workforce, 
and provide supervision on SGM 
cases, quarterly in-service staff 
educational presentations, SGM 
journal discussion groups, SGM 

(continued)

case conferences, discussion and 
supervision regarding clinician 
bias.

 (d) Enhance the cultural competence of 
ancillary staff with regular meet-
ings; review the use of gender neu-
tral terms; review strategies for 
fielding telephone inquiries; main-
tain confidentiality in public areas; 
create a policy for the use of bath-
rooms for transgender clients; inte-
grate inclusive language in intake 
forms.

 (e) Include same-sex partners at social 
functions.

 (f) Meet and review diversity issues 
once a year.

 3. Empower SGM consumers
 (a) Create an SGM consumer advisory 

committee.
 (b) Recruit and train SGM peer spe-

cialists for support, connection, and 
advocacy (Lecomte et al. 1999).

 4. Establish affiliation with the LGBT 
community

 (a) Invite an SGM representative onto 
the community advisory board to 
guide inclusiveness and nondis-
crimination, enhance cultural com-
petence, and facilitate community 
referrals.

 (b) Clarify racial/ethnic profile of local 
SGM community and develop staff-
ing reflective of the profile.

 5. Facilitate SGM sociocultural activities
 (a) Organize a “Gender Day” event 

with transgender speaker presenta-
tion and discussion group on gen-
der expression, and have a Gender 
Party.

 (b) Organize a “Lobby Day” event, 
arranging for LGBT consumer 
group to meet with government 
representatives who will impress 
legislators with importance of fund-
ing LGBT inclusive care.
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for SGM patients are now widely available and 
should ease the clinician’s task of acquiring the 
requisite background.

Community psychiatry has progressively 
shifted in its views and obligations toward sexual 
minorities. This evolution continues as knowl-
edge of SGM persons, and the most effective 
ways to help them, deepens. Collaborating with 
SGM patients is far from a narrow specialization, 
because it helps define who we are, both profes-
sionally and personally, challenging foundational 
assumptions about human identity and behavior 
while testing our ability to connect. It is work that 
expands our understanding of human experience, 
as we organize ourselves in the best way possible 
to enhance the well-being of those we serve.
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Migration is a natural phenomenon that has 
occurred since the beginning of time. Migration—
to flee harm, drought, or war or to pursue suste-
nance, fertile land, or trade routes—is a natural 
aspect of human life. What is not natural is forced 
displacement of people. By the mid-2020, forci-
bly displaced people worldwide surpassed an all- 
time high of 80 million. These numbers include 
46 million internally displaced people, 26 million 
international refugees, and 4 million asylees 

(United Nations High Commission on Refugees 
2020).

The United States celebrates its identity as a 
nation of immigrants with its welcoming poem 
by Emma Lazarus, The New Colossus, on the 
iconic Statue of Liberty. The nation’s story is of 
pilgrims crossing the ocean to seek religious 
freedom. These cultural narratives often obscure 
the story of a different type of migration: forced 
displacement of native and African people. 
Slavery has been a foundational economic insti-
tution, backed by the state, robbing people of 
everything, including their wealth-producing 
labor and land. This institution remains in dis-
tinct though familiar modern-day iterations. 
While its players and context are different, the 
power dynamics and interdependent push and 
pull factors of migration today are not dissimilar 
to those throughout history.

Forced or involuntary migration may be attrib-
uted to human causes such as conflict or to so- 
called natural causes such as disasters. In practice, 
these are inter-connected, as conflict often arises 
over natural resources and human activity itself 
may trigger natural disasters such as long-term 
climate warming. The response (or lack of 
response) to a natural disaster can range from 
neglect to state violence, hence creating a politi-
cal or humanitarian disaster. The drastic increase 
of forced displacement that has occurred in the 
decade of 2010–2020 is mainly due to conflicts in 
the Syrian region, sub-Saharan Africa, the inflow 
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of Rohingya refugees to Bangladesh, and the 
 displacement of Venezuelans (International 
Migration Law 2019).

This chapter begins with defining the various 
legal and social designations used for groups of 
migrant and refugee populations, as these legal 
and social definitions affect quality of life and 
mental health. Important sociocultural factors that 
influence mental health needs in immigrant and 
refugee populations are described along with a 
brief overview and examples of culturally tailored 
evidence-based treatments that have been found 
to be beneficial. The chapter concludes with an 
emphasis on the need for including affirmative 
and culturally responsive practices in clinical 
training and the importance of understanding and 
preventing vicarious trauma. Through the use of 
best practices, clinicians are able to optimize their 
clinical care of migrants and refugees while also 
maintaining their own wellness.

 Defining the Populations: Migrant, 
Asylum Seeker, Refugee, and Other 
Important Populations

Not all displaced people can achieve the legal sta-
tus of refugees. A refugee, as defined by the 
United Nations High Commissioner for Refugees, 
is a person who has a:

…well-founded fear of being persecuted for rea-
sons of race, religion, nationality, membership of a 
particular social group or political opinion, is out-
side the country of his nationality and is unable or, 
owing to such fear, is unwilling to avail themselves 
of the protection of that country; or who, not hav-
ing a nationality and being outside the country of 
his former habitual residence as a result of such 
events, is unable or, owing to such fear is unwilling 
to return to it. (United Nations High Commissioner 
for Refugees 1951)

This status is granted internationally before entry 
to the United States or other receiving countries. 
When refugees remain in their host country, they 
often move steadily toward full citizenship in 
their established new home.

Seeking asylum is a human right. Individuals 
may seek asylum due to fear of persecution or 
other reasons, as described in the definition of 

refugee status. While refugees request protection 
while still overseas, before entry into the United 
States, a person who requests protection within 
the first year of arrival is called an asylum seeker. 
In the United States, asylees achieve legal perma-
nent residency and, in theory, are able to natural-
ize, i.e., become citizens, within 3 years.

Other persons may be granted temporary 
protected status (TPS), a designation by the US 
Citizenship and Immigration Services to eligi-
ble nationals of certain countries (or parts of 
countries), who are already in the United States 
due to ongoing armed conflict, environmental 
disaster, epidemic or other extraordinary, and 
temporary conditions. During a designated 
period, TPS beneficiaries are not deportable, 
can obtain a work permit, and may be granted 
travel authorization (US Citizenship and 
Immigration Services 2021). While nationals of 
some countries receive TPS for 2 or 3  years 
before their designation ends, others, such as 
Sudanese, Nicaraguans, Hondurans, and 
Salvadorans, have held TPS for almost two 
decades. Salvadorans make up 60% of the 
437,000 TPS recipients (Congressional 
Research Service 2020). This is a precarious 
and temporary status which creates uncertainty, 
physically and emotionally, for TPS beneficia-
ries and their 250,000 US citizen children.

Children who entered the United States with-
out authorization, i.e., undocumented, are known 
as “Dreamers” and if they meet the criteria of the 
2012 Deferred Action for Childhood Arrivals 
(DACA) program are also conferred a temporary 
protection from deportation. It should be noted 
that DACA only applies to those who arrived in 
the United States after June 15, 2007. Similarly, 
these young people face the stress of uncertainty, 
as the designation has been challenged by litiga-
tion and political rhetoric. Additionally, they 
often carry the emotional and financial burden of 
supporting their undocumented parents and 
mixed-status families.

Deferred Enforced Departure is a status simi-
lar to DACA, recently granted to Venezuelans, 
the largest displaced population in this hemi-
sphere as of this writing. It confers protection 
from deportation but no opportunity for 
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 permanency (unless an individual is otherwise 
qualified to adjust his or her status).

Documented migrants are foreign-born indi-
viduals who are legally admitted to the United 
States, as they were able to avail themselves of 
existing laws and to provide proper documenta-
tion. Unauthorized immigrants either entered 
without inspection or overstayed a visa such as a 
tourist, work, business, or student visa and were 
unable to extend or adjust their status.

Mixed-status families include family mem-
bers with various immigration status. Typically, 
these families are made of parents who do not 
have legal status, while their children do, gener-
ally because they were born on US territory. A 
2015 report found that approximately half a mil-
lion US citizen children experienced apprehen-
sion, detention, and deportation of at least one 
parent in the course of about 2 years (Capps et al. 
2015).

 Hemispheric and Regional Migration: 
Central America’s Northern Triangle

About 3.5 million immigrants in the United 
States come from Central America. In 2017, 
Central Americans were about 8% of the overall 
immigrant population in the United States, and 
people from the Central American Northern 
Triangle (Guatemala, Honduras, and El Salvador) 
represented 86% of Central Americans. They pri-
marily cite insecurity and environmental chal-
lenges as the cause of their migration. For 
instance, civil wars in the Northern Triangle have 
led to a rise in the number of migrants since the 
1980s. Hurricanes, such as Mitch in Honduras 
and Nicaragua in 1998, or earthquakes like the 
one that hit El Salvador in 2001 have been the 
sources of migration along with drought 
(Migration Policy Institute 2019). Overall, 
Hondurans and Guatemalans were estimated to 
be crossing in greater number as of 2018, even 
surpassing Mexicans that year (Restrepo et  al. 
2019).

While adult men are traditionally the majority 
of migrants, unaccompanied minors and families 
have been on the rise. In 2018, the Customs and 

Border Protection apprehended 38,000 minors 
and 104,000 traveling as families. People have 
been traveling in larger groups, including cara-
vans of several hundreds or even several thou-
sands of people. An estimated 30–34 million 
(38–43%) of the 80 million forcibly displaced 
persons globally are children below 18 years of 
age (United Nations High Commissioner for 
Refugees 2020). Conditions in the home country 
as well as the reception in the receiving country 
have lifelong and intergenerational impact on the 
psycho-social development of these children and 
their families.

Certain populations, in addition to unaccom-
panied children, face distinct circumstances in 
the migratory process. For indigenous popula-
tions, language and cultural adaptation may take 
longer as they adjust to new urban settings. Some 
LGBTQI migrants are able to successfully claim 
refugee or asylee status as members of a perse-
cuted group. However, they may face specific 
challenges when engaging with the immigration 
administration, for example, regarding their gen-
der marker on official documents. Structural 
stigma toward sexual minorities in receiving 
countries was associated with increased health 
risks, mitigated by time and language ability 
(Pachankis et al. 2017).

 Sociocultural Factors Impacting 
the Mental Health of Immigrant 
Communities

 Immigration and Sociopolitical 
Factors

Immigration in and of itself can be considered a 
social determinant of health. The intersection 
between immigration status and other factors, 
such as living and working conditions, detention, 
and deportation, and the association of different 
immigration classifications with eligibility for 
different types of benefits can affect the mental 
health of immigrants and their access to health-
care services. Structural factors such as racism 
and discrimination, financial difficulties, family 
and community separation, previous experiences 
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of civil conflict, war, and other types of violence 
and trauma have also been implicated in the 
increasing risk of mental illness among immi-
grants. The interplay of these factors can impact 
an individual’s risk of mental illness (Rodriguez 
et al. 2020).

 Sociocultural Factors

Identity and culture are key factors to consider 
when addressing the mental health needs of 
immigrant communities. The history of immi-
grant communities is as complex and rich as the 
story and trajectory of their members and their 
descendants. Appreciating these differences and 
eliciting and respecting the way individuals 
define their cultural identity is critical for inclu-
sion, engagement, and equitable access to care. It 
is also important to recognize and address spe-
cific stressors during pre-migration (e.g., history 
of abuse or violence; loss of social, familial, and 
material resources), migration (e.g., forced vs. 
voluntary, documented vs. undocumented immi-
grant status, length of distance traveled, trauma 
during migration), and post-migration (e.g., lan-
guage proficiency, lack of employment or hous-
ing, discrimination, separation from family or 
friends, work exploitation) stages (Walker and 
Barnett 2007; Watters 2001).

One must also consider the level of accultura-
tion with the dominant or host culture (How et al. 
2017). Acculturation is a process resulting in 
shifts in an individual’s identity, behaviors, val-
ues, and opinions that occurs through the contact 
that an immigrant person has with the new 
culture(s) in the host country. This process is 
influenced by the degree to which an individual is 
affiliated with their own culture versus the degree 
of their affiliation with the host culture (Berry 
1997).

Cultural assimilation happens when an indi-
vidual rejects or exchanges certain aspects of 
their original culture for that of the majority cul-
ture. Assimilation is the process of adapting 
effectively to the host culture which historically 
has been found to be a protective factor for posi-
tive mental health outcomes. Integration, some-

times called biculturalism, occurs when 
immigrants maintain important parts of their 
original cultural values while also adapting posi-
tively to the host culture. If the host society sup-
ports cultural diversity, acculturation and/or the 
development of bicultural identity can happen 
more smoothly. On the other hand, psychological 
acculturative stress is more likely if the host cul-
ture has an attitude of rejection toward other cul-
tures or tries to eliminate diversity through 
policies that marginalize cultural minorities or 
force assimilation (Berry 1997). Simultaneously, 
some immigrants experience marginalization 
when they either reject their own culture or do 
not adopt the host culture.

Research has also identified some sociocul-
tural factors that can protect the mental health of 
immigrant communities. The collectivistic 
approach to life in which group cohesiveness and 
well-being are valued over individual well-being 
can be protective for many immigrant communi-
ties. Family relationships and peer networks with 
other immigrants can also provide a buffering 
effect (Kim et al. 2012). Other studies have iden-
tified protective factors for refugees such as 
English proficiency, social support, community 
inclusion, connection to the culture of the host 
country, valuing of and connection to one’s native 
culture, valued social roles, and access to 
resources to be predictors of refugee mental 
health (Goodkind et  al. 2020). Other potential 
strengthening qualities include centrality of fam-
ily ties and extended kindship (Valdivieso-Mora 
et al. 2016), as well as faith, spirituality, and reli-
gious attendance (Moreno and Cardemil 2016; 
Shaw et al. 2019).

 Mental Health Needs, Community 
Psychiatry, and Treatments 
That Work

 The Mental Health Needs of Migrants 
and Refugees

Research shows that immigrants to the United 
States are often initially healthier upon the first 
arrival compared with other immigrants who 
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have remained in the host country for longer peri-
ods. In the literature, this has been referred to as 
the “healthy immigrant effect” or “the immigrant 
paradox.” This phenomenon has been described 
in multiple immigrant groups, including Asian 
American, Africans, Afro-Caribbeans, and 
Latinx, and for a variety of mental health out-
comes including psychosis, substance use, and 
depression (Alegria et  al. 2008; Williams et  al. 
2007; Venters and Gany 2011; Takeuchi et  al. 
2007).

It is important to note that contradictory evi-
dence exists to prevent the generalization of the 
immigrant paradox to all immigrants, particu-
larly when discussing immigrant populations. 
For example, Alegria et al. (2008) found that this 
phenomenon cannot be generalized to all Latinx 
subgroups and all psychiatric disorders. Some 
evidence suggests that context and issues within 
the host society (racism, anti-immigrant senti-
ments, etc.) and their intersection account for this 
effect, rather than any intrinsic features regarding 
immigrants as individuals (Perez et al. 2008). As 
an example, migrating from an under-developed 
to a developed country has been found to be asso-
ciated with higher rates of schizophrenia. This 
effect was more pronounced when the immi-
grants lived in an area where they were outnum-
bered by the majority group, likely resulting in 
worsening cultural isolation and marginalization 
(Zolokowska et al. 2001). Additionally, a system-
atic literature review of studies that assessed the 
prevalence and factors associated with depres-
sion and anxiety in adult war-refugees found that 
resettlement to the United States predicted higher 
rates of depression and anxiety (Bogic et  al. 
2015). Sociopolitical climate, especially anti- 
immigrant/refugee policies and xenophobia, can 
have a strong and negative impact on the mental 
health of resettled individuals.

 Access to Care in Community 
Psychiatry

Immigrant populations utilize mental health ser-
vices at lower rates than non-immigrants (Bauldry 
and Szaflarski 2017). The reasons for this can be 

understood at the levels of individual (health lit-
eracy, insight, socioeconomic reasons), interper-
sonal (stigma), institutional (racism, lack of 
cultural and linguistic competence in providers), 
and structural barriers (lack of insurance, trans-
portation issues, clinic locations) explored below. 
These barriers reflect the existing inequality and 
oppression within a society, such as racism, sex-
ism, and homophobia. This leads to worse health 
care for immigrants.

Mental health services are least utilized among 
people who are uninsured and undocumented. 
This highlights the intersection of structural and 
interpersonal barriers, spanning multiple levels 
of issues including economic, political, and cul-
tural disenfranchisement that impact immigrants. 
Undocumented immigrants might not only have 
to address their own culture’s stigma against 
mental illness and mental health treatment but 
also navigate a complex healthcare system with-
out insurance and overcome the fear of being 
reported to immigration authorities and therefore 
face the possibility of deportation. For example, 
Derr (2016) reviewed studies describing the utili-
zation of mental healthcare services by immi-
grant populations in the United States and found 
that limitations in healthcare system capabilities 
such as lack of linguistic and cultural compe-
tency by clinicians are important structural barri-
ers to care. It also identified other significant 
barriers such as cultural stigma of mental health 
within immigrant communities, fear of deporta-
tion, unaffordable cost of services, lack of insur-
ance, lack of knowledge about services, and 
communication challenges. Additional barriers to 
accessing care for immigrants included undocu-
mented status, male gender, youth, and lack of 
insurance.

Clinical practice locations may negatively 
affect patient access. Clinical care provided 
through healthcare workers affiliated with places 
of worship, schools, and other public agencies 
can help mitigate the challenges posed by the 
inadequate placement of clinical practices. 
Enhancing telepsychiatry and teleservices capac-
ity within community organizations and practices 
may provide a new model of care that may help 
address disparities in mental healthcare access 
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due to practice location and transportation 
challenges.

People who end up seeking mental health 
treatment will often find themselves seeking care 
from mental health professionals who are most 
likely white and American-born. According to a 
study that assessed the ethnicity of US psychia-
trists, practicing psychiatrists from historically 
under-represented backgrounds (URMs) are 
10.4% of all psychiatrists, compared to 32% of 
the US population (Wyse et al. 2020). Although 
the proportion of URM resident physicians train-
ing in psychiatry increases every year, the num-
ber of URM faculty increases at a rate 
disproportionately four times slower.

According to the American Psychiatric 
Association, 27% of all practicing psychiatrists 
in the United States are international medical 
graduates, suggesting that a significant propor-
tion of psychiatrists are themselves immigrants. 
However, disproportionately fewer are in faculty 
positions, leadership, or management roles. 
Specialized training in mental health for immi-
grant populations is not standard among psychia-
try residency programs, nor are all community 
clinics and hospitals integrating awareness of 
racial oppression, history of imperialism and 
colonialism, and cross-generational trauma in 
their operational policies and practices. People 
who seek mental health treatment might find 
themselves getting care from providers who 
belong to the majority group, who do not share 
the same background, and who may apply a 
western biomedical model to explain experiences 
and symptoms which may not fit neatly under a 
DSM-5 diagnosis. A grave concern is not simply 
misdiagnosing or misunderstanding patients but 
the fact that a western biomedical gaze can risk 
reinforcing the same institutional and systemic 
oppression that exists outside the mental health 
system during an individual’s time of emotional 
need or vulnerability.

A concept described in the literature is that of 
mistrust of the medical system, especially when 
discussing marginalized populations. Although 
this attitude has been previously described as a 
barrier to care, focusing on individual character-
istics may result in missed opportunities to better 

explain this phenomenon and reach the popula-
tions in need. Language matters when discussing 
these concerns. Instead of discussing distrust, 
which places the burden of remediation on the 
individual, healthcare workers striving to regain 
the community’s trust must assess and openly 
discuss the trustworthiness of institutions and its 
practices. From coercive sterilizations to with-
holding of treatment, as in the infamous Tuskegee 
Study, medicine has a past of exploiting and 
experimenting on minority groups, which cannot 
be ignored (Nuriddin et  al. 2020). To improve 
access to and quality of care for historically 
under-served groups and immigrants, mental 
health providers must demonstrate awareness of 
this history to patients who may bring it up while 
actively challenging its long-ranging impacts on 
an administrative level.

 High Rates of Trauma and Variable 
Clinical Presentations: The Need 
for Cultural Humility

The mental health needs of immigrant patients 
depend on a variety of factors, including the con-
text resulting in their migration, their migratory 
journey, legal status in the United States, level of 
acculturation, family, and other social support. 
Due to sociopolitical factors, nearly all immi-
grants in the United States will experience a cer-
tain level of discrimination and will be more 
likely to belong to a low socioeconomic house-
hold and to experience unemployment. 
Additionally, almost all immigrants will have 
experienced a certain level of family separation, 
as most have left extended family in their home 
countries. The concepts of acculturation, accul-
turative stress, and assimilation will also be felt 
to some extent by all immigrants, potentially 
affecting their mental health. Depending on the 
severity of factors such as financial stress, rac-
ism, and discrimination, the negative impact may 
be higher in some individuals than others.

Although all immigrants experience the above 
stressors in some form, there is a differentiation 
between immigrants whose journeys were not 
forced and those who migrated to the United 
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States fleeing violence or persecution. Asylum 
seekers, refugees, exiles, and unaccompanied 
immigrant children have high rates of traumatic 
experiences that span their pre-migratory, peri- 
migratory, and post-migratory process. Rates of 
PTSD, depression, and anxiety disorders are 
higher in recently resettled refugees compared to 
their non-war-affected counterparts. Estimates 
show that one in five refugees of war may experi-
ence psychiatric illness such as depression, anxi-
ety, or posttraumatic stress disorder (PTSD), 
even 5 years or longer after displacement (Fazel 
et  al. 2005). Exiles, or individuals barred from 
their country often due to political reasons, are a 
special population that has been under-studied. 
Matos et al. (2008) found that a quarter of adult 
Cuban exiles self-reported symptoms of trauma 
and depression, more than 60% reported frequent 
thoughts related to the family separation and 
emotional distress experienced during the pro-
cess of becoming exile.

Unaccompanied children are an especially 
vulnerable group in the immigrant population. 
Minors tend to migrate unaccompanied by a care-
giver due to home or community violence, threat 
of war, threat of recruitment as child soldiers or 
enslavement, or after the death of their guardian 
(Ehntholt and Yule 2006). These children have 
high rates of peri-migratory trauma, with studies 
documenting that up to one-third had a history of 
sexual trauma prior to their migration to the 
United States (Betancourt et al. 2012). They are 
also at higher risk of experiencing traumatic 
experiences during their migratory journey 
(Women’s Refugee Commission 2012), during 
their stays in refugee camps (Rothe et al. 2002), 
and during the initial period of resettlement 
(National Immigrant Justice Center et al. 2014). 
This is a highly vulnerable immigrant population 
that has been found to present with higher levels 
of psychological distress when compared to 
accompanied immigrant children, with up to 30% 
of them experiencing PTSD (Betancourt et  al. 
2012).

Children who have been separated from their 
families, as was increasingly seen after the zero- 
tolerance policy went into place under the Trump 
administration, have been found to have high lev-

els of anxiety and depression compared to immi-
grant children who did not experience family 
separation (Suarez-Orozco et  al. 2011). 
Additionally, even if the child is reunified with 
their natural family, they may experience further 
traumatic experiences through reunification- 
related stress. Changes in family composition 
and dynamics, as well as the possibility that the 
caregivers may feel guilty or ashamed of allow-
ing the child to migrate independently, could 
impact the caregivers’ ability to validate the 
child’s emotional distress upon reunification.

Factors such as age, gender, legal status, 
socioeconomic level, English proficiency, and 
migration history may impact the clinical presen-
tation of immigrants. These factors not only 
affect the way patients express symptoms and 
their needs but also clinicians’ ability to engage 
the patient, take a thorough history, display 
empathy, and address mental health needs as one 
would with non-immigrant patients.

 Culturally Tailored Treatments

A concept in health care that can help clinicians 
to provide high-quality mental health care for 
immigrants and refugees is cultural humility, 
which guides clinical practice by encouraging 
learning about a person’s identity in their own 
words (Tervalon and Murray-García 1998). The 
principle behind this concept is to understand 
that “culture” does not imply a fixed identity or 
body of discrete traits. Instead, cultural factors 
are perceived as an ever-changing system of 
notions and actions that persons can choose from, 
shaped by the specific social context in which it 
is generated. However, it is not possible to predict 
the beliefs and behaviors of individuals solely 
based on their cultural background (Hunt 2001). 
Knowing as much as possible about a person’s 
background is highly valuable, but it is not neces-
sarily useful without a simultaneous process of 
self-reflection and commitment to lifelong learn-
ing in which clinicians become comfortable let-
ting go of the false sense of security that 
stereotyping brings. This process mediates 
enough flexibility and humbleness for clinicians 
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to recognize when they do not know or under-
stand their patient’s belief system. Understanding 
the cultural background of others using humility 
as an approach instead of as a mastered subject 
and searching for resources that might facilitate 
this understanding can make a significant differ-
ence in the rapport of clinicians with their immi-
grant patients and enhance the quality of the 
treatment they obtain (Cabán-Alemán 2017). For 
detailed discussion in this regard, please also see 
chapter “Cultural and Linguistic Competence”.

Cultural adaptations of evidence-based psy-
chotherapeutic treatments have been created and 
found to be helpful in addressing mental health 
needs of refugees and immigrants. Cognitive 
behavioral therapy interventions have been 
adapted to meet the cultural needs of immigrant 
populations with positive results in symptom 
reduction of certain conditions. The Integrated 
Intervention for Dual Problems and Early Action 
(IIDEA) is a ten-session intervention that incor-
porates cognitive therapy and mindfulness to 
address symptoms of depression, anxiety, post-
traumatic stress, and co-occurring substance use 
problems. This intervention has been studied in 
Latinx immigrants with positive outcomes in 
mental health symptoms and significant improve-
ments in mindful awareness, therapeutic alliance, 
and illness self-management (Fortuna et al. 2020; 
Alegria et al. 2019).

Multiphase model of psychotherapy (MMP) 
and counseling, social justice, and human rights 
are culturally responsive interventions that aim to 
address the unique challenges of refugees. It 
incorporates psychotherapeutic concepts to 
address trauma and the psychological responses 
seen with pre-migratory stress, displacement, 
acculturation, and the patient’s cultural conceptu-
alization of mental illness and recovery. 
Additionally, MMP engages the clinician in 
assessing their own personal biases and political 
countertransference, which makes this a unique 
intervention (Bemak and Chung 2015; Chung 
et al. 2011).

For children and their families, therapeutic 
modalities must be adept to assess family struc-
ture and functioning. Cognitive behavioral ther-
apy (CBT) for traumatic stress has been studied 

as a school-based, multi-level CBT intervention 
that includes individual and group psychoeduca-
tional components addressing acculturation 
stress and cultural trauma. It is delivered by edu-
cators and mental health providers and has been 
found to reduce symptoms of PTSD and depres-
sion in immigrant youth (Kataoka et  al. 2003). 
Narrative exposure therapy, studied in the 
Netherlands, is another intervention that has 
demonstrated positive effects in addressing 
symptoms of trauma in child immigrants (Schauer 
et  al. 2011). It incorporates storytelling of the 
child’s life, opening up the opportunity to narrate 
multiple traumas as these children oftentimes do 
not have one index trauma. This process pro-
motes habituation of emotional responses when 
discussing trauma and improves insight into the 
relationship between past traumatic experiences 
and current psychological functioning. Child- 
parent psychotherapy has been found to be effec-
tive in addressing mother-child attachment 
(Lieberman and Van Horn 2008).

A psychotherapeutic model to address refugee 
child mental health needs in the context of 
humanitarian crises has been previously described 
by Rothe (2008). It includes three main aims: (1) 
to decrease hyperarousal symptoms and protect 
the patient’s neuroendocrine system, (2) to help 
the patient construct a cohesive narrative of 
events during the peri-traumatic period, and (3) 
to enable the clinician to be an advocate for the 
refugee children and their families. Personal 
empowerment, connecting patients to commu-
nity agencies, and psychoeducation are key com-
ponents of this approach that aims to create a 
strong foundation as the patient and their families 
continue to navigate challenging situations 
requiring psychological agility and adaptation.

Predictors of treatment outcomes for refugees 
with PTSD have been identified, although data is 
limited. Factors associated with improvement in 
symptoms included higher baseline symptoms, 
high level of functioning, young age at arrival to 
host country, full-time employment, and reuni-
fied family status (Sonne et al. 2021). Prevention 
and treatment models that incorporate commu-
nity members, a multidisciplinary team, and sys-
tems of care approach have been shown to be 
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effective in addressing the mental health needs of 
immigrants and refugee youth (Abdi 2011). 
Approaches that include validation, mutual sup-
port, and the processing of common migration 
and adaptation experiences have been found to be 
protective (Abdi et al. 2012).

 Practical Applications 
in Community Mental Health Care

 Addressing the Social Determinants 
of Health for Immigrants 
and Refugees

When developing and implementing 
community- focused interventions to address the 
mental health of persons that are or were refu-
gees or immigrants, it is very helpful to have an 
ecological perspective that focuses on multiple 
levels of context. This includes the microsystem 
or immediate environment of the patient (e.g., 
living situation, family, school, work), the eco-
system around the microsystem (other formal 
and informal social structures), and the macro-
system (economic, political, legal, and other 
social systems) that together affect a patient’s 
health and development, emphasizing improve-
ment of fit between patients and their 
environments.

Poverty, racism, and migration-related stress 
are social determinants of the mental health of 
immigrants and refugees. Attention to these 
social determinants arguably eclipses even neces-
sary primary and behavioral health care, as it 
critically affects basic survival and well-being. 
Interprofessional collaborations are crucial to 
provide effective mental health treatment and 
address the needs of immigrant communities 
(How et  al. 2017). These collaborative services 
must include a very wide range of human ser-
vices, usually led by community-based organiza-
tions, including those that are faith-based. Such 
services must include legal support, vocational 
development, nutritional or dietary services, 
housing assistance, English as second language 

resources, tutoring, and access to any public enti-
tlements that could be available.

 Clinical Applications and Advocacy

Cultural and structural humility assist mental 
health practitioners to become culturally and 
structurally competent, as they help recognize 
how social, cultural, and structural determinants 
result in inequities and shape health and illness 
before, during, and after the clinical encounter 
(Metzl and Hansen 2014). The clinical model of 
“affirmative practice” is a key approach for serv-
ing immigrant and refugee populations. 
Originating from work with LGBTQI communi-
ties, affirmative practice refers to a range of mod-
els that serve to create supportive healthcare 
environments in which individuals can safely 
express their identity, with the services they 
receive acknowledging and countering the 
oppressive contexts people often experience in 
more conventional care (Mendoza et  al. 2020). 
Therefore, affirmative care with immigrant and 
refugee individuals includes practicing with cul-
tural humility to understand beliefs, values, and 
strengths while also validating that social dispari-
ties, discrimination, and racism have an impact 
on well-being. Some examples of how to culti-
vate affirmative care practices include working 
collaboratively with communities in services 
planning; paying attention to the relevant and 
central aspects of cultural, social, and political 
narratives; honoring and facilitating an under-
standing of patients’ expressed needs, priorities, 
and preferences; identifying sociocultural factors 
that influence care; and engaging supportive cul-
tural networks (Mendoza et al. 2020). No matter 
how well-educated psychiatrists and other behav-
ioral health clinicians are, one cannot expect cli-
nicians to fully understand a patient’s culture and 
experience of oppression or to have the ability to 
predict their social needs. Therefore, structural 
and cultural humility are imperative, further 
reducing clinician unconscious bias and facilitat-
ing affirmative practice.
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 Optimizing Clinical Skills: 
Sociopolitical Countertransference 
and Vicarious Trauma

Experiences of systemic oppression may result in 
distrust of the healthcare system. Patients who 
are mistrustful of a medical provider, system, or 
treatment options may present as disengaged or 
guarded and have challenges adhering to clinical 
recommendations. Structurally and culturally 
competent clinicians ought not to interpret these 
presentations as signs of patient disinterest or 
inability to engage with treatment. Instead, one 
must engage in trauma-informed care that incor-
porates a sociopolitical lens, enabling the patient 
to express their needs in their own way and to 
take their time in trusting and engaging with a 
recommended treatment plan. Struggling with 
this often arouses negative countertransference.

Simultaneously, mental health clinicians may 
find themselves having to comply with unrealis-
tic clinical service expectations, particularly in 
settings where vulnerable populations such as 
asylum seekers, refugees, and immigrants are 
encountered. Overly full clinic days, limited 
resources to address the social determinants of 
health, and limited availability of support and 
supervision by peers can result in the moral 
injury associated with burnout. Specifically, in 
the clinical care of migrants and refugees, clini-
cians can be vulnerable to displacing frustrations 
with the system in which they work onto patients, 
creating emotional or cognitive barriers to fully 
engage in the care of patients with such complex 
presentations and circumstantially high need. 
Clearly, countertransference is a tool that cannot 
be ignored, and it offers potential opportunity to 
advocate for systemic change.

Another dimension of countertransference is 
the role of vicarious trauma: the experience of 
exposure to trauma through the narratives of the 
patients we treat. This must be taken into consid-
eration when treating vulnerable populations 
such as migrants, asylum seekers, and refugees. 
Vicarious trauma has been associated with nega-
tive outcomes such as compassion fatigue and 
lack of intimacy, as well as positive outcomes 
such as vicarious posttraumatic growth (Rizkalla 

and Segal 2020). Adequate training and supervi-
sion can support a clinician’s ability to maintain 
mental well-being while working with trauma-
tized patient populations (Finklestein et al. 2015). 
Clinicians inspired to work with migrants, refu-
gees, and asylum seekers can find unique oppor-
tunities to engage in meaningful work as they 
learn clinical skills and systems-based practices 
necessary to serve this population. Some oppor-
tunities include participation in national organi-
zations within psychiatry, such as the American 
Psychiatric Association and its Council on 
Minority Mental Health and Health Disparities, 
and the minority caucuses. As medical trainees, 
one can also become involved with the national 
organization Physicians for Human Rights, 
which trains physicians to assess and document 
trauma and torture to support asylum seeker’s 
claims in immigration court. A team approach 
can be helpful to prevent the negative outcomes 
from vicarious trauma, foster the use of sociocul-
tural and political conceptualization, and make 
the best use of trauma-informed care practices. 
Supervision and debriefing opportunities can 
decrease the mental load carried by mental health 
providers. Group and individual supervision can 
improve accountability, which is a necessary tool 
for mental health providers to maintain the use of 
trauma-informed care practices and reduce the 
negative effects of countertransference reactions.

 Conclusion

Provision of mental health treatment to migrants 
and refugees can be challenging within the cur-
rent medical system. Clinicians looking for 
opportunities to gain clinical, research, advocacy, 
and administrative skills needed to establish 
unique mechanisms and provide quality mental 
health care often find creative ways to find and 
engage in health equity work by seeking collabo-
rators and/or clinical models to learn from. 
Participation with community agencies serving 
this population and networking with mentors 
even outside our own institution are some ways 
one can acquire the knowledge and experience to 
serve this vulnerable population. However, all 
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mental health clinicians have an opportunity to 
optimize their clinical skills when working with 
migrant and refugee populations by practicing 
the skills and clinical approaches presented in 
this chapter. It is also important to understand 
how the sociocultural-political climate and result-
ing policies can negatively impact immigrant and 
refugee patients’ mental health. It is within the 
purview of the mental health field to engage in a 
higher level of community and political engage-
ment to advocate for policy changes and cultivate 
models of care that aim to reduce or extinguish 
the barriers to care that patients often face.
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Transforming Mental Health 
Systems and Programs

Michael F. Hogan and Wesley E. Sowers

There is nothing more difficult to take in hand, 
more perilous to conduct, or more uncertain in its 
success, than to take the lead in the introduction of 
a new order of things. Because the innovator has 
for enemies all those who have done well under the 
old conditions, and lukewarm defenders in those 
who may do well under the new. This coolness 
arises partly from fear of the opponents, who have 
the laws on their side, and partly from the incredu-
lity of men, who do not readily believe in new 
things until they have had a long experience of 
them. (Niccolo Machiavelli 1513)

 Introduction

Some things don’t change. Machiavelli’s obser-
vation is as true today as it was in 1513. As we 
contemplate an update of this chapter for this sec-
ond edition of the Handbook/Textbook of 
Community Psychiatry, the final report of the 
President’s New Freedom Commission on 
Mental Health (NFC; New Freedom Commission 
2003) can again be used to model the processes 
of “transformational” change. As we look for 
ways to improve our systems of care, how to 
achieve that kind of significant change remains a 
vexing problem for advocates and for anyone 

who accepts responsibility in a mental health 
program or system.

The work of a presidential commission is 
scarcely a typical example of a mental health 
leadership challenge or management problem, 
but the processes employed were not markedly 
distinct from efforts that take place on a more 
modest scale. Short-term task forces, special 
committees, and work groups happen all the time 
at every level of the mental health system—both 
within organizations and across them. Any pro-
fessional or advocate interested in change is 
likely to participate in such an effort, and many of 
us will lead one. Examining the processes, suc-
cesses, and limitations of the NFC’s work offers 
a framework for other efforts to implement new 
systems to improve the outcomes of services. It 
may also illuminate the challenges of ongoing 
leadership in mental health organizations and 
systems. The chapter will also use some findings 
from the Innovation Diffusion and Adoption 
Research Project (IDARP) (Panzano and Roth 
2006; Panzano et al. 2005). This was a multi-year 
study of change in mental health organizations—
specifically the factors associated with success in 
launching and successfully completing a change 
(the adoption of one or more evidence-based 
practices) in community mental health agencies. 
And finally, some lessons from general manage-
ment and group dynamics are included to help 
provide guidance for change efforts. In the inter-
est of addressing contemporary challenges, we 
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will end the chapter considering some of the 
major issues facing mental health services today 
and some of the measures that have been taken to 
advance the implementation of related changes.

 A Framework for Leading Change: 
First, Identify Changes That Should 
Be Made That Can Be Made

Anyone leading a change effort must wrestle 
with the tension between what should be done 
and what can be done. Our positive instincts and 
much of the management literature challenge us 
to aim high; in discussing successful companies, 
Collins and Porras (1994) cite the importance of 
Big, Hairy, Audacious Goals (BHAGs). But aim-
ing high in improving mental health care does not 
guarantee success. Indeed, the history of mental 
health reform in the United States is that lofty 
aims are often defeated. Political scientists 
Marmor and Gill (1989) pointed out that the 
demands of good care for people with mental ill-
ness and the realities of the American political 
system clash in a way that suggests that truly suc-
cessful reforms are unlikely in this country. Good 
mental health care requires coordination and 
integration of services, demanding a shared 
approach across levels of government (federal, 
state, local) and across areas of governmental 
responsibility (e.g., mental health and health 
care, housing, income support policies). Yet the 
nature of American democracy, with its focus on 
balanced powers and divided responsibilities, 
mitigates against strong action—especially on 
behalf of a politically weak minority like people 
with mental illness.

Some of the more notable efforts to reform/
transform mental health care in America illus-
trate this problem. Dorothea Dix championed 
construction of asylums for people with mental 
illness in the nineteenth century, winning the pas-
sage of legislation establishing a national con-
struction program for state asylums in 1854. 
However, President Franklin Pierce vetoed the 
bill as an unwarranted exercise of federal powers, 
setting a lukewarm tone for federal leadership on 
mental health that has persisted until the present. 

Reforms that followed were often limited or 
compromised. For example, the community men-
tal health center (CMHC) program proposed by 
President Kennedy sought to establish local com-
munity centers across the country. But the CMHC 
program was only partially and weakly imple-
mented and bypassed the state agencies respon-
sible for mental health care. Centers that received 
funding were given 7-year start-up grants rather 
than ongoing support, and by the time the pro-
gram was converted to a block grant to the states 
in 1981, only a fraction of the needed centers had 
been established. Another example is seen in the 
1980 Mental Health Systems Act. This legisla-
tion seemed an exception; it provided national 
leadership to improve mental health care based 
on strong recommendations of President Carter’s 
mental health commission. However, the legisla-
tion lasted only about a year; it was eviscerated in 
President Reagan’s first budget. The balance of 
powers inherent in American democracy makes 
changing mental health care—at the federal, 
state, or local level—a challenging proposition. 
In this context, finding a balance between what 
should be done and what can be done is a particu-
larly important consideration in changing mental 
health services. President Bush made this balance 
explicit for the NFC, saying in his speech 
announcing the effort “the commission will make 
recommendations that can be implemented, and 
they will be implemented” (Bush 2002a).

Selecting a target for change that is significant 
yet feasible is essential. The first part of this 
“change equation” goes to the heart of leader-
ship: what is it that should be done. In many 
cases of organizational change, the broad direc-
tion of change is prescribed. A higher authority 
may mandate that something is addressed. An 
incident may reveal a quality-of-care problem 
that must be corrected. But even in these situa-
tions, the target of change must be selected—and 
choosing this goal or guiding its choice is deli-
cate and important.

In clinical care, an assessment suggests what 
the treatment should be. As the Institute of 
Medicine noted in defining evidence-based prac-
tice (2001), treatments should be consistent with 
the best current research on care for a condition, 
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acceptable to the patient/consumer, and shaped 
by the practitioner’s skills and training. This 
framework has relevance for choosing the direc-
tion of change for organizations. Choosing a 
direction for change in organizations is as critical 
a decision as choosing the right treatment in clin-
ical care. Change for a mental health organiza-
tion must move the organization in a valued 
direction, consistent with the evidence about the 
prevalence and distribution of need, and those 
interventions that are effective. Certainly, there 
are alternative directions that might be suggested: 
the way we’re used to doing things, the approach 
that is easiest, or the path of least resistance. But 
the task of leadership is to frame a direction that 
is right in terms of current knowledge and our 
best values. One aspect of leadership responsibil-
ity is to consider emerging scientific knowledge. 
For example, there is a substantial new knowl-
edge of the effectiveness of targeted preventive 
interventions, especially for children (O’Connell 
et al. 2009). Leaders should use this knowledge 
to shape approaches to care.

The other considerations in the IOM’s defini-
tion of evidence-based practice are also relevant 
to organizational change. Just as a treatment must 
be acceptable to an individual—considering per-
sonal preferences and cultural norms—the direc-
tion of change in an organization must be 
acceptable to the organization itself (e.g., the 
staff and board) and also to key players in the 
environment (funders, partners, advocates). 
Launching a program that is desirable but which 
no one will pay for is scarcely a wise decision. 
And, just as treatments must be delivered in a 
fashion consistent with a clinician’s skill set and 
training, the changes taken on by an organization 
must be feasible for that organization in terms of 
current capabilities. Of course, the ultimate goal 
of the chosen strategies may be to improve or 
expand the capabilities of the organization, but 
leaders must recognize that this objective can 
only be realized in a step-wise manner.

Similar factors are crucial in the decision- 
making process to determine whether or not to 
adopt an evidence-based practice. The Innovation 
Diffusion and Adoption Research Project 
(IDARP) suggested that significant decisions in 

an organization often involve accepting substan-
tial risk. Leaders must weigh the value of change 
to their organization and assess whether it can be 
successfully implemented. An organization’s 
capacity for change can be bolstered by experi-
ence; earlier successes in making changes 
increase an organization’s willingness to try and 
ability to make changes (Panzano and Roth 
2006). The study also indicates that an organiza-
tion’s capacity and willingness to make change 
can be increased via actions that leaders can take: 
creating an environment conducive to learning, 
promoting a positive management attitude toward 
change, and dedicating resources to the change 
process. These findings illustrate a central facet 
of change—leadership is central, and what lead-
ers do or don’t do makes a difference.

The challenge of proactive leadership is not 
simply to dictate a direction for change that 
“works” in the mind of the person in charge. 
Defining a direction—like launching a course of 
treatment—involves a dialogue and collaborative 
process with the participants. The leader must 
have a good idea about the general direction but 
must also orchestrate the change process to bring 
people along, expand their vision of what is 
acceptable, and build capabilities and confidence 
to make the change. Some of the tactics used dur-
ing the NFC process should be relevant to shap-
ing and sizing the direction of change in local or 
statewide efforts.

 Engage Shareholders in Return 
for Their Support

In the case of the NFC (and other similar pro-
cesses), this meant meeting individually as well 
as collectively with all the major mental health 
advocacy organizations. Eager for input, they 
agreed to work together to submit ideas for con-
sideration and generally pledged their support. 
The support of these organizations and the gen-
eral lack of contentiousness that resulted created 
a “safe space” for the NFC to do its work while 
informing the commission about considerations 
that would make recommendations more accept-
able. Dialogue with shareholders is an essential 
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step while launching a change effort. Often, men-
tal health constituents are as concerned about 
whether they are consulted as they are about 
many details of change.

 Engage Key Administrators 
and Decision-Makers in Advance 
of the Recommendations

The key officials to engage depend on the context 
of the change effort you are involved in (e.g., 
local or statewide, internal to an agency or pub-
lic). With the NFC, engagement meant a round of 
meetings with senior federal officials in the par-
ticipating agencies and with members and senior 
staffers of Congress. In this process, the limits of 
influence were painfully clear. While involved 
White House staff and leadership in the Substance 
Abuse and Mental Health Services Administration 
(SAMHSA) were very supportive, there was no 
mandate to other federal agencies to commit to 
policy change, and support from the different 
agencies varied. And the general reaction from 
Congress—aside from some activist leaders—
was “This is an initiative of the Administration. 
We’ll wait and see if it amounts to anything. If it 
does, they’ll make recommendations, and we’ll 
decide. Meanwhile we’re working on our 
agenda.” It is important to recognize and inform 
those who have power even when proposed 
changes seem peripheral to their main concerns. 
These efforts may have limited value in the short 
term, but gaining buy-in is essential in any change 
effort where preparation must lead to action.

 Managing the Change Process: 
Timing, Process, and Organization

Timing is everything in change. Just as in a game 
of chess, every change scenario has a beginning, 
middle, and end. Different tactics must be 
employed in the different stages of change, and 
different success factors are involved in each. In 
the beginning, the leader must set the direction, 
develop expectations and boundaries, and create 
a management process to get the work done. In 

the middle of a change process, the work must be 
carried out while unanticipated issues are dealt 
with—without losing focus or momentum. In the 
end game, the transition to the implementation 
phase must be planned and executed, and an 
orderly ending to the change process itself 
achieved and celebrated.

 The Beginning or Opening Phase 
of a Change Process

In the beginning stage, as in the opening of a 
chess game, the possibilities are wide open. 
Based on a strategy and direction, the leader 
makes the initial moves that establish a strong 
position while expending the minimum neces-
sary resources. An example from the NFC pro-
cess was using time in the very first commission 
meeting to focus on the recently completed 
Surgeon General’s report (1999). A presentation 
by senior scientific editor of the report (Howard 
Goldman MD), at a time in the process when 
members were eager to become a working group 
and get started on their task, led to a quick agree-
ment to use the Surgeon General’s report as a 
foundation. This was an efficient way to establish 
a good direction and conserved energy that might 
have been wasted in reviewing countless other 
issues and reports. It allowed the NFC to move 
forward quickly. Participants in a change process 
are often quite willing to reasonably defer to the 
leader on many issues at the beginning and taking 
advantage of this while launching change is 
essential.

A key activity in the early stage of any change 
effort is to develop a clear plan and approach to 
get the work done. For example, establishing 
subcommittees to work on specific aspects of the 
desired change provides an efficient structure for 
completing a plan. The subcommittees provide a 
framework that can be used to set deadlines and 
accountability for key tasks. Members of the 
committee can chair or co-chair a subcommittee, 
giving them ownership of the subcommittee 
work. Securing resources to do the work of 
change—which may involve tasks outside of an 
organization’s normal day-to-day activities—is 
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also essential. For example, appointed members 
of the NFC were generally local mental health 
practitioners, advocates, and administrators 
rather than national “policy wonks.” Therefore, 
consultants with a national perspective on each 
subcommittee’s topic were provided to advise 
members and provide an initial policy analysis 
for consideration. Because “fresh eyes” are fre-
quently valued, in many cases, the advice of 
experts from outside the organization is more 
highly valued than that of experts from within, 
even when an internal expert may be the more 
respected outside their own home base.

A final essential element of any change pro-
cess is to establish boundaries or norms for par-
ticipation. This may be accomplished via 
informal group meals to develop camaraderie or 
occasional supportive visits from higher leader-
ship emphasizing the need to work together and 
focus on the mission. Meeting individually with 
each of the committee members before getting 
started helps form an alliance and creates 
“buy-in.”

 The Middle Game

In chess, the major considerations for the middle 
game are to enhance your position while preserv-
ing resources. Similarly, in a change process 
effort, you must get the work done, manage 
resources, and deal with issues that emerge. Key 
issues in the middle of the NFC process were to 
maintain a very active liaison with constituen-
cies, keep work going on 15 subcommittees, and 
deliver an Interim Report (New Freedom 
Commission 2002) on time. The Interim Report, 
with its stark and candid assessment that “the 
system is a shambles,” communicated to stake-
holders that the NFC’s view of the system would 
be unsparing. It raised expectations for the final 
report and thus strengthened receptivity to the 
commission’s message. Transparency in disclo-
sure of a committee’s or work group activities 
will provide a foundation for an implementation 
process. This also allows the group to prepare for 
negative reactions and to plan more effectively 
for the roll-out of the plan.

Unexpected issues will arise in any change 
process. Adjustments must be made as events 
demand them. The middle part of a change pro-
cess within an agency or system—as opposed to 
a task force or commission—may be even more 
complex: timelines or commitment to the change 
effort may be threatened by the need to meet 
ongoing challenges. Assuring that there are ade-
quate resources to manage the change process is 
essential. These structures will encounter diffi-
culties if they depend entirely on voluntary con-
tributions of time by participants. Even adequate 
and comfortable space and refreshments are 
often meaningful to those who do donate their 
time. The provision of support staff to aid the 
work of the committee is an important element 
as well. In the case of the NFC, SAMHSA 
Administrator Charles Curie created an addi-
tional position of Deputy Executive Director and 
recruited a long- time colleague who was a strong 
manager of details. Additionally, he provided a 
budget for consultative and logistical support. 
Inevitably, a change process will include twists, 
turns, and demands that raise resource questions. 
Managing these is essential for the process to 
succeed.

 The End Game

Obviously one core challenge for the end stage 
of a change process—as in the game of chess—
is achieving closure, whether this means agree-
ment on a plan or recommendations or 
completing a report. This task may be made 
more difficult when participants have bonded 
and want to continue their work—even if the 
time has come to end the process. This dilemma 
is an aspect of normal group dynamics, which 
we will discuss later in the chapter—and can 
lead to conflict over recommendations that is due 
to less substantive disagreement and more to the 
fact that agreement means the end of the process. 
Another challenge in any change process is to 
manage the transition from planning change to 
implementing it. This was a group process chal-
lenge for the NFC because the commission was 
explicitly time limited and had no role in imple-
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mentation. But it also meant the end of the work 
was the end of the effort.

Learning from other change efforts can help in 
planning the end game. A lesson for the NFC 
leadership was that work products from Carter’s 
mental health commission subsequently cata-
lyzed change, sometimes in a fashion that went 
beyond formal recommendations. Koyanagi and 
Goldman (1991) described how issues discussed 
during the Carter commission were carried on by 
federal staff and advocates, finding their way into 
the government’s National Plan for the 
Chronically Mentally Ill. Implementation of 
these actions led to many incremental but signifi-
cant changes in policy, even during the Reagan 
administration. The NFC tactic of multiple sub-
committees, each staffed by a consultant, was 
also an attempt to emulate this success. We hoped 
that candid subcommittee reports not subject to 
the federal “clearance” process could become 
part of a national advocacy strategy. This was 
only a partial success. For reasons that are still 
not clear, only 5 of the 15 subcommittee reports 
were published by SAMHSA. On the other hand, 
the consultants who had advised the subcommit-
tees retained intellectual property rights to their 
initial reports. Many were edited and submitted 
to the journal Psychiatric Services and published 
independently as policy papers—e.g., Cook 
(2006), O’Hara (2007). This kept the recommen-
dations alive in the mental health community.

Another tactic in wrapping up the planning 
phase of change is to ensure that recommenda-
tions have a “home” in an entity that can carry 
out implementation. In the case of the NFC, the 
Center for Mental Health Services (CMHS) in 
SAMHSA was charged with coordinating imple-
mentation activities and development of an 
“Action Agenda” for change. In their study of 
implementation success, Panzano et  al. (2005) 
found a range of factors that contributed to suc-
cess across the whole implementation period. 
These included consistent top management sup-
port (balanced by freedom in the organization to 
express doubts), availability of technical assis-
tance when needed, and dedicated resources—to 
assist with implementation and to monitor its 
effectiveness. In the end stages of planning a 

change, these issues must be considered in the 
transition to implementation.

 Group Process as a Vehicle 
and Metaphor of Change

Mental health services and the mental health sys-
tem—like human groups and organizations gen-
erally—are complex, “open systems.” The 
behavior of complex systems is unpredictable 
and counterintuitive. Actions that appear strong 
may fail because they lead to strong resistance 
(e.g., passage of the Mental Health Systems Act), 
while apparently “weak” actions can lead to sub-
stantial change…if they are the right actions at 
the right time in the right place (Senge 2006).

While the complexity of human systems and 
attempting to change them is daunting, mental 
health leaders interested in change are perhaps 
better prepared than many realize. This is because 
group work is a common element in mental 
health treatment, and the fundamentals of group 
dynamics are perhaps the core competencies of 
change. Interactions in groups (work groups, 
committees, task forces) are a dominant part of 
organizational life and the heart of any change 
process. We must bring the skills of group leader-
ship to the challenges of leading change. While a 
broad review of group dynamics is beyond the 
scope of this chapter, illustrating several funda-
mental elements of task group behavior will dem-
onstrate the centrality of group leadership skills 
in the change process.

Students of group behavior know that some of 
the most important initial work on the behavior 
of groups working on a task was conducted by 
Wilfred Bion. Psychoanalyst Bion’s observations 
of group dynamics were based on observation 
and experience with psychotherapy groups. 
Nonetheless, his observations are deeply relevant 
to all human groups including leadership teams 
and corporate boards. Bion (1948) concluded that 
human groups can only be understood if one 
appreciates that there are really two “groups” 
functioning at the same time. The portion of the 
group’s energy devoted to the work he described 
as the task group, while other group energies 
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form the “basic assumption group,” referring to 
the emotional—and perhaps unconscious—
aspect of the process. This portion of any group’s 
activities may be devoted, for example, to depen-
dency (“who’s in charge here, why are we meet-
ing?”) or fight-flight (e.g., the group delays 
beginning its work or refuses to come to closure 
because doing so might end the work and thus the 
group’s existence).

Bion’s observations are fully in play in any 
change process that involves groups, committees, 
or meetings—in short in any change process. The 
most obvious—yet often ignored—implication is 
that leaders must pay attention to the unconscious 
and emotional side of groups if they are to func-
tion effectively. Efforts to build friendship, trust, 
and working relationships pay off in productivity 
and the quality of the work. While the NFC’s 
leadership used a number of conscious efforts to 
build group identity, an unscripted example from 
the process of the NFC illustrates the byplay 
between the emotional side of a group’s work and 
the task side. The example has to do with how the 
term “transformation” became the consensual 
rallying cry of the commission.

Surrounded by flip charts in a long and 
exhausting meeting near the end of the NFC’s 
work, the discussion turned to how to frame or 
label the changes that the group was calling for. It 
was an exhausting discussion. The term “reform” 
seemed old and tired. State-level change efforts 
have used terms like California’s “realignment,” 
but these didn’t resonate deeply. Many ideas 
were raised and abandoned. The group was tired. 
After a long discussion, in a moment of pregnant 
silence, SAMHSA Administrator Charley 
Curie—interestingly, the only social worker 
member of the commission, asked “what about 
transforming the system?” The Commission 
quickly and by acclimation decided on “transfor-
mation” as a descriptor of change.

How does this story serve as an example 
understanding group dynamics as a framework 
for change? The choice of “transformation” as a 
theme by the Commission members was a classic 
example of group decision-making and of leader-
ship. For various reasons, partly political und 
unknown to most members, Charley Curie 

wanted to use the term “transformation” in the 
report. We are often in this position, wanting to 
get our key idea included in a decision. How does 
one know how to achieve this? The story offers a 
good example. Solutions offered early in a deci-
sion process will often be passed over, often for 
reasons that illustrate Bion’s distinction between 
“task” and “basic assumption” dynamics. A 
group that has not “formed” (either early in a pro-
cess or early in a specific meeting) is unlikely to 
evaluate a suggestion based on its merits. Even if 
the conversation seems like a rational evaluation 
of the proposal, what may be going on is likely 
more reflective of an unconscious exercise in 
group formation. The effective leader will help 
the group form a healthy identity, providing an 
opportunity for everyone to be heard/feel a part 
of the process. (I am constantly surprised how 
much the simple step at the beginning of a group 
process asking people to share who they are, and 
what they bring to/expect from the work, helps 
normalize group behavior.) Also, because of the 
basic assumption dynamics present in every 
group, suggestions made by the leader are espe-
cially significant. Substantive suggestions made 
by formal leaders early in the process will often 
be adopted—or rejected—based on a seemingly 
superficial discussion. The underlying issue is 
not the content of the proposal but a group forma-
tion problem. So leaders must be careful about 
their role in introducing content. In the case of 
the NFC, Curie played a very low-key role as an 
equal member of the group rather than as the 
administrator of the lead federal agency 
(SAMHSA). This, ironically, made his role as a 
commission member more effective.

The other lesson in this little episode has to do 
with timing. In a group process, since emotional/
basic assumption forces are often dominant, 
when ideas or solutions are introduced has a lot 
to do with how the group receives them. It is said 
that Henry Kissinger was a master negotiator and 
that one of his tactics was to hold very long nego-
tiating sessions with plenty of water on the 
table—which he would not drink. Somehow, 
ideas offered near the end of a meeting are more 
likely to be accepted simply because the group is 
ready to end/move on. Kissinger’s ploy simply 
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strengthened the impulse. Curie’s timing illus-
trated how an idea offered at the right time is 
likely to be accepted. So the NFC chose the term 
“transformation” in part because it was right but 
in part because it was offered at the right time in 
the right way by a leader—who happens to have 
had plenty of experience running treatment 
groups! Leaders must be aware of both the basic 
assumption and task aspects of group process and 
address both to achieve good decisions that are 
well accepted.

 Implementation

We have focused on the process of identifying the 
subject for change and developing proposed solu-
tions. In many ways the next step of implementa-
tion is an even greater challenge. Implementation 
requires a much broader buy-in and consensus 
building among often disparate stakeholders. The 
interests of these stakeholders are not always 
aligned in a way that facilitates an alliance. In the 
case of the NFC, its mandate did not include 
implementation. That task was assigned to vari-
ous administrative entities at the federal, state, 
and local levels. After nearly two decades, the 
record is mixed. Leadership responsibility for 
coordinating federal follow-through fell to the 
Center for Mental Health Services (CMHS), 
which convened federal agency staff to develop 
an “Action Agenda” focused on implementation 
activities. A series of major grants to selected 
states provided several million dollars annually 
over a 5-year period and focused on an array of 
activities motivated by the commission’s report. 
Seven state grants were awarded in the initial 
cycle, and two more grants followed in a second 
cycle, but outcomes in these states were uneven, 
and it is unclear whether these grants made a sig-
nificant difference for implementation. In any 
case, support for implementation dwindled with 
changes in the federal administration after 2004.

The major impact of the commission’s activi-
ties in the years since appears to have been 
in  local communities and programs where the 
themes of recovery have resonated with most 
stakeholders. One example of this is the 

Allegheny County Coalition for Recovery 
(ACCR), an advocacy organization in Pittsburgh, 
Pennsylvania, that has evolved around this theme 
since its inception in 2001 (ACCR 2022). The 
mission of the ACCR is to “increase awareness of 
behavioral health recovery and to promote the 
use of recovery principles and practices in behav-
ioral health services in Allegheny County.” The 
ACCR brought together the full array of behav-
ioral health stakeholders to participate in the evo-
lution of the service system to the 
recovery-oriented care paradigm. It consists of 
five working committees: (1) public awareness, 
(2) education, (3) quality improvement, (4) col-
laborative for recovery dialogues, and (5) child 
and family. Each of these committees is co-
chaired by a provider and a person in recovery or 
family member, and a Steering Committee pro-
vides oversight and governance. Through the 
work of these committees, the ACCR has devel-
oped a variety of materials and events that pro-
mote recovery and reduce the stigma associated 
with EH issues. Some of those accomplishments 
include (1) Guidelines for Developing Recovery 
Oriented Behavioral Health Systems, (2) 
Principles for Recovery Oriented Service 
Planning, (3) Consumer- Provider Dialogues: 
Guidelines for Preparation, (4) Recovery 
Education Tool-Kit, (5) Position Statement on 
the Universality of Recovery Principles, (6) 
Words Matter: A Guide for Using Person-First 
Language, (7) Recovery Walks, (8) Recovery 
Festivals, and (9) Cultural Sensitivity Training.

The ACCR is supported by county funds along 
with the Peer Support and Advocacy Network 
(PSAN) and Consumer Action Response Team 
(CART). PSAN provides a resource center for 
persons in recovery, a peer-to-peer warmline, and 
a peer professional training program (PSAN 
2022). CART is a peer-administered evaluation 
program that surveys those who use services and 
provides feedback to the county’s providers 
(CART 2017). These organizations have pro-
vided direction to providers of clinical services 
and has held them accountable for adherence to 
the model. They have markedly increased the 
voice of people in recovery in the administration 
of services (Sowers). Many other states and 
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counties across the country have orchestrated 
similar transformations, largely inspired by the 
work of the NFC.

A key factor in sustaining the progress of such 
initiatives is commitment from leadership and 
stable financing. There are numerous examples 
of programs that are developed with the assis-
tance of a demonstration grant from federal or 
state behavioral health administrations that are 
very successful over the period of the funding but 
are not sustainable due to their inability to gener-
ate revenue under current reimbursement mecha-
nisms (see chapter “Financing of Community 
Behavioral Health Services”). Implementation of 
these programs should include plans for 
sustainability.

 Contemporary Opportunities 
for Transformation

Despite the progress we have witnessed over the 
past 20 years, many challenges and opportunities 
remain in our systems of care. Several of the 
goals developed by the NFC have not yet been 
adequately addressed and will require ongoing 
efforts for implementation. The six goals set out 
in the recommendations were:

 1. Recognition that mental health is a critical 
determinant of overall health.

 2. Mental health care is driven by service users 
and families.

 3. Disparities in mental health are eliminated.
 4. Early screening and assessment of mental 

health is in place.
 5. Excellent care is delivered, and research is 

accelerated.
 6. Technology is in place to allow access to men-

tal health care and information.

A thorough examination of progress on each 
of these goals is beyond the scope of this chapter, 
but it is worth looking at few areas in which prog-
ress has been made. An underlying issue that is 
determinant of the fragmentation and disparities 
identified by the NFC is the profit-driven system 
that is a uniquely American paradigm for financ-

ing services. In many cases, this has a direct 
impact on clinical decision-making and the inten-
sity of services provided (see chapter “Financing 
of Community Behavioral Health Services”). 
One result of this structure has been extremely 
expensive care that fails to provide good out-
comes. It is estimated that the United States 
spends at least twice as much of its GDP for 
health care as other developed countries, but 
most indicators of population health are much 
lower (Sowers 2022). Another way of expressing 
this is that our systems deliver a very low value 
product (i.e., Value = Quality/Cost).

Clearly, some transformation processes will 
take much longer than others, and while solutions 
may be ready for implementation, resistance to 
change holds them in abeyance until a critical 
event occurs. Since the 1990s there has been rec-
ognition that the costs of health care were becom-
ing prohibitive. The profit-driven solution to this 
situation was to control costs of care by control-
ling access to it, resulting in the rise of managed 
care organizations and the development of medi-
cal necessity criteria (MNC) while also often 
stressing high-volume demands on behavioral 
health practitioners. However, this created an 
adversarial relationship between payers and pro-
viders, with the former managing resources and 
the latter managing treatment and services. Over 
time this dynamic has done little to reduce the 
cost of care, with quality of care diminishing in 
the eyes of many stakeholders. Historically, 
MNC have been most often proprietary tools that 
were perceived to serve the interests of the 
 commercial insurers who drafted them (Shoyinka 
2020).

In reaction to these circumstances, more equi-
table and clinically informed methods for finding 
the right balance between the quality of care and 
prudent use of resources have been viewed as 
needed. The development of the American 
Society of Addiction Medicine’s Patient 
Placement Criteria (ASAM-PPC) in 1991 
attempted to create a standard and a process to 
guide decisions regarding the level of care needed 
for people with addictive disorders (ASAM 
2022). Now in its third edition, it’s been used 
broadly and mandated in several states. This 
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advancement has been accomplished through 
steady promotion by that organization and fierce 
advocacy from substance use treatment 
providers.

Similarly, in 1996, the American Association 
for Community Psychiatry (AACP) released a 
tool to manage value in mental healthcare sys-
tems. The Level of Care Utilization System for 
Psychiatric and Addiction Services (LOCUS) is a 
clinical assessment instrument that quantifies 
intensity of needs via numeric ratings. These rat-
ings are then used to match needs to one of six 
levels of service intensity. LOCUS integrated a 
consideration of co-occurring substance use and/
or physical health problems into its dimensional 
ratings along with social determinants of health 
(see chapter “Creating Value: Resource and 
Quality Management”). While both LOCUS and 
ASAM-PPC made steady progress through the 
first two decades of the twenty-first century, it 
was not until the 2018 decision by the ninth cir-
cuit court of CA in the suit of Wit v. United 
Behavioral Health that demand for these profes-
sionally developed criteria rose sharply. In that 
decision, both of these systems were recognized 
as professional standards. In response to this 
demand, organizations have attempted to meet 
them through the development of training and 
supportive materials, promotion of derivative 
tools, the formation of partnerships with profes-
sional organizations, and development of soft-
ware to integrate with EMRs and facilitate 
clinical workflows. This transformation in the 
paradigm for making decisions about who gets 
what care helped advance all six of the NFC’s 
goals, fertilized by a court decision and subse-
quent state legislative action mandating their use.

Another example of transformation that was 
set in motion by a critical incident is the multi- 
variant assault on structural racism and other 
forms of discrimination within behavioral health 
systems. Although it has long been recognized 
that significant disparities exist between the 
health of minority populations (Blacks in particu-
lar) and that of Caucasians, cultural and struc-
tural competencies were given little attention in 
training programs, and the effects of both explicit 

and implicit biases remained problematic. The 
police killing of George Floyd in 2021, and the 
subsequent attention paid to other unjustified 
killings of Black people at the hands of both 
police and civilian vigilantes, gave additional 
impetus to the Black Lives Matter movement and 
significant reexamination of discrimination and 
structurally supported racism within behavioral 
health systems. Residency training programs 
have increasingly sought to incorporate more 
aspects of social justice and social determinants 
of health, which has been so central to the iden-
tity of community psychiatry. In 2021 the AACP 
developed the Self-Assessment for Modification 
of Anti-Racism Tool (SMART), which facilitates 
the process of scrutinizing practices within orga-
nizations that sustain disparities and the devalua-
tion of minority stakeholders (Talley et al. 2021).

Several other areas ripe for transformative 
agendas are identified in other sections of this 
book. Chapter “Population Health, Prevention, 
and Community Psychiatry” lays out the need to 
extend this mainstay of community psychiatry 
into the curricula and consciousness of all of psy-
chiatry. Other products of the profit-driven sys-
tem are the accessibility constraints and often 
traumatic encounters the people seeking services 
often experience. Chapter “Inspiring a 
Welcoming, Hopeful Culture” describes how 
providers can offer services that are inviting and 
respectful. The integration of primary and behav-
ioral health care has been initiated but still needs 
to become the mainstay of primary health care 
(see chapter “Integrated Care and Community 
Psychiatry”). Climate change and disaster 
response will become increasingly important in 
the years ahead, and it is not unlikely that our 
survival will depend on it. These issues are con-
sidered in detail in chapters “Climate Change: 
Impact on Community Mental Health” and 
“Disaster Victims and the Response to Trauma” 
of this book. Both ends of the political spectrum 
have recognized that our carceral systems gener-
ate and exacerbate mental illness and societal 
health (see chapter “Collaborative Reduction of 
Criminal Justice Involvement for Persons with 
Mental Illness”).

M. F. Hogan and W. E. Sowers
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 Conclusion

Leading change in mental health services and 
systems is a paradox. On the one hand, every 
change process is unique to a particular time, 
place, and culture. On the other, there are patterns 
which can be learned and approaches that can be 
mastered to greatly increase the chances of suc-
cess. This chapter has reviewed some principles 
of change. A crucial initial factor is choosing 
change targets and goals that are both relevant 
and achievable.

Timing is a crucial variable in any change pro-
cess. Actions to be taken at the beginning, in the 
middle, and near the end of a change process must 
fit the stage of change; each phase presents dis-
tinct challenges and opportunities. Finally, group 
processes are at the heart of every organization 
and change effort. This is a comforting realization 
for mental health professionals who usually have 
training in group work. With attention and prac-
tice, the techniques in group leadership can be 
applied to work groups and change processes. 
Research on change in mental health agencies—
specifically on the adoption of evidence- based 
practices by community programs—is also com-
forting. Many factors determined to influence the 
success of change are common sense.

“Transformation” has become more popular 
as a term for change since the NFC used the term 
in its 2003 report. It is probably appropriate as a 
label for change since it implies both substantial 
reform—surely still needed in mental health—
and an approach that is not necessarily top-down 
or structural. Transformative change affects not 
just process or structure but alters how things are 
done. Like the process of recovery from mental 
illness, transformative change is a journey and a 
process that alters the nature of things. By 
approaching the task of change armed with 
knowledge and tools, we can accelerate it and 
achieve more lasting results.

References

AACP (2016) The Level of Care Utilization System 
(LOCUS) Available at: http://communitypsychiatry.
org/resources/locus, Accessed April 5, 2022

ACCR (2022) Allegheny County Coalition for Recovery, 
Available at: http://coalitionforrecovery.org/commit-
tees/ Accessed April 4, 2022

ASAM PPC (2022) A brief history of ASAM Criteria PPC 
2R, Available at: https://paulearley.net/articles/asam- 
criteria/ppc- history, Accessed April 5, 2022

Bion, W.  R. (1948). Experiences in groups, Human 
Relations (I–IV). 1948–1951, Reprinted in 
Experiences in Groups (1961).

Bush, G.W. (2002a), Speech announcing President’s New 
Freedom Commission on Mental Health. Albuquerque, 
NM, April 29, 2002

Bush, G. W. (2002b), Executive order 13263 of April 29, 
2002. Federal Register, 67, (86) Friday, May 3, 2002.

CART (2017) The Consumer Action Response Team 
2017 Annual Report, Available at: https://www.allegh-
enycountyanalytics.us/wp- content/uploads/2018/06/
CART- 2017- Annual- Report- Final- Draft.pdf Accessed 
April 4, 2022

Collins, J., and Porras, J. (1994) Built to last: Successful 
habits of visionary companies. New  York: Harper 
Collins.

Cook, J.A. (2006) Employment barriers for persons 
with psychiatric disabilities: Update of a report for 
the President’s Commission. Psychiatr Serv, 57: 
1391 – 1405.

Department of Health and Human Services. Mental 
health: A report of the surgeon general. Rockville, 
MD: author, 1999.

Institute of Medicine. (2001) Crossing the quality chasm: 
A new health system for the 21st century. Washington, 
DC: National Academy Press.

Koyanagi, C., and Goldman, H. H. (1991) The quiet suc-
cess of the national plan for the chronically mentally 
ill. Hosp Community Psychiatry 42:899–905.

Machiavelli, N. (1513) The Prince, translated by 
N.H.  Thomson. Vol. XXXVI, Part 1. The Harvard 
Classics. New York: P.F. Collier & Son, 1909–14.

Marmor, T.  R. and Gill, K.C. (1989) The political and 
economic context of mental health care in the United 
States. Journal of Health Politics, Policy and Law. 
14(3):459–475

New Freedom Commission on Mental Health, (2003) 
Achieving the Promise: Transforming Mental Health 
Care in America. Final Report. DHHS Pub. No. SMA- 
03- 3832. Rockville, MD: 2003.

New Freedom Commission on Mental Health, (2002) 
Interim Report to the President. Department of Health 
and Human Services, Rockville, MD

O’Connell, M.  E., Boat, T., and Warner, K.  E. (2009) 
Preventing Mental, Emotional, and Behavioral 
Disorders Among Young People Progress and 
Possibilities. Washington, D.C.: The National 
Academies Press

O’Hara, A. (2007) Housing for people with mental illness: 
Update of a report to the President’s New Freedom 
Commission. Psychiatr Serv, 58: 907–913.

Panzano, P. and Roth, D. (2006). The decision to adopt 
evidence-based and other innovative mental health 
practices: Risky business? Psychiatric Services, Vol. 
57, pp. 1153–1161.

Transforming Mental Health Systems and Programs

http://communitypsychiatry.org/resources/locus
http://communitypsychiatry.org/resources/locus
http://coalitionforrecovery.org/committees/
http://coalitionforrecovery.org/committees/
https://paulearley.net/articles/asam-criteria/ppc-history
https://paulearley.net/articles/asam-criteria/ppc-history
https://www.alleghenycountyanalytics.us/wp-content/uploads/2018/06/CART-2017-Annual-Report-Final-Draft.pdf
https://www.alleghenycountyanalytics.us/wp-content/uploads/2018/06/CART-2017-Annual-Report-Final-Draft.pdf
https://www.alleghenycountyanalytics.us/wp-content/uploads/2018/06/CART-2017-Annual-Report-Final-Draft.pdf


722

Panzano, P., Seffrin, B., Chaney-Jones, S., Roth, D., 
Crane-Ross, D., Massatti, R, and Carstens, C. (2005) 
The innovation diffusion and adoption research proj-
ect (IDARP): Moving from the diffusion of research 
results to promoting the adoption of evidence-based 
innovation in the Ohio mental health system. New 
Research in Mental Health (16). Columbus, OH: Ohio 
Department of Mental Health

PSAN (2022) Peer Support and Advocay Network, 
Available at: http://www.peer- support.org/ Accessed 
April 4, 2022

Senge, Peter M. (2006) The fifth discipline: the art and 
practice of the learning organization.: Random House, 
London

Shoyinka S, (2020) Innovative financing, Chapter 6  in 
Seeking value: balancing cost and quality in psychiatric 
care, Sowers and Ranz Editors. APPI Washington, DC

Sowers W, Trenney K, Knickerbocker S, and Schwartz 
M (2022 in press) The Voice of Recovery, Chapter 5 
in the Textbook of Administrative Psychiatry, Saeed 
S Editor. American Psychiatric Association Press, 
Washington DC

Talley RM, Shoyinka S, Minkoff K; (2021) The Self- 
assessment for Modification of Anti-Racism Tool 
(SMART): Addressing structural racism in commu-
nity behavioral health; Community Ment Health J 
57(6):1208–1213. https://doi.org/10.1007/s10597- 
021- 00839- 0. Epub 2021 May 23.

M. F. Hogan and W. E. Sowers

http://www.peer-support.org/
https://doi.org/10.1007/s10597-021-00839-0
https://doi.org/10.1007/s10597-021-00839-0


723

Program Evaluation

Alison R. Thomas, Erinn E. Savage, 
Kathleen Hodgin, and Robert Savage

 Introduction

In the nine  years since the first edition of this 
book was published, the field of program evalua-
tion has expanded substantially, as has the culture 
of accountability and data-driven decision- 
making. Such growth is evident in federal and 
state legislation, the emphasis on evidence-based 
practice in all professions, the requirement for 
evaluation officers for federally funded projects, 
and reporting to oversight and accrediting bodies 
(such as the Centers for Medicare and Medicaid 
Services, CMS). Accordingly, the need for dem-
onstrating quality outcomes for community psy-
chiatry and public mental health programs is 
more important than ever.

Yet adoption of robust program evaluation 
efforts varies widely across community mental 
health providers. While most laborers in the men-
tal health field are conscientious and diligent in 
providing high-quality services, proving this and 
linking service delivery to desirable outcomes 
can be challenging. Not only must community 
mental health providers have a working knowl-

edge of the core tasks of program evaluation, but 
they must also adhere to the spirit of accountabil-
ity and continuous quality improvement inherent 
in modern program evaluation.

Broadly, four main trends characterize the 
modern conceptualization of evaluation. First, 
outcome-based evaluations increasingly focus on 
the best practice indicators that can be measured 
objectively. Although values and culture are 
important and necessary ingredients for organi-
zational success, the worth of a program is now 
typically measured via operationalized (i.e., spe-
cifically defined) variables. Second, evaluations 
should include a diversity of outcomes, selected 
from a range of perspectives. This includes, but is 
not limited to, the groups that receive services, 
organizational leadership, and financial concerns. 
Third, organizations should take a diverse, inclu-
sive, and collaborative approach to evaluation. 
This trend is reflected in program evaluation 
standards that recommend engaging a full range 
of program stakeholders in all steps of the evalu-
ation process and may include administrators, 
support personnel, service recipients, and 
funders. Fourth, and perhaps the most difficult to 
put into practice, is the movement toward con-
tinuous quality improvement. Program evalua-
tion, in this sense, should be incorporated as part 
of an iterative cycle that occurs on a regular basis. 
This trend emphasizes that evaluation practices 
are intended to improve process and outcomes, 
not just serve as data collection. Such integration 
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can be challenging because it typically involves 
cultural transformation, championed by 
 organizational leadership, that becomes incorpo-
rated into the already crowded daily practice of 
frontline clinicians and staff (Schalock et  al. 
2014).

The mechanics of program evaluation can be 
daunting and will become moreso as the field of 
program evaluation expands with more nuanced 
methodologies and recommendations. In fact, the 
growth is so significant that, to fully review the 
wealth of available literature, theory, and texts 
would be impossible. This chapter aims to pro-
vide a summative review with the intention that 
all professionals who are involved in community 
mental health will be able to engage with the 
material and benefit from the discussion. To start, 
a recommended framework will be reviewed, fol-
lowed by considerations particularly relevant to 
community mental health in the current climate, 
a review of the basic theory and key components 
of program evaluation, a description of the most 
common types of program evaluation, and, 
finally, a discussion of possible sources of data 
and data analysis.

 The CDC Framework for Program 
Evaluation

In response to the growing need for regular, valid, 
and integrated program evaluation in public 
health organizations and the lack of a standard-
ized practice, the CDC developed a framework 
for program evaluation in public health settings 
(US Dept. of Health and Human Services Centers 
for Disease Control and Prevention [CDC] 1999). 
Since its inception, the framework has become 
one of the most common models for program 
evaluation in many settings because it is manual-
ized and openly available. The CDC Framework 
“is a practical, non-prescriptive tool, designed to 
summarize and organize the essential elements of 
program evaluation” (CDC 1999, p.  4). It pro-
vides a six-step structure that revolves around the 
four quality standards of designing and using 
evaluation (see Fig. 1):

 1. Engage stakeholders
 2. Describe the program
 3. Focus the evaluation design
 4. Gather credible evidence
 5. Justify conclusions
 6. Ensure use and share lessons learned

In this framework, the standard of utility refers to 
the usefulness of the information to the intended 
users of the evaluation. Feasibility holds evalua-
tors accountable for being realistic, efficient, and 
diplomatic in their evaluation design. Ethical and 
legal behavior is encompassed in the standard of 
propriety, along with holding the welfare of the 
program stakeholders in mind. Evaluators are 
expected to be accurate in their findings as well 
as in their dissemination of the findings, includ-
ing particular attention to the manner in which 
meaning can vary depending on which stake-
holder group is receiving the information (see 
Gill et al. 2016 for an interesting summary and 
discussion of the cultural context of program 
evaluation).

While the guidelines suggest that the actual 
process may not be linear, a step cannot be con-
sidered complete until the prior steps are com-
plete. For example, in practice, an organization 
may simultaneously engage stakeholders and 
describe the program. However, a program 
description would not be considered complete 
without input from all the stakeholders who will 
be participating in the evaluation. The self-study 
manual and additional resources are available at 
the CDC website: www.cdc.gov/eval/index.htm.

The CDC Framework utilizes logic models for 
describing a program (step 2). Logic models, to 
be explained in more detail further below, are 
visual depictions of how intended outcomes are 
related to the program activities (CDC 1999). 
Logic models are not meant for program design, 
but to capture the important program activities 
and link their relationship to intended outcomes. 
The program description, or logic model, is 
intended to help organizations focus the evalua-
tion on the outcome(s) of most importance.

A. R. Thomas et al.
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Fig. 1 CDC Framework 
steps and standards 
(CDC 1999, p. 4)

 Considerations

 Community Mental Health

Evaluation in the community mental health set-
ting is often complicated by issues related to con-
sumer participation, limitations in measurement 
and funding, and the fragmentation of healthcare 
systems. Community care often involves a wide 
range of stakeholders (e.g., providers, adminis-
trators, peer specialists, advocacy groups) who 
may value aspects of a program differently, and 
evaluations may be difficult to conduct when 
these stakeholders have conflicting goals. 
Gathering such information from relevant stake-
holder groups prior to implementation can help 
address uncertainties early, increase buy-in, and 
inform selection of optimal implementation strat-
egies (Cabassa et  al. 2015). Further, though 
involvement of stakeholders in evaluations is 
often viewed positively, lack of clarity surround-
ing stakeholder role and level of expertise may 
diminish the credibility of findings. Studies have 
shown that findings are considered more credible 
when an evaluation is controlled by dedicated, 

trained evaluators vs. stakeholders, though this 
effect is reduced when stakeholder credibility is 
perceived as higher. Thus, stakeholder involve-
ment should be considered carefully in evalua-
tions and, when included, must be characterized 
clearly, as this information will better inform 
readers and may enhance credibility of findings 
(Jacobson and Azzam 2018).

In addition to the coordination of multiple 
organizations and stakeholders, any single orga-
nization is often composed of multiple smaller- 
scale programs. By paying attention to five areas, 
such organizations can overcome the challenges 
associated with choosing a specific focus and 
structuring results such that they are useful for all 
elements of a complex system. First, organiza-
tions must create a shared operational definition 
among all programs for outcomes of importance 
to ensure data is comparable across sites. Second, 
measures of change should be considered care-
fully as programs may be implemented and mea-
sured differently across sites; building common 
measures, such as magnitude of change, can use-
fully reduce or eliminate this challenge. Third, 
programs should provide sites with a specific 
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reporting form to facilitate aggregating results 
across sites. Fourth, threading evaluation- 
oriented activities throughout daily practice can 
increase engagement in the evaluation process 
more organically. Finally, making research cen-
ters readily available to practice organizations 
can reduce the difficulty translating research into 
practice (e.g., state health departments; Nesbit 
et al. 2018).

Additional challenges in community mental 
health derive from consumer engagement. 
Community mental health clinics typically serve 
vulnerable populations with a diverse range of 
mental and physical health needs in addition to 
socioeconomic disadvantages. High rates of 
appointment no-shows, low consumer access to 
resources (phone/Internet, transportation, etc.), 
and other difficulties such as limited literacy and 
language barriers may make surveys and other 
forms of measurement efforts especially chal-
lenging to implement. Cognitive deficits and 
other impairments may also interfere with some 
individuals’ ability to engage appropriately. 
Thus, tailoring evaluation methods to the target 
population that both anticipates and adapts to 
potential barriers to consumer engagement is key.

Despite increasing pressure for its greater 
incorporation, the use of quality improvement 
measures across mental health care remains lim-
ited. Although many measures are available, few 
are endorsed nationally due to similarity among 
measures, poor translation from research to prac-
tice, and limited supporting evidence for their 
role in improving the quality of care (Pincus et al. 
2016). Scarcity of measures addressing some 
components of patient-centered care (such as 
mental health recovery) creates further problems. 
Further, information on the complex needs rou-
tinely encountered in community practice (e.g., 
housing, employment, education, etc.) is often 
not well integrated into mental health data sys-
tems, a task likely requiring intensive coordina-
tion across service providers (Kilbourne et  al. 
2018). In addition to development of a stronger 
evidence base, more coordinated investment and 
leadership are needed to guide quality measure-
ment efforts, integration of data systems to pro-
vide more information on quality of care, and 

increased collaboration with consumers and staff 
in promoting quality improvement (Pincus et al. 
2016). Limitations in quantitative measurement 
create inherent difficulty in choosing and assess-
ing what is valued in mental health care; integrat-
ing both qualitative and quantitative methods 
may help overcome some of these limitations 
when evaluating community mental health pro-
grams (Luchins 2012).

Considerable constraints in resources and 
funding, including for evaluation, present further 
obstacles to mental health programs. A case study 
by Aby (2020) showcases the difficulty of imple-
menting and sustaining primary care integration 
within a community mental health center after 
the end of federal grant support. Aby (2020) 
identified several barriers the center confronted, 
including inconsistencies in defining integrated 
care across the organization, lack of ongoing 
training and support in application of evidence- 
based practices (EBPs), discrepant regulations 
and policies associated with separate Medicaid 
funding streams for mental health and substance 
use treatment, and difficulties in changing orga-
nizational culture surrounding staff roles and 
communication. Case study findings suggested 
the need for increased staff flexibility, stronger 
interdisciplinary teamwork, and ongoing train-
ing, alongside systemic changes to promote con-
gruence across agency and government 
regulations for patient care (Aby 2020). Further, 
the siloed nature of many mental health clinics 
and service providers can impede evaluation 
efforts. Depending on the target outcome, evalu-
ations may require extensive collaboration with 
other organizations that are involved in meeting 
the complex needs of community mental health 
consumers (e.g., charitable agencies, primary and 
specialty healthcare clinics, local resource pro-
viders, etc.).

 Cultural Competency

Just as cultural competency is emphasized in the 
delivery of services, cultural competency is 
equally important in program evaluation and 
development. Such efforts must consider the role 
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of culture in order to be useful. In 2014, the 
Centers for Disease Control and Prevention 
(CDC) developed a guide for conducting pro-
gram implementation and evaluation through a 
culturally competent lens (Gill et al. 2016). The 
guide recommends that evaluators prioritize 
including typically underrepresented groups in 
studies, communicate using terms with which 
communities involved in the program are famil-
iar, explicitly define cultural competence as a 
component of the evaluation, and attempt to 
involve a diverse group of evaluators (Gill et al. 
2016).

More broadly, cultural competency is essen-
tial (but not sufficient) for addressing the many 
health disparities faced by minorities. In the 
United States, health disparities for ethnic and 
racial minorities  are well documented (Fiscella 
and Sanders 2016), and made more obvious by 
the disproportionate impact of the COVID-19 
pandemic on Black, Latino, and Native American 
communities (Fortuna et  al. 2020). Regarding 
mental health treatment specifically, individuals 
from racial and ethnic minority groups utilize 
services less often than whites, which has been 
attributed to several barriers such as cost, stigma, 
and language barriers. The 2014 National 
Healthcare Quality and Disparities Report, con-
sidered the most comprehensive measure of 
health disparities in the United States, found one 
of the largest disparities for Blacks, Hispanics, 
and Asians to be in the “treatment for depression 
among individuals with major depressive disor-
der” (Fiscella and Sanders 2016). Disparities in 
mental health treatment by individuals from his-
torically oppressed groups may be underreported 
due to their pre-existing expectation of poorer 
care (Luchins 2012). In other words, when com-
pleting satisfaction surveys, individuals from 
racial and ethnic minority groups may report a 
higher quality of care, not because the care was 
necessarily satisfactory, but because their expec-
tations for care were lower, compared to that of 
white consumers. This completion bias should be 
considered by program evaluators both when 
developing measures and analyzing outcome 
data.

 Review of Purpose and Theory 
of Program Evaluation

Program evaluations seek to answer a range of 
questions, which are the principal guide for 
choosing the type of evaluation and analytic 
approach. Needs assessments compare and iden-
tify the gaps between an existing situation and 
the desired condition (Altschuld and Watkins 
2014). Such assessments typically examine a tar-
geted population to determine the presence, 
extent, characteristics, and effects of a problem 
for which a program is intended to address. For 
example, an evaluator for a program seeking to 
increase local access to mental health care may 
conduct a needs assessment to determine how 
many people within a certain community are 
unable to access care, identify characteristics of 
those individuals, and articulate the most com-
mon barriers. Once needs are identified, causal 
analysis and prioritization of needs alongside 
consideration of available assets and capacities 
then provide crucial information for potential 
solutions. Needs assessments are essential in 
defining a problem and laying groundwork for 
program development and implementation. 
Therefore, needs assessments usually occur in 
early stages of program development but may be 
embedded within evaluation of ongoing pro-
grams (Altschuld and Watkins 2014).

Interest in and evaluation of programs’ theo-
retical underpinnings have grown from simply 
seeking to understand whether or not programs 
work, to also understand how they work. A pro-
gram’s theory is the conceptual foundation of 
how a program will reach its intended outcome 
(i.e., change mechanisms) and is assessed via 
program theory evaluation. Such evaluations 
focus on the adequacy or validity of a program’s 
theory, (i.e., whether a program as designed has 
the potential to reach its intended outcome) and 
may identify program improvements, inform 
future evaluations, or point to alternative inter-
ventions. Evidence remains mixed about the 
practical value of program theory evaluation 
(Coryn et al. 2011). Nonetheless, program theory 
evaluation continues to grow. Often depicted 
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graphically in diagrams or displayed in tables, 
program theories illustrate relationships between 
program processes (inputs, actions, and outputs) 
and outcomes (expected changes).

Logic analysis, a popular methodology, uti-
lizes existing scientific knowledge to test the 
soundness of a program’s theory through the fol-
lowing steps: (1) create a logic model to depict 
the particular program theory in question, (2) 
form a conceptual framework based on the exist-
ing evidence or expert guidance, and (3) evaluate 
the program theory by comparing the program as 
designed to the framework derived from scien-
tific knowledge (Brousselle and Champagne 
2011). Logic models are particularly useful for 
programs that utilize multiple activities to target 
an outcome or set of outcomes, such as public 
health or mental health problems which rarely 
have a single etiology. These models range 
widely from relatively simple and linear formats 
to more complex, contextualized models 
informed by systems thinking, with the latter 
having received increasing emphasis more 
recently. Notably, different groups of stakehold-
ers will require different levels of detail. The 
CDC manual for a self-evaluation gives the 
example of a big picture (i.e., simplified) logic 
model (Fig. 2) for funding stakeholders who do 
not require implementation details.

 Common Types of Program 
Evaluation

 Implementation Evaluation 
and Program Fidelity

Implementation evaluation is a complex form of 
program evaluation designed to determine 
whether a program is being implemented as 

intended (Schalock et  al. 2011). Two types of 
implementation evaluation include formative 
(used to guide the developmental stages of a pro-
gram) and summative (used to evaluate the pro-
gram once it has been implemented and typically 
addresses several outcomes) (Smith and Hasan 
2020). The widespread call for utilizing EBPs 
has necessitated an increase in implementation 
evaluation. Several oversight groups and mental 
healthcare systems have engaged in efforts to 
systematically implement EBPs, often in partner-
ship with researchers and other program stake-
holders (Hermann et  al. 2006b). Several issues 
impact the implementation of EBPs at the indi-
vidual, organizational, and societal level, most 
notably the challenge of translating science into 
practice (Schalock et al. 2011; Schoenwald et al. 
2011).

In community mental health, implementing 
evidence-based practice most commonly refers 
to treating patients with empirically supported 
treatments (ESTs). A well-researched EST dem-
onstrating positive results in the research setting 
cannot be expected to produce the same results in 
clinical practice if the treatment is not imple-
mented in the intended manner (e.g., if the clini-
cian does not follow the treatment manual 
properly). Thus, implementation evaluation 
requires that evaluators measure program fidelity, 
which is “the degree to which a particular pro-
gram follows…a well-defined set of interven-
tions and procedures to help individuals achieve 
some desired goal” (Bond et al. 2000). In other 
words, fidelity refers to how well an intervention 
implemented in the clinical setting matches the 
intervention as it was intended (Hill et al. 2007). 
Several studies examining fidelity to Assertive 
Community Treatment (ACT), a commonly used 
treatment in community mental health, have indi-
cated that higher fidelity is associated with more 

Fig. 2 CDC basic program logic model (CDC 2011, p. 27)
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positive outcomes, including decreased hospital-
izations, less time in the hospital, and greater 
treatment retention (McGrew et  al. 1994; 
McHugo et  al. 1999). Research has indicated 
that, even when provided with a manualized for-
mat, administrators often make changes to treat-
ment, even though they report knowing they 
should not (Hill et al. 2007). Thus, reliable mea-
sures that assess fidelity are important and can be 
impactful. The National Institute of Mental 
Health (NIMH) has acknowledged the impor-
tance of fidelity assessment and has increased 
funding aimed to develop fidelity measures that 
will examine treatment integrity and monitor out-
comes (NIMH 2011). Effective program fidelity 
monitoring can be incorporated into feedback 
systems for continuous improvement and evalua-
tion at multiple organizational levels (Schoenwald 
et al. 2011).

Modified observational coding systems, prac-
titioner reports, and client reports are all impor-
tant for efficiently and effectively measuring 
fidelity in the delivery of evidence-based psycho-
therapy. Fidelity measures should be both effec-
tive (i.e., accurately measure what they intend to 
measure) and efficient (i.e., simple to adminis-
ter). Effectiveness is accomplished by using well- 
validated measures, but because the development 
and administration of such measures are both 
labor and cost-intensive, fidelity assessment can 
be inefficient (Schoenwald et al. 2011). This inef-
ficiency makes fidelity assessment in the “real 
world” an ongoing challenge, which isn’t surpris-
ing given that fidelity measures were originally 
designed and used entirely for research.

As their purpose has expanded for use in 
implementation evaluation in non-research set-
tings, fidelity measures have become more “high 
stakes,” impacting decisions about program fund-
ing and even the hiring and firing of personnel 
(Schoenwald et  al. 2011). Regarding cost effi-
ciency, remote fidelity assessments (i.e., con-
ducted via phone) can be as effective as on-site 
assessments, which significantly lowers cost and 
increases accessibility to fidelity assessment for 
settings with limited resources (Rollins et  al. 
2017). Effective, efficient, and accessible fidelity 
measures are essential to the advancement of 

both EST research and to ensuring a high level of 
care in community mental health settings (Teague 
et  al. 2012; Schoenwald et  al. 2011). However, 
strict treatment fidelity may not be the best prac-
tice when working with culturally diverse 
patients; rather, providers can use their observa-
tions in clinical work to inform research ques-
tions, with the goal of ultimately improving care 
(Weisner and Hay 2015).

 Outcome-Based Evaluation

In addition to exploring needs and theory, evalu-
ations can be used to assess intervention imple-
mentation to determine whether it is delivered as 
intended. This can help organizations avoid 
unnecessary use of resources, address unantici-
pated barriers in program application, and under-
stand why a program succeeded or may have 
fallen short. Community-based mental health 
programs are typically evaluated using such 
methods, namely, outcome-based evaluations 
(OBEs). The purpose of OBE is to evaluate 
whether these programs are providing adequate 
education, health care, and human services to the 
intended population and to report effectiveness 
and efficiency to program stakeholders (Roberts 
and Steele 2005; Schalock 2001). OBE helps 
programs and policymakers understand social 
problems affecting communities, the types of ser-
vices needed, service utilization, and effective-
ness of those services (Gowin and Millman 
1981). OBE can also provide information on ser-
vice outcomes (e.g., health and psychological 
outcomes) and patient satisfaction (Roberts and 
Steele 2005). Schalock et al. (2014) recommend 
that OBE be both collaborative (i.e., utilizing 
input from all program stakeholders) and integra-
tive (i.e., ongoing self-assessment that leads to 
continuous improvement).

Effectiveness analysis – one of the most com-
monly used OBE techniques – aims to evaluate 
whether the program has met the intended goals. 
Results are specifically intended to inform pro-
grammatic changes. This type of evaluation 
strives to be pragmatic, cost-effective, and practi-
cal. It reduces the ethical problems associated 
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with techniques that use experimental and con-
trol conditions (e.g., subjects in control condi-
tions may not receive active treatment). Typically, 
comparison designs are used, including compar-
ing people to themselves before and after treat-
ment, pre-post treatment exposure comparisons, 
or longitudinal status comparisons.

Of course, as the number of assumptions made 
by researchers increases, so too do limitations on 
the precision, certainty, and generalizability of 
the analysis. Despite these limitations, these 
analyses provide essential information that can 
be used for data-based management, reporting, 
and program change purposes (Schalock 1995, 
2001).

Impact evaluation is another OBE used to 
determine whether a given program made a dif-
ference as compared to either no program or an 
alternative program (Schalock 1995, 2001). 
Specifically, it aims to determine whether out-
comes can be directly attributed to the program 
(Gertler et  al. 2016). Ideally, an impact evalua-
tion will answer both whether the difference a 
program made is significant and whether that dif-
ference would have occurred in the absence of 
the program, both of which impact the decision 
to continue funding and operating the program in 
question (Schalock 1995, 2001).

Cost-effectiveness evaluation, the most com-
plex type of OBE, seeks to uncover whether a 
program’s impact is large enough to justify the 
cost of implementing the program. This form of 
OBE utilizes comparative analyses of varied 
treatment programs/models and related opera-
tional expenses in order to determine the most 
effective treatment relative to the cost of the pro-
gram (Wolff et al. 1997). For mental health care 
in particular, cost and resources required can vary 
drastically across programs, depending on fac-
tors such as treatment type, program setting, and 
type of provider. Several categories are consid-
ered when evaluating a program’s cost- 
effectiveness, including potential costs to the 
society when mental health difficulties go 
untreated (Shearer et al. 2016). Evidence of cost- 
effectiveness is increasingly necessary to secure 

funding (please see Rabarison et al. 2018, for a 
specific tool to support cost analysis).

Benchmarking is a form of OBE in which an 
organization utilizes existing data sets to com-
pare its operations to those of similar organiza-
tions. Fortunately, data sets that lend themselves 
to benchmarking are readily available in the 
United States. Most government-run and publicly 
funded agencies are required to provide open 
access to certain general information such as 
consumer demographics, services provided, 
accessibility, and spending. Programs collect this 
information and provide access to it through their 
websites, publications, and direct requests. 
National performance measurement guidelines 
(Ganju 2006) and international benchmarks of 
mental health care (Hermann et  al. 2006c) pro-
vide additional guidance. Financial and opera-
tional benchmarks can be used by organizations 
internally to set goals and target areas of quality 
improvement, as well as by external researchers 
seeking to identify the best practices in mental 
health (Rushing and Lefkovitz 2008). Historically, 
mental healthcare programs have suffered from a 
significant deficit in data. A 2006 project 
attempted to address this by developing several 
consensus-based, process-oriented measures 
from which benchmarks were developed 
(Hermann et al. 2006a). They looked at measures 
such as usage of several antidepressant treat-
ments, antipsychotic treatments, and mood stabi-
lizers. Six other measures involved follow-up 
visit parameters. They concluded that statistical 
benchmarks can be developed for quality-related 
data points and that incorporating such bench-
marks into quality improvement activities leads 
to better mental health care and improved con-
sumer outcomes (Hermann et al. 2006a).

Measurement-based quality improvement 
(MBQI) represents another type of OBE. Quality 
improvement and quality management efforts 
range from small projects of limited scope and a 
few key goals to more complex efforts in evaluat-
ing the structural, process, and outcome compo-
nents of quality of care (Donabedian 2005). 
National initiatives, funders, and oversight bod-
ies have largely promoted the growth of MBQI 
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implementation, and hospitals, clinics, insurance 
plans, and other mental health organizations have 
increasingly incorporated routine MBQI to sys-
tematically identify areas of concern and 
strengthen quality of care (Hermann et al. 2006b). 
Used to evaluate a wide variety of aspects of clin-
ical mental health care, MBQI measures can 
assess program structure (e.g., staff and facility 
characteristics), processes (e.g., degree of 
evidence- based practice), and outcomes (e.g., 
improvement in symptoms, quality of life; 
Kilbourne et  al. 2018). MBQI is also closely 
related to evidence-based practice implementa-
tion (EBPI; Hermann et al. 2006b).

Despite widespread calls for adoption of 
MBQI in mental health, it remains underutilized 
for several reasons, including the absence of an 
agreed-upon systematic method to measure qual-
ity of care and issues with validity of process 
measures. Weaknesses in policy and technologi-
cal infrastructure, gaps in evidence supporting 
mental health quality measures, and inconsistent 
training and support across professions present 
additional barriers to MBQI in mental health 
(Kilbourne et  al. 2018). More recently, efforts 
within the United States to bolster mental health 
MBQI (and EBPI) include the Veterans Health 
Administration’s informatics approach to 
improve mental healthcare quality and perfor-
mance (Schmidt et al. 2017), the increasing use 
of value-based payment models, utilization of 
mobile technologies, and initiatives from CMS to 
integrate mental health and primary care 
(Kilbourne et al. 2018).

 Goal-Free Evaluation

In contrast to the popular outcome-based evalua-
tions, there is a growing, but not new, interest in 
goal-free evaluation (GFE). First articulated by 
Michael Scriven in the 1970s, GFEs are carried 
out without any information regarding program-
matic goals with the purpose of supporting a 
broad range of potential outcomes. Scriven was 
concerned that with knowledge of intended out-
comes, relevant unintended outcomes may be 

overlooked. In the earliest iterations of GFE, 
evaluators purposely avoided any knowledge that 
could indicate the program’s goals, and evalua-
tion procedures often included a middle man 
between the evaluator and the program stake-
holders (Youker et  al. 2017). The four general 
principles of GFE are:

 1. Identify relevant effects to examine without 
referencing goals and objectives.

 2. Identify what occurred without the prompting 
of goals and objectives.

 3. Determine if what occurred can logically be 
attributed to the program or intervention.

 4. Determine the degree to which the effects are 
positive, negative, or neutral.

In a discussion of modern GFEs, Youker et  al. 
(2017) noted that, despite a lull in publications 
utilizing GFE, several methodologies that appear 
to be goal-free in spirit and “goal-dismissive” in 
practice have emerged more recently. They iden-
tified four goal-dismissive evaluation strategies 
(defined as strategies in which evaluators treat the 
intended outcomes with indifference when con-
structing evaluation goals): most significant 
change, outcome harvesting, participatory assess-
ment of development, and qualitative impact pro-
tocol (Youker et al. 2017).

The advantage of GFEs compared with 
outcome- based evaluations is that they exhibit 
less bias because the evaluator has less alliance 
with program stakeholders. The very purpose of 
GFEs is to avoid or consciously counter any 
information about intended outcomes that could 
emphasize some outcomes more than others. The 
strength of such a stance is a more accurate and 
broader evaluation. However, when determining 
evaluation aims, limited resources need to be 
directed toward questions that justify resources 
already spent toward specific outcomes, argue for 
further resources for intended outcomes, and per-
haps fulfill specific reporting requirements. Thus, 
GFE is much less utilized than OBE. When GFEs 
are used, they are typically performed in con-
junction with OBEs (Youker et al. 2017).
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 Data Sources

We have discussed a range of methodologies for 
program evaluation. Some methodologies auto-
matically utilize certain sets or types of data. For 
example, program fidelity and implementation 
evaluations have standardized variables and mea-
sures to assess the target outcomes (both targets 
of the intervention and alignment of activities 
with the manual). When using a methodology 
without prescribed data sources or procedures, 
such as impact evaluation, programs and evalua-
tors have a range of options. Two common 
sources of data are surveys and databases (e.g., 
administrative data, federal or state databases). 
As programs become increasingly data-driven, 
large databases are growing in all dimensions. 
Similarly, the emphasis on consumer experience 
has led to a plethora of survey measures, as well 
as tools for collecting that data.

Surveys are a direct method for gathering 
feedback from program stakeholders, are typi-
cally less time-intensive than interviews, and 
tend to be simple to administer and relatively 
cheap. However, using survey data comes with 
two potential sources of bias: nonresponse bias 
and response bias. Nonresponse bias is intro-
duced when survey nonresponders share some 
kind of common trait that relates to their choice 
not to participate. For example, when giving a 
satisfaction survey at a community mental health 
center, patients who are not satisfied with their 
treatment may be more likely to decline to par-
ticipate than those who are satisfied. Thus, survey 
results will be skewed toward higher levels of sat-
isfaction. Response bias refers to errors in data 
that result from the manner in which participants 
respond to the questions, which arises when the 
meaning of questions is ambiguous and changes 
over time or when participants are motivated to 
respond a certain way to influence how the inter-
viewer/raters feel about the participant (i.e., 
social desirability bias) or themselves (e.g., rat-
ing providers highly to spare their feelings). Even 
anonymous surveys do not necessarily eliminate 
biases based on how the participant feels (Barnow 
and Greenberg 2019).

Administrative databases are often used to 
access data related to financial matters, demo-

graphics, and a wide range of other information 
(e.g., insurance, work status). Moreover, admin-
istrative databases exist at nearly all levels of 
organizations, whether you need data about a 
specific hospital or clinical program, a state-wide 
system, or a federal program. The primary chal-
lenge of administrative databases is noncoverage. 
Evaluators have no control over what data was 
collected or how the variables are defined, such 
that a specific outcome of interest may not be 
gathered in the database or that the outcome is 
assessed differently in the database than suits the 
purpose of the evaluation. For example, one study 
accessed unemployment insurance (UI) data at 
the federal level to assess the impact of a training 
voucher program on earnings. They compared 
survey data to administrative data and found that 
survey data indicated a statistically significant 
impact and administrative data did not. They 
explored possible explanations and noted that the 
UI database does not include data for some job 
statuses, such as self-employment, multiple jobs, 
work that is out of state, and working while 
receiving lower UI (Moore et al. 2019). Evaluators 
should use multiple sources of data and remem-
ber that outcome and impact are not always the 
same (e.g., examining the outcome of employ-
ment status does not speak to the impact on 
earnings).

 Data Analysis

Evaluators use data analysis to make sense of and 
communicate data with program stakeholders. 
Though analytical methods in evaluation have 
largely been informed by social science’s use of 
randomized controlled trials, the complexity of 
evaluating multidimensional programs over time 
often renders such methods inappropriate in real- 
world settings (Gao et al. 2019). Keeping in mind 
this possible challenge, many methods of analy-
sis are available for evaluators to examine and 
interpret program data, and the evaluation ques-
tions are central in guiding the choice of analytic 
method (Treasury Board of Canada, Secretariat 
1998). Descriptive statistics are commonly used 
to summarize and compare quantitative (i.e., 
numeric) program data in tables, graphs, and 
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charts. For example, the means, frequency distri-
bution, and correlations of quantitative variables 
(e.g., survey data, performance metrics, etc.) are 
often used to describe program and population 
characteristics. Such descriptive statistics allow 
evaluators to concisely present often large and 
overwhelming amounts of data. From descriptive 
statistics, meaningful patterns may emerge to aid 
administrators in making decisions and identify-
ing potential areas of concern or achievement. 
Inferential statistics can also be used to infer con-
clusions from a particular sample or set of data to 
a larger population. T-tests, for example, are 
commonly used to compare means at two time 
points (e.g., before and after program participa-
tion) or between two different groups. More 
advanced approaches employ predictive analytics 
to anticipate program outcomes via statistical 
modeling. For example, evaluators may use pre-
dictive modeling to identify which clients may be 
least or most likely to benefit from a program. 
These models may also be embedded within care 
systems to assist staff in ongoing decision- 
making and evaluation (Filhn et al. 2014).

Though quantitative methods can assist evalu-
ators in assessing observable findings, they come 
with limitations related to bias, reliability, and 
validity. An overreliance on quantitative measure-
ment of care may obscure how well a program is 
truly performing; a mixed-methods approach that 
integrates qualitative data can help address limita-
tions of either approach while increasing the 
validity of overall findings (Luchins 2012). 
Qualitative data refers to non- numeric written 
information typically gleaned from interviews, 
focus groups, document review, or direct observa-
tion. Qualitative approaches can be more time-
intensive and costly than quantitative methods but 
can also enrich evaluations with valuable contex-
tual detail. They may be especially useful when 
either established measures are inappropriate or 
do not exist for a given construct. In program 
evaluation, qualitative methods are likely to play 
a greater role in developing program theory, gath-
ering details for implementation, understanding 
program impact, and presenting more accessible 
reports of findings (US Department of Health and 
Human Services 2016).

 Conclusion

Although this chapter focuses on summarizing 
the mechanics of program development, our pur-
pose is serving individuals with significant men-
tal health challenges by supporting the 
professionals and organizations who have chosen 
to serve them. The organized delivery of mental 
health services is becoming an increasingly com-
plex task. This is particularly true of community 
settings which face a rising demand for services 
in the setting of financial cutbacks. While chal-
lenging, this level of complexity and oversight is 
necessary to ensure that we are using limited 
resources responsibly and intentionally. In that 
process, we risk losing sight of our primary pur-
pose for the sake of meeting requirements, stan-
dards, and specific agendas. We must also be 
thoughtful about the challenge of balancing what 
we measure and what we value. Quantitative 
measures may not reflect the qualitative aspects 
of valued outcomes. Thus, using a “mixed- 
methods” approach, which is less likely to only 
represent a better a score on a measure, brings us 
closer to impacting what we value.

 Additional Resources

The CDC has a well-developed program devel-
opment system and a wide range of associated 
resources: www.cdc.gov/eval/index.htm.

The National Association of State Mental 
Health Program Directors (NASMHPD) offers 
various supports for all levels of program stake-
holders: www.NASMHPD.org.

The NASMHPD Research Institute, Inc. 
(NRI) is associated but independent and focuses 
on research. This includes collection and dissem-
ination of data and support for mental health 
groups: http://www.nri- inc.org/.

The National Quality Forum (NQF; www.
qualityforum.org) evaluates measurement instru-
ments for use in healthcare. Summary reports for 
specific areas, e.g., behavioral health, can be 
found here: http://www.qualityforum.org/News_
And_Resources/Endorsement_Summaries/
Endorsement_Summaries.aspx.
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The Centers for Medicare and Medicaid 
Services (CMS) provides a compendium of qual-
ity measures for both general and mental health 
care: https://www.cms.gov/Medicare/Quality- 
Initiatives- Patient- Assessment- Instruments/
QualityMeasures.
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Creating Value: Resource 
and Quality Management

Wesley E. Sowers and Joe Parks

 Introduction

In previous chapters of this book, we have consid-
ered the evolution of behavioral health services 
over time, influenced by both ethical/philosophi-
cal and economic factors. On the one hand, we 
agree that service development should be driven 
by quality concerns and outcomes. More recently, 
the choices of the people using services has also 
become an important source of influence. On the 
other hand, we have had to recognize that there is 
expense associated with the provision of quality 
services and that our resources are not unlimited. 
Over the last three or four decades, the conflict 
between these opposing concerns has been inten-
sifying, and it would appear that this tug of war 
could continue indefinitely. As the costs of pro-
viding care rise and economic conditions deterio-
rate, these issues become even more prominent. 
Psychiatrists and other behavioral health practi-
tioners, working primarily in publicly funded pro-
grams, find themselves in the middle of these 
struggles and thus are obliged to think about how 
they can use available resources wisely and fairly 
while maintaining an acceptable standard of care. 

It is only through these endeavors that we can effi-
ciently use resources to provide the needed care to 
the greatest number of people (Frank and McGuire 
2005; Pincus et al. 2007).

In this chapter, we will consider the tension 
between service provision and resource use and 
then examine various approaches to guide service 
intensity decision-making or put more simply 
how we decide who gets what. We will then con-
sider the elements of rational service-resource 
management, the goal of which is to maintain a 
reasonable balance between the two. We will 
refer to this balance as “value.” After considering 
the nature of value and how it has evolved, the 
chapter will discuss medical necessity criteria 
and, specifically, the Level of Care Utilization 
System (LOCUS) and its Child and Adolescent 
counterpart (CALOCUS). These instruments 
were developed by the AACP to guide and create 
consistency in service intensity decision-making 
and to help establish a rational balance between 
quality care and the efficient use of resources, 
thereby helping clinicians and payers to effec-
tively maximize value (AACP 1996).

 The Scope and Evolution 
of Resource Management

Active decision-making about resource manage-
ment occurs at all levels of health care including 
patients, individual providers, healthcare organi-
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zations, and payers both contracted and govern-
mental. It is fairly common for each of the 
different levels to disagree with the resource 
management choices of the others. Resource 
management can be conceptualized as occurring 
in two broad categories, resource allocation and 
resource optimization. Resource allocation activ-
ities are commonly referred to as coverage deter-
mination, utilization management, and medical 
necessity by payers and referred to as treatment 
planning and scheduling by healthcare providers. 
Resource optimization activities which seek to 
reduce the cost and improve the quality of the 
outcomes of the allocated resources are com-
monly referred to as care coordination and care 
management by both payers and providers. The 
individual resource allocation decisions at every 
level are biased by the particular incentives and 
constraints of the decision-maker at that level. 
The larger scope of resource allocation decisions 
across all stakeholders will be considered first.

Patients make resource allocation decisions 
when they decide what level of health insurance 
coverage they will purchase or what level of 
healthcare services they will buy directly out of 
their own budget. For public sector patients, they 
make a resource allocation decision when they 
decide how much time and administrative burden 
they will undergo to establish and maintain cov-
erage. They allocate their time and limited 
income for transportation costs when they decide 
which providers to make and keep appointments 
with. It is common for patients to decide that they 
are not willing to allocate the amount of time and 
effort required to adhere to treatment recommen-
dations made by their psychiatrists.

Individual psychiatrists make resource alloca-
tion decisions when they decide how many hours 
of work they will do and what types of patients 
they will see. They make resource allocation 
decisions when they decide how frequently they 
will see individual patients and how much time 
they will schedule for each appointment. Since 
there are a fixed number of psychiatrists, if they 
were to see patients more frequently and for lon-
ger appointments, it would mean that some other 
needy people would not be seen by a psychiatrist 
at all.

Community mental health centers and other 
healthcare organizations routinely develop an 
individualized treatment plan for all patients, 
which could also be referred to as a “individual-
ized utilization management plan.” Individualized 
treatment plans stipulate specific types and 
amounts of services and have a formal approval 
process. Community mental health centers make 
large-scale resource allocation decisions when 
they decide how much and what kind of staff they 
hire. This has ramifications for their budget as 
much as decisions regarding what programs to 
include or not include in their service array. 
These large-scale decisions have indirect, but 
important, influence on the service types and 
intensities included on each individualized treat-
ment plan, which are commonly determined to a 
large extent by the services that are feasible, con-
venient, and profitable for that healthcare organi-
zation to provide. In other words, what services 
are paid for and the way they are paid for deter-
mine what is provided at least as much as the spe-
cific needs of a particular patient in most cases.

Managed care companies and other insurers 
make large-scale utilization management deci-
sions by how much of their capitation payment 
budget to allocate to behavioral health as opposed 
to other healthcare services such as pharmacy or 
general medical care. That budgeting decision 
also puts indirect, but significant, influence on the 
type of medical necessity criteria used for prior 
authorizations and subsequently on the type and 
quantity of services approved for an individual 
patient.

Prior to the implementation of Medicaid and 
Medicare in the late 1960s, most of the payments 
for services to providers of behavioral health 
treatments were mostly accomplished through 
global funding. State hospitals or community 
mental health centers received a global annual 
allocation and budgeted accordingly. Their exec-
utive team had a very wide discretion on alloca-
tion decisions. The implementation of 
fee-for-service payment methodology under 
Medicare and Medicaid, followed by rapidly 
spreading commercial coverage for behavioral 
health conditions, leads to the development of a 
broader service array, but the costs associated 
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with providing these services expanded along 
with them (Sharfstein et  al. 1993; Boyle and 
Callahan 1993). These conditions lead to a rapid 
rise in the cost of providing care that eventually 
sent funding entities (local and regional govern-
ments and employers) scrambling for ways to 
contain costs. The development of managed care 
organizations was a solution that did cause a 
needed realignment of what constituted  necessary 
care and eliminated some of the excesses of past 
practices, but in many cases, cost reduction took 
precedence over quality of care. Since that time, 
the healthcare industry has been struggling to 
find a path to the right balance of cost and quality 
or “value.”

 Defining Value

Value is most simply the product of quality 
divided by cost. How and what we measure for 
cost and quality is less straightforward and intro-
duces levels of complexity into discussions of 
what outcomes are desired. Imagine that some-
one is admitted to the hospital due to suicidal ide-
ation. Most would agree that a quality outcome 
would be transitioning that individual back to the 
community without further thoughts of self- 
harm. Hospital care is expensive, so if this could 
be accomplished within 3 days, it would be less 
expensive than it would be if it took 7 days. If 
outcomes were the same, then we would consider 
the former a better value. Likewise, we might be 
able to accomplish this outcome in a residential 
treatment facility rather than a hospital, which 
would be less costly and also a better value. 
Determinations of value become more complex 
when there is disagreement about what the best 
outcomes are. Various stakeholders in the behav-
ioral health system (service users, providers, pay-
ers, purchasers, suppliers) will often have 
different ideas about what outcomes are most 
important and what resources should be expended 
to achieve them. These differences are due in 
large part to differences in “personal values,” 
those ideas, beliefs, customs, affiliations, desires, 
or materials that define individuals or communi-
ties. Further complexities are encountered when 

indirect social costs and outcomes are considered 
(Fage et  al. 2020). These differences and com-
plexities must be addressed to achieve a common 
vision for value enhancement in large systems of 
care. For clinical interactions in community psy-
chiatry, decisions regarding the use of resources 
and desired outcomes can be more concrete. 
These will be the primary focus of this chapter.

Several issues will be relevant to the consider-
ation of value enhancement in community psy-
chiatry. The efficient operation of systems of care 
and positive outcomes are undermined by frag-
mentation of services and the lack of continuity 
of care that results (Sowers 2020a). Administrative 
expense has a significant impact on the value 
derived from provided services as well. It is esti-
mated that 25–30% of healthcare expenditures 
are spent on administrative activities (Michael 
2020). A significant portion of these expenditures 
are related to the profit-driven nature of the US 
health system. The extraction of profit by health-
care companies is only a small part of the cost 
that this arrangement generates. Other expenses 
are generated by overtreatment (i.e., maximizing 
billable actions) and undertreatment (i.e., denial 
of payment for needed care), but administrative 
costs, in the form of excessive regulations, com-
plex billing requirements, micromanagement by 
payers, and other insurance-related activities, 
account for about half of these expenses (Jiwani 
et al. 2014; Berwick and Hackbarth 2012).

 The Evolution of Value 
Management

In the past, decisions regarding the location and 
intensity of treatment were left almost exclu-
sively to the physician. People with severe men-
tal illnesses were treated in state hospitals when 
they were considered to be very ill or in the com-
munity with limited professional support when 
they were considered to be fairly stable. The cri-
teria used to make these decisions were not well 
defined or consistent, but the doctors’ orders 
were rarely questioned. With a growing sensitiv-
ity to civil rights and social justice following 
World War II, the restrictiveness and frequently 
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poor conditions of state institutions, along with 
the high cost of maintaining them, resulted in the 
release of many more people with severe mental 
illness to the community. The advent of psycho-
tropic medications is also seen as a factor facili-
tating this shift. Both the community and the 
patients were ill prepared for this change, how-
ever, and as a result, needs of many people were 
left unmet. Public systems began to develop a 
broader service array, but little thought was given 
to the costs associated with providing these ser-
vices by the practitioners who prescribed them 
(Sharfstein et  al. 1993; Boyle and Callahan 
1993).

There were several factors that contributed to 
this lack of awareness. Psychiatric residency 
training programs rarely made reference to cost 
issues, and most were situated in resource-rich 
(university) environments. Physicians became 
accustomed to thinking about benefits relative to 
risks, but not costs. A good bit of expense can be 
generated in attempting to maximize benefits 
when there is limited risk, with very little added 
benefit. With no limits on what insurers would 
pay for, “doing more” was hard to resist and 
value declined as a result. Systems (hospitals) did 
not discourage this perspective, because they too 
would be paid more if more were done! 
Professional liability was another part of the 
equation, fanning the flame of “over” treatment 
or what has been called defensive medicine 
(Mello et  al. 2010). Even in systems that were 
publicly funded, providers were generally paid 
for the services that they decided were necessary 
with very little scrutiny of whether they actually 
were needed or effective. More intensive care 
was often equated with “better” care, although 
there was no substantial evidence to support this 
belief, and it often conflicted with the desires of 
its recipients (Frank et al. 1996; Brosowski 1991; 
Lesage and Tansella 1993). These factors con-
tributed to the soaring costs of medical care in the 
latter part of the twentieth century and, to a large 
extent, still do today.

During this same period, technological 
advances and the growth of expensive pharmaco-
logical interventions brought health care to a 
point where it was becoming prohibitively expen-
sive. Entities paying for health care began to 

scrutinize the care being prescribed and to con-
sider ways increase accountability and to control 
costs. Companies specializing in managing 
resources quickly sprung up and emerged as the 
predominant solution to the cost problem. These 
companies would contract with paying entities to 
regulate the resources being used for health ser-
vices. Although they are commonly referred to as 
managed care companies, their real function is to 
manage resources (Roman and Morrison 1997). 
Their profit and performance, in contrast to pro-
viders, are derived from limiting payment for ser-
vices as much as possible. Although they did not 
make clinical decisions directly, their decisions 
regarding payment had a direct impact on clinical 
care. Providers could not afford to provide ser-
vices that were not paid for (Backlar 1996).

Among the methods commonly used by man-
aged healthcare plans to control costs and thus 
remain financially profitable are the following:

 – Contracting exclusively with providers will-
ing to offer their services at discounted rates.

 – Monitoring the use of basic and ancillary ser-
vices furnished by network providers and 
using incentives to reward below-average use 
and disincentives to discourage excess (above- 
average) use.

 – Discouraging the excessive use of tests and 
prescription medications.

 – Requiring plan participants to obtain a referral 
(prior authorization) from their primary care 
physician to gain access to specialty services 
reimbursable under the plan.

 – Requiring providers to assume part of the 
financial risk of cost overruns for services they 
control, directly or indirectly.

 – The development of medical necessity criteria 
and the micromanagement of health condi-
tions. These techniques are generally referred 
to as utilization review.

 Medical Necessity Criteria

To be successful in containing costs, it was 
important for resource management companies 
to determine when and what services were abso-
lutely necessary to adequately treat a defined 
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condition and which were not. Criteria sets were 
created, primarily through “expert” consensus, to 
indicate the conditions for which payment would 
be provided and under what circumstances. The 
development of these medical necessity criteria 
in behavioral health, as in physical health, arose 
from the desire to control costs, and to do so, at 
least on the surface, in a way that was uniform, 
responsible, and driven by outcomes.

The term “medical necessity” originated in 
the physical health treatment environment and 
the appropriateness of its application to behav-
ioral health has often been questioned. For physi-
cal health problems, a specific illness or injury 
may require a specific type of treatment regimen 
to reduce or eliminate their impact, and these 
interventions can be fairly easily quantified and 
tested for efficacy. This evidence-based approach 
to designating the need for specific interventions 
is fairly distinct from what is available in behav-
ioral health. In behavioral health, rather than 
defining specific interventions or procedures for 
a condition, medical necessity criteria try to 
address how to use a spectrum of interventions 
for a given syndrome and with what intensity 
they should be applied. The array of services that 
may be designated for a particular diagnosis is 
still largely intuitive and based upon an individu-
al’s constellation of needs. Even though attempts 
are made to develop a broader database of out-
comes associated with particular types of treat-
ment approaches for given conditions, the 
complexity of developing a strong evidentiary 
base is orders of magnitude greater for behavioral 
health services because of the multiple factors 
that influence these outcomes (Gregoire 2000).

Despite these limitations, in behavioral health, 
attempts have been made to codify which clients 
fit best into existing treatment programs or pro-
gram “types” as a way to insure that costly ser-
vices are not used when they are not necessary. 
The concept of “level of care” envisioned a gradi-
ent of service intensities from community-based 
outpatient services at the low end to highly struc-
tured hospital-based care at the high end. 
Traditional formulations of medical necessity 
criteria generally follow a format in which a par-
ticular type of treatment program is described, 

often along with some minimum requirements 
for staffing and operations. This is usually fol-
lowed by a diagnostically driven criteria set 
which defines particular characteristics of per-
sons who are appropriate for admission to the 
described program, another set describing how 
one remains eligible for continuing treatment in 
the program, and a third set describing how a cli-
ent qualifies for “discharge” from the program.

These attempts at injecting some objectivity 
into the level of care or service intensity decision- 
making processes are simplistic, but they are not 
simple. Providers and service users find them dif-
ficult to access and understand. In many cases 
they are seen as rigid, unclear, and not connected 
to clinical activities such as assessment and treat-
ment planning. In addition, they are inconsistent 
with person-centered (individualized) services. 
As a result, this approach is increasingly seen as 
obsolete in the context of our evolving service 
environment (Goldman et  al. 1997; Shoyinka 
2020; Witt v United Behavioral Health 2019; 
Sowers 2020b).

 Utilization Management

Utilization management is “a set of techniques 
used by or on behalf of purchasers of healthcare 
benefits to manage healthcare costs by influenc-
ing patient care decision-making through case- 
by- case assessments of the appropriateness of 
care prior to its provision” (Institute of Medicine 
1989). In other words, it is the evaluation of the 
“appropriateness” or medical necessity of health-
care services, procedures, and facilities, accord-
ing to criteria adopted or developed by the paying 
entity. The use of proprietary medical necessity 
criteria instead of medical guidelines developed 
by professional societies that are publicly avail-
able is most common. Two commonly used UM 
criteria frameworks are the McKesson InterQual 
criteria (Mitus 2008) and MCG (previously 
known as the Milliman Care Guidelines) 
(Sebastian 2014). Utilization management pro-
cesses scrutinize decisions regarding program 
admissions, treatment planning, discharge plan-
ning, and continuing stay eligibility with concur-
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rent clinical reviews and peer reviews. UM may 
be done prospectively, retrospectively, or concur-
rently. For cases in which the patient or provider 
disagrees with the payer’s denial of services, an 
appeals process must be in place and can be initi-
ated by either. Utilization review separates cost 
decisions from direct care decisions setting up an 
adversarial relationship between payer and pro-
vider. It also creates enormous expense on both 
the payer and provider sides related to its staffing 
and administration, thus reducing the value of 
services by diverting these funds from quality- 
enhancing activities.

 Instruments for Management 
of Services and Resources

The emergence of “managed care” companies 
and of medical necessity criteria in behavioral 
health had some impact on costs, and particularly 
on the practice of physicians, who were now 
compelled to justify their decisions regarding the 
care they prescribed (Frank and Garfield 2007; 
Rabinowitz et  al. 1995). This arrangement of 
having an outside entity making decisions about 
payment was not popular however, and clinicians 
frequently perceived their decisions as merce-
nary and clinically insensitive (Jellineck and 
Nurcombe 1993). One of the difficulties of this 
system was that there were a multitude of man-
aged care companies, each developing its own 
distinct set of medical necessity criteria, which 
were often cumbersome or difficult to access. 
This made it very difficult to become familiar 
with any one of them. The use of multiple criteria 
sets creates inconsistency in clinical thinking and 
suggests a lack of integrity and justice in clinical 
care. Case-by-case scrutiny of clinical decisions 
by a third party was also a costly process, using 
resources that would otherwise be available for 
services (Cutler 2018; Jellineck and Nurcombe 
1993; Sabin 1994).

The challenge then became one of developing 
systems of management that would enhance the 
wise use of resources and eliminate the use of 
unnecessary services while limiting aspects of 
third-party resource management that were costly 

and disruptive to quality care. To meet this chal-
lenge, standardized methods for assessing ser-
vice needs and an array of services for meeting 
them, which were broadly agreed upon by all 
stakeholders, were needed (Glazer and Gray 
1996; Uehara et  al. 1996). There are several 
advantages that come from creating a common 
language and a common methodology for think-
ing about clinical needs and resource utilization 
(AACP 1996; Nudelman and Andrews 1962). It 
allows for the development of consistent and 
rational clinical thinking and provides integrity to 
service provision (Uehara et  al. 2003). 
Communication is facilitated, and elements of 
treatment planning are more easily identified and 
implemented. Finally, when the interests of both 
cost-efficiency and quality care are considered in 
the development of standards, the need for 
oppressive scrutiny of all clinical decisions is 
eliminated along with the associated expenses 
(Gibbons et al. 2008). Occasional audits are then 
sufficient to assure that standards are being 
applied appropriately (Sowers 2020b).

Clinical rating scales had been in use for some 
time, developed by clinical researchers to quan-
tify the severity of symptoms or disability in their 
subjects (Overall and Gorham 1962; McLellan 
et  al. 1980). While these instruments could be 
used to provide some measure of a person’s 
needs, they were often narrowly focused on par-
ticular diagnostic categories or populations. For 
example, the Multnomah Community Ability 
Scale (Barker et  al. 1994) provided ratings of 
function in several categories for persons with 
severe mental illness and was useful in develop-
ing treatment plans, but like other similar instru-
ments, it provided no guidance for prescribing 
services to adequately meet these identified needs 
(Overall and Gorham 1962; McLellan et al. 1980; 
Derogatics 1994).

Responding to the need for an instrument link-
ing needs to services, professional organizations, 
service researchers, and resource management 
companies began to make attempts to do so. The 
Level of Need-Care Assessment Method 
(LONCA) used needs profiles along with demo-
graphic and epidemiologic information to calcu-
late costs and resource use within systems of 
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care, but its complexity limited its usefulness for 
clinical decision-making (Srebnik et  al. 1998; 
Uehara et  al. 1996). The American Society of 
Addiction Medicine developed the ASAM Patient 
Placement Criteria for persons with substance 
use disorders in the 1990s, and its use is widely 
established today. It uses six dimensions to assess 
clinical status and to create profiles that are 
employed to determine service needs. In its most 
recent iteration, nine levels of service intensity 
are defined to meet identified needs. It also 
attempts incorporate mental and physical health 
issues into the assessment process, broadening 
the scope of its utility (ASAM 2013).

Several other instruments were developed fol-
lowing this basic design; dimensional assessment 
leading to a needs profile used to determine eligi-
bility for admission, continuing care, and dis-
charge for defined levels of care (Glazer and 
Gray 1996). Some of these developed rating 
scales for the assessment dimensions that pro-
vided a quantitative method for determining eli-
gibility for defined levels of service intensity, 
making the matching process somewhat simpler 
(Kazarian and Joseph 1994; Roy-Byrne et  al. 
1998). The assessment dimensions used by these 
instruments varied in number and content, but 
elements such as safety, social and role function, 
symptom severity, and environment were com-
mon to most. A continuum of care with levels of 
service intensity was generally described, rather 
than the more specific program-related descrip-
tions used in previous iterations of medical 
necessity criteria. Despite these advances, no 
single approach emerged that was comprehen-
sive, practical, accessible, integrative, reliable, 
and broadly accepted (Goldman et  al. 1997; 
Sowers et al. 2003).

The foregoing account of evolving practices to 
manage resources and services is brief and sim-
plified but provides a context for the remainder of 
this chapter which will consider the development 
of the Level of Care Utilization System (LOCUS) 
and the Child and Adolescent Level of Care 
Utilization System (CALOCUS) by the AACP in 
the middle and late 1990s. The development of 
these instruments was intended to meet demands 
for a single standard that would provide practical 

and rational service-level recommendations 
(Sowers 1998). After more than two decades of 
use, they have emerged as the leading candidates 
to meet these demands (Witt v. UBH 2019). The 
management of value, both for the treatment of 
individuals and for assuring that resources are 
used in a manner that maximizes the health status 
of the population, is offered by these tools 
(Sowers 1998).

 The Design of LOCUS and CALOCUS

The design of LOCUS began with a conception 
of rational care and service management. Many 
of the elements of this concept have been alluded 
to earlier:

• Maintains a balance between quality and cost 
concerns

• Informed by evidence or outcomes
• Operates with a full array or continuum of 

services
• Facilitates individualized, person-centered 

service planning
• Sets standards that are broadly acceptable and 

uniformly applied
• Used does not require significantly more time 

or expense
• Allows integrated value management by ser-

vice providers

A few of these elements require some further 
elaboration. (1) Most systems will have some 
gaps in the continuum of services that they can 
offer, but to manage resources wisely, services 
that can meet identified needs efficiently are nec-
essary. (2) Individualization means that rather 
than trying to fit a person’s needs into pre- 
determined service constructs, a unique plan is 
tailored to meet that individual’s needs. (3) Value 
will be enhanced if administration of manage-
ment systems does not add greatly to expenses 
(e.g., micromanagement) and drain valuable 
resources from service provision. Systems that 
allow providers to make decisions about both 
care and resource use, perhaps with some guid-
ance and assumption of risk (i.e., value-based 
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contracting), are most efficient because they 
eliminate redundancies and micromanagement, 
which are costly (Shoyinka 2020).

With this concept in mind, the AACP design-
ers attempted to identify principles to guide the 
development of an instrument that would 
 complement and facilitate this model of rational 
management. Ten principles were derived 
through a review of existing instruments and an 
amalgam of personal experiences. These princi-
ples are summarized below:

 1. Simple: Instruments should be easily under-
stood and used, requiring little additional 
time to apply or extensive training to use.

 2. Dimensional: Instruments should provide an 
approach and structure for assessment that 
facilitates consistent clinical thinking and 
objective decision-making.

 3. Concise: Dimensions should be clearly and 
succinctly defined, minimizing the number, 
complexity, and redundancy of factors 
considered.

 4. Integrative: Dimensions should be relevant 
to both substance use disorders and other 
psychiatric disturbances and reflect their 
interaction with each other and physical 
health issues.

 5. Relevant: Observable behavior related to 
symptom severity or functional impairment 
should be used in dimensional assessments 
rather than diagnostically based 
formulations.

 6. Quantifiable: Numeric dimensional ratings 
enhance communicability and interactivity 
between variables and reflect the dynamic 
nature of clinical circumstances over time.

 7. Flexible: Service continuum definitions 
should be flexible and adaptable to a variety 
of systems for broad application.

 8. Person centered: Criteria selection defines 
individual needs that translate easily into ser-
vice plans.

 9. Collaborative and empowering: Allows con-
sumers and their significant others to partici-
pate with providers in assessment and the 
development of service recommendations.

 10. Reliable and valid: Level of care recommen-
dations should be made reliably and should 
provide valid responses to the clinical and 
social circumstances.

 Assessment Dimensions

Building on these principles, the AACP work-
group completed the design of the LOCUS. 
LOCUS uses six assessment dimensions. One of 
these dimensions is composed of two subscales, 
giving a total of seven scales which must be com-
pleted. Each of these scales is rated from 1 to 5 
with specific criteria for each increment in rating. 
A composite score is obtained which ranges from 
7 to 35 and weighs prominently in the determina-
tion of the level of care recommendations. The 
six evaluation dimensions are described briefly 
below:

 I. Risk of harm – This rating reflects the degree 
to which a person is at risk for harming 
themselves or others. This risk may be due to 
suicidal or homicidal ideations or due to 
impaired judgment or impulse control result-
ing from intoxication or otherwise altered 
mental states. Criteria for this rating include 
factors such as suicidal or homicidal 
thoughts, intentions, ambivalence, history of 
attempts, impulsivity, and availability of 
means. Criteria are also included that indi-
cate the degree to which one’s ability to keep 
themselves safe is impaired.

 II. Functional status  – This rating measures a 
person’s level of function relative to their 
baseline functional status. The criteria con-
sider the ability to interact with others, to 
maintain hygiene and activities of daily liv-
ing, and to fulfill role responsibilities and 
physical functions, such as sleep and weight 
fluctuations.

 III. Medical, addictive, and psychiatric co- 
morbidity  – This rating measures potential 
complications to the course of the presenting 
or most prominent condition due the co- 
existence of additional disorders. The crite-
ria specify the degree to which the presence 
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of additional disorders prolongs the course, 
increases the severity of, or impedes the abil-
ity to recover from the presenting condition. 
Withdrawal syndromes are considered as 
medical co-morbidity in this context.

 IV. Recovery environment  – This dimension 
contains two subscales: level of stress and 
level of support. Criteria for ratings on the 
stress scale include interpersonal conflicts or 
harassment, life transitions, interpersonal or 
material losses, environmental threats, and 
perceived pressures to perform. On the sup-
port scale, criteria delineate the degree to 
which support is available from family, 
friends, and professional sources and the 
likelihood that these supports will be able to 
participate in care.

 V. Treatment and recovery history – This scale 
considers past experience and response to 
treatment and the durability of any recovery 
achieved. Criteria for this rating include the 
intensity of treatment experienced, the 
degree of success, and the extent and dura-
tions of recovery periods. Recent experi-
ences and responses are weighed more 
heavily than more remote episodes.

 VI. Engagement and recovery status – This rat-
ing measures a person’s capacity for change, 
and criteria on this scale include the ability 
to recognize one’s difficulties, current stage 
in the process of change, one’s ability to 
engage with potential sources of aid, and the 
ability to accept responsibility for maintain-
ing health.

The same assessment process may be used for 
initial placement recommendations, for determi-
nation of continuing care needs at a particular 
level, and to guide transitions between levels of 
care. The system is based on a dynamic under-
standing of the course of an illness, and so the 
assessment should be repeated as frequently as 
indicated clinically. There will be some cases 
where behaviors will change very rapidly (i.e., a 
person who presents with intoxication and who 
sobers up over the course of several hours) and 
other cases where circumstances are unchanged 

for extended periods of time (i.e., a person with 
schizophrenia who is stabilized with treatment 
and support). In general, ratings will need to be 
repeated most frequently during periods of great-
est acuity and instability.

 Levels of Care

Six “levels of care” are defined by these instru-
ments. Each level of the service continuum is 
described in terms of four variables: (1) care 
environment, (2) clinical services, (3) support 
services, and (4) crisis resolution and prevention 
services. The LOCUS levels of care are better 
conceived of as levels of resource intensity. Each 
describes a flexible array of services which, taken 
individually, may span more than one level of 
care. For example, case management may be 
used in levels II, III, and IV, and supported hous-
ing is available in levels I through IV. Although 
there will be some overlap between adjacent lev-
els of care with respect to the “menus” of ser-
vices offered, and significant variability in the 
constellation of services required by a person at 
the particular level of care (reflecting the indi-
vidualization of the service plan), on average ser-
vice utilization becomes progressively more 
intensive (and expensive) as one moves from the 
lower to the higher levels of care. A description 
of each level of care follows:

 1. Recovery maintenance and health manage-
ment – This is the least intensive level of care 
and is designed for persons who have com-
pleted treatment at a more intensive level of 
care and who require minimal professional 
support to maintain their recovery. Clients at 
this level of care might vary in their needs 
from monthly to biannual visits to support 
their recovery. Services may be provided in a 
clinic or in the community, and facilitation of 
access to social support services may be pro-
vided if necessary.

 2. Low-intensity community-based services  – 
These are provided to persons who have 
active, but not significantly disabling disor-
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ders. Clinical contacts will usually occur once 
every 1–4 weeks and may include a variety of 
treatment modalities. They will often be pro-
vided in a clinic-type setting but may be pro-
vided in various community settings as well. 
Extensive case management will generally 
not be required, but supported housing may be 
needed in some cases. Access to other types of 
supportive services can be facilitated.

 3. High-intensity community-based services  – 
These are intended for persons who require 
more intensive support but are able to live in 
the community. Services may be provided in a 
clinic or may be community based. 
Professional contacts will usually occur sev-
eral times per week, often in extended ses-
sions. Multi-modal treatments and easy access 
to clinical services at all hours should be 
available. Case management and supported 
housing will frequently be employed. Access 
to other supportive services will be facilitated 
as needed.

 4. Medically monitored non-residential ser-
vices  – These are the most intensive of the 
outpatient options and are appropriate for per-
sons who are capable of living in community 
settings but only with significant support and 
intensive treatment and case management. A 
structured treatment setting with clinical con-
tacts for extended periods on most days is 
available with 24-h availability of clinical 
staff by phone. A variety of treatment modali-
ties can be employed, and necessary support-
ive services can be arranged, including 
services such as day care for dependent chil-
dren. Partial hospital and ACT programs 
could be part of a plan for care at this level.

 5. Medically monitored residential services  – 
Treatment and other supportive services are 
provided in the context of a residential setting, 
but the facility is not locked. Treatment is pro-
vided on site, and most contact with the com-
munity takes place in the context of some type 
of supervision. The setting provides adequate 
living space and ensures that all material 
needs are met. The facility is staffed 24  h 
daily, medications are monitored, and psychi-

atric contacts should occur about once per 
week. Structured social, educational, and 
rehabilitative activities may be employed as 
needed.

 6. Medically managed residential  – This is the 
most intensive level of care available and will 
be provided in the context of a secure setting 
capable of providing close monitoring and in 
extreme cases seclusion and/or restraint. 
Psychiatric, nursing, and medical services 
will be available on site or in close proximity 
24 h daily with a capacity to respond quickly 
when needed. Physician contact will gener-
ally occur on a daily basis, and medication 
will be administered by the staff. Multi-modal 
treatment will be available. All material needs 
will be provided, as well as support of activi-
ties of daily living. Liaison with community-
based resources and supports will be an 
essential element of provided services.

Although not a level of care per se, basic ser-
vices for prevention and health management are 
also defined. These basic services are available to 
persons at all levels of care in the continuum as 
well as community members who have not 
required any ongoing forms of care recently. 
They include a variety of activities related to the 
prevention of illness or the minimization of dis-
tress during periods of crisis such as screening 
programs, outreach to high-risk populations, sup-
porting victims of trauma, education, consulta-
tion with primary care providers, and 
environmental assessments. Although some of 
these services may be provided in a centralized 
location, most of them will occur in community 
locations.

 Placement Decisions

Criteria are provided for each level of care indi-
cating the most appropriate dimensional ratings 
for the particular level of care and the composite 
scores required for eligibility. In some cases, 
independent criteria (such as suicidal intentions) 
are indicated which supercede other require-
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ments and automatically recommend the 
described LOC.  A simplified methodology for 
arriving at placement recommendation is pro-
vided in two forms. A placement grid summa-
rizes placement criteria for each level of care and 
provides a very accurate estimate of the LOC rec-
ommendation (Fig.  1). A level of care decision 
tree is also provided and comprises the algorithm 
which determines the definitive LOCUS 
 recommendation. A computer-assisted version 
has also been developed incorporating the 
 decision tree algorithm to provide the placement 
recommendation instantly following completion 
of ratings in all six dimensions (Sowers et  al. 
1999). The selected criteria in each dimension 
can be collected at the end of the assessment to 
create a client profile of needs, which will guide 
the treatment planning process.

 Child and Adolescent Level of Care 
Utilization System (CALOCUS)

The CALOCUS was developed in 1998 and fol-
lows the general format of the LOCUS for adults. 
It is modified to incorporate principles of child 
and adolescent development, a family and youth 
empowerment focus, and an emphasis on 
community- based systems of care (Sabin and 
Daniels 1999). Developmental disabilities are 
added to the co-morbidity scale, and the concept 
of resiliency is added to the treatment/recovery 
history scale. Two alternate subscales were devel-
oped for the engagement dimension, one for 
youth and the other for primary caretaker. Only 
one of these scales is selected, depending on the 
clinical circumstance (Sowers et  al. 2003). 
Likewise, the levels of care in CALOCUS are 
modified reflecting wrap-around approaches and 
the broader community service collaboration 
required to meet children’s needs. The similari-
ties between the two instruments make transi-
tions between child and adult service systems go 
more smoothly and help bridge the gap between 
the two treatment communities. They both 
encourage a consistent and intuitive clinical 
thinking process, which is useful regardless of 
what service system is involved. Both instru-

ments use the same scoring system and the same 
algorithm to guide placement recommendations. 
Both have established their reliability when 
scored by a variety of clinicians and the validity 
of their recommendations.

 Extended Applications

Although these instruments were developed pri-
marily to guide service intensity placement deci-
sions, the potential for their broader application 
is easily apparent. The dynamic nature of the 
composite and dimensional scores when plotted 
against time allows tracking of the course of ill-
ness and disability as well as service utilization. 
This information is valuable not only for the clin-
ical care of individuals but, when taken in aggre-
gate, is quite useful for system-wide service 
planning. It is possible to see what the demand 
for services at each level of care will be over time 
and where deficits in the system’s capacity lie. 
This information can also be used to provide 
guidance in setting rates for value-driven reim-
bursement rates. Average costs for care at a par-
ticular level of care can be calculated for the 
reference population overall and for particular 
demographics within it. These can be translated 
into per diem or episode of care rates within each 
level (Sowers 2020b).

Another aspect of the design and use of these 
instruments that has become increasingly valu-
able is their ability to facilitate collaborative 
interactions between the service user and the ser-
vice provider. Using language that is easily 
accessible even to those with limited reading 
skills, they allow the service user to meaningfully 
participate in the assessment process. The profile 
that results from the assessment provides a coher-
ent, intuitive, and fully transparent rationale for 
the level of care recommendations (Sabin and 
Daniels 1999), which is very useful in facilitating 
interactions between payers and providers. These 
recommendations are based on a consistent appli-
cation of an objective process that reduces the 
influence of clinician or system bias. This pro-
cess is designed to reduce discriminatory assign-
ment of services that may result from idiosyncratic 
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or prejudicial decision-making. In addition, the 
dimensional and quantitative measures of need 
translate very easily into a prioritized listing of 
the issues that need to be addressed in the recov-
ery plan to allow a service user to progress to 
lower levels of service need.

In providing a framework upon which a 
person- centered treatment plan may be built, a 
truly client-driven planning process can be real-
ized without the need for prohibitive expenditure 
of clinicians’ time and productivity. A fully inte-
grated clinical record is obtained with the addi-
tion of progress documentation keyed to the 
issues in the treatment plan, creating a continuum 
from assessment to treatment plan to progress 
notation to transition planning. This will also 
result in continuity of documentation from one 
level of care to the next when used across the sys-
tem of care (Sowers et al. 2003). More informa-
tion on the integrated person-centered treatment 
plan in relation to LOCUS is presented in chapter 
“Person- Centered Recovery Planning as a 
Roadmap to Recovery”.

The LOCUS/CALOCUS design is easily 
adaptable to computer applications and integra-
tion into electronic medical records. LOCUS/
CALOCUS software provides placement recom-
mendations immediately after scores are entered 
and additional software uses the scores to suggest 
issues that should be addressed in the treatment 
plan. It is then able to provide a series of menus 
with suggestions for strengths, objectives, 
actions, measures, and interventions that can be 
selected or customized by the service user and 
provider to construct a person-centered recovery 
plan in which everyone has an investment. The 
interactive and collaborative process encouraged 
by LOCUS/CALOCUS is further facilitated by 
their inclusion in the EMR.  It provides a solid 
foundation for implementation of recovery- 
oriented systems of care.

Although these instruments have never been 
validated as outcome instruments, many users 
have suggested their usefulness for this purpose. 
Whether or not they are used formally or infor-
mally in this way, we have seen that LOCUS and 
CALOCUS are useful not only for their intended 

purpose of guiding service intensity assignments 
but also a variety of other clinical functions, most 
importantly in providing a framework for 
recovery- oriented services, rapidly becoming a 
priority for most systems of care.

 Conclusion

Value has been elusive in health care, and the 
unique characteristics of emotional health care 
make its measurement more complex and fraught 
by the competing interests of various stakehold-
ers. A large part of the expense associated with 
EHC in the United States is related to profit- 
driven systems, charged with controlling the 
costs of care, being separated from those who 
provide care. This generates a great amount of 
administrative expense and in many cases under-
treatment of the complex disorders that are pres-
ent in individuals seeking treatment. Creating a 
balance between the competing interests of cost 
and quality is responsible for creating value. The 
use of clinical tools such as LOCUS and 
CALOCUS will enable clinicians and the sys-
tems in which they work to maximize the value 
of the services they deliver.
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Telehealth and Technology

Flávio Casoy, Robert Cuyler, and Avrim B. Fishkind

While in the first two decades of the twenty-first 
century, the widespread use of telehealth in com-
munity psychiatry was considered a far-fetched 
goal, the COVID-19 global pandemic made tele-
health the norm across most community mental 
health systems. Public and nonprofit agencies 
leapt over previously insurmountable barriers to 
rapidly implement telehealth services in an effort 
to decrease the spread of COVID-19 while con-
tinuing care for millions of individuals who 
depend on mental health services. Previous con-
cerns that the clinical workforce in community 
mental health agencies would not be able to adapt 
to new technologies, that community mental 
health patients would receive worse care in the 
transition from in-person to virtual care, or per-
haps most critically that funders would not reim-
burse telehealth on par with in-person visits were 
proven unfounded. However, the rapid transfor-
mation due to the COVID-19 crisis exposed sig-
nificant equity issues in access to broadband data 
and video-equipped smartphones. Remarkable 
shifts in delivery of mental health services were 
documented in response to the COVID-19 pan-

demic. By the fall of 2020, 41% of all behavioral 
health visits were provided via telehealth, sub-
stantially greater than any other specialty. This 
same survey showed a 14% reduction in behav-
ioral health visits (both in-person and telehealth) 
compared to a pre-pandemic period (Mehrotra 
et al. 2020). The decrease in the overall number 
of visits, coupled with widespread anecdotal 
reports of the decrease of no-show rates in agen-
cies that adopted telehealth, suggests that while 
many mental health agencies excelled at adopting 
telehealth options for clients, others struggled 
with the transition, resulting in a likely initial 
decrease in overall access to services in the early 
part of the COVID-19 pandemic.

Telehealth has long been used in psychiatry. In 
1956, Cecil Wittson of the Nebraska Psychiatric 
Institute described using one-way, closed-circuit 
television transmission to provide psychiatric 
training to students at the Medical College of 
Nebraska (Wittson et  al. 1961). In 1957, the 
instructional network was expanded to Iowa and 
North and South Dakota with the ability to trans-
mit audio in both directions. Simultaneous audio 
and video transmission debuted in 1959 with sub-
sequent improvement in consultation, diagnostic 
assessment, and even group psychotherapy.

In 1968, the National Institute of Mental 
Health funded the first microwave relay resulting 
in direct consultation from Dartmouth’s 
Department of Psychiatry to a patient in a rural 
affiliate hospital. Dwyer described a project in 
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1973  in which psychiatrists from the 
Massachusetts General Hospital used closed- 
circuit television to see patients at the nearby air-
port (Dwyer 1973). This project was noteworthy 
for the first use of the term “telepsychiatry” and 
the use of remote-controlled cameras to pan, tilt, 
and zoom.

Since the mid-1970s, telehealth has gradually 
expanded in acceptance and become more 
embedded in community psychiatry networks as 
obstacles have slowly been overcome. These 
obstacles include licensure-based restrictions on 
practice across state lines, limited reimbursement 
by insurers, uneven availability of sufficient 
bandwidth in mental health settings, ease of the 
use of equipment and lack of available technical 
support, cost of videoconferencing equipment, 
and robust privacy protection. While historically 
telehealth was delivered between two different 
institutional settings, the great advances in per-
sonal video telecommunication equipment 
through personal laptops, tablets, and smart-
phones have greatly increased the feasibility of 
delivering services to patients across a broader 
spectrum of locations, including the home. These 
advances have also helped overcome clinicians’ 
fears on whether it is possible to form close ther-
apeutic relationships over a video screen (Bunnell 
et al. 2020). This chapter will describe consider-
ations in the implementation of telehealth 
throughout community mental health systems.

 Advantages of Telehealth

First, telehealth can make mental health provider 
agencies more adaptive and more flexible to the 
service needs of the community. For too many 
people in the United States, psychiatric care is 
accessed, if at all, through emergency services 
where the experience is often involuntary, over-
whelming, lacking in community-based follow-
 up, and too often dehumanizing. Telehealth 
creates significant opportunities to allow for 
patients to access care in more comfortable set-
tings with well-trained and high-quality profes-
sionals. With the current technology, 
telepsychiatry can be used to extend the reach of 

the community mental health system to a variety 
of settings. This is done by providing services to 
persons who have poor access to mental health 
services (e.g., patients living in frontier, rural, or 
medically underserved urban areas, as well as 
patients with physical disabilities impairing 
movement, patients below the poverty line, 
patients who are incarcerated, patients with inad-
equate or non-existent access to public transpor-
tation, and those who reside overseas). There is 
also widespread evidence that telehealth can be 
used to treat a wide range of psychiatric diagno-
ses in different patient populations (Banshur 
et al. 2016).

Second, modes of communication are forever 
evolving in new directions. Readily available vid-
eoconferencing systems can provide high- 
definition communication between patient and 
clinician and, at its best, can provide a face-to- 
face encounter that is as satisfying as an in- person 
visit. Additionally, patients and clinicians are 
increasingly using email, text messaging, as well 
as Internet chat rooms, forums, phone counsel-
ing, e-therapy, online workbooks, shared elec-
tronic health records, mobile-based applications, 
and others. Clinicians are also using social media 
platforms such as Facebook and Twitter, along 
with private websites, to disseminate information 
and educational materials about mental health. 
Their patients may interact with these materials 
in addition to therapeutic interactions. 
Adolescents and young adults increasingly 
expect to interact with their clinicians virtually, 
just as they interact with their friends, schools, 
universities, and workplaces.

Togetherall, also known as the Big White 
Wall, is an example of an extremely innovative 
approach to telehealth that was started in 2007 
through the UK National Health Service and has 
expanded around the world and is beginning to 
make incursions into several parts of the United 
States. It is a web-based platform that allows 
users to interact with each other anonymously in 
multiple components, including an online peer- 
support network that is moderated 24/7 by 
licensed professionals; a mechanism for users to 
journal thoughts and feelings or take validated 
screening instruments; self-help guided courses 
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with psychoeducation resources; a platform for 
users to engage with licensed clinicians by text, 
voice, or video for direct psychotherapy; and a 
mechanism for licensed professionals to identify 
users in any of the components who are at risk 
and engage them directly. Such innovative uses 
of telehealth allow individuals to more easily 
access care and avoid spiraling into a crisis 
(Hensel et al. 2019; Hyatt 2015).

Third, telehealth makes it possible for com-
munity psychiatrists to work in multiple settings 
in the same day, thereby allowing agencies to 
optimize their staff psychiatrists’ time. For exam-
ple, a psychiatrist may do a morning clinic at a 
jail-based program, 2 h of supervision and round-
ing with an ACT team, and 2 h of seeing emer-
gency consults with a mobile crisis team. 
Agencies can organize services to be delivered by 
a pre-arranged schedule or requested 
on-demand.

Fourth, community mental health also involves 
treatment planning, education, and training com-
ponents. Telehealth systems, with capacity for 
simultaneous multiple users, can bring together 
usually distant parts of a treatment team for plan-
ning or case conferences, for instance, to a coun-
selor at school, a clinic psychiatrist, or family 
members at home. In this way, treatment can 
progress more quickly and efficiently, and prob-
lem issues such as splitting can be better avoided. 
Outreach can be done to sister agencies to pro-
vide psychoeducation and prevention-oriented 
interventions. Training and clinical supervision 
can be provided for psychiatric residents and 
other trainees.

Finally, telemedicine is capable of meeting the 
goals of the Institute of Healthcare Improvement’s 
Triple Aim of advancing population health, 
improving experience of care, and reducing per 
capita cost (Whittington et al. 2015). Patients can 
now be seen via computer tablets pre-crisis, in 
crisis in emergency departments, and post-crisis 
to assist with linkage to outpatient care. This is a 
radical change in outpatient psychiatric care, 
enabling the psychiatrist to not only be in many 
actual places at one time but also to provide care 
to patients across the spectrum of clinical acuity.

 Achieving the Triple Aim: Three 
Telehealth Examples

Between 2010 and 2020, an explosion in the use 
of telepsychiatry in areas other than one-to-one 
outpatient contact has occurred. The first exam-
ple comes from using telepsychiatry in medical 
emergency departments, intensive care units, and 
medical/surgical hospital floors. Skilled mental 
health assessments are done in real time 
(improved access), with vastly lower costs to 
hospitals due to decreased lengths of stay, 
decreased personnel (sitters), legal, pharmacy, 
and transportation costs, and with higher cus-
tomer satisfaction for both patients and practitio-
ners (Torrey et al. 2012; Bullard et al. 2009).

One study showed that the average cost of 
assessing and boarding a psychiatric patient in 
the emergency department incurred total costs of 
$2264 dollars (Nicks and Manthey 2012). A 
study shortly thereafter showed availability of 
emergency telepsychiatry consults reduced 
length of stay from 26.3  h to 8.2  h, time from 
order of consult to seeing a psychiatrist was 
reduced from 14 to 2.6  h, and door to consult 
time reduced from 19.6 h to 5.9 h (Southard et al. 
2014). The statewide South Carolina 
Telepsychiatry Program has shown that imple-
menting telepsychiatry in emergency depart-
ments saved $3006.00 per admission while 
achieving a 200% increase in aftercare participa-
tion (Narasimhan et al. 2015).

Another example is Project ECHO (Extension 
for Community Health Outcomes), a teleconsul-
tation, tele-education, and tele-mentoring model 
for enhancing primary care treatment of under-
served patients (Zigmond 2013; Feiden 2014). 
ECHO is a guided practice model that reduces 
health disparities in underserved and remote 
areas of the state and nation and in multiple coun-
tries around the world. The ECHO model uses a 
hub-and-spoke knowledge-sharing approach 
where expert teams lead virtual clinics, amplify-
ing the capacity for providers to deliver 
evidenced- based care to their rural and under-
served communities (Zhou et al. 2016). The goal 
is to help develop the expertise of primary care 
practitioners to treat the mental health and 
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 substance use issues of their patients via mentor-
ing. A good example is New Mexico’s Integrated 
Addictions and Psychiatry (IAP) teleECHO pro-
gram where primary care teams (the “spoke”) 
joined a weekly, 2-h videoconference with a team 
including a psychiatrist, addiction specialist, 
licensed clinical social worker, and case manager 
(the “hub”) (Komaromy et  al. 2016). An intro-
ductory lecture on a pertinent topic was followed 
by a review of case presentations and recommen-
dations. In 2016, IAP collected 299 surveys from 
their spoke participants. Amongst the outcomes, 
93% reported “information would be useful in 
caring for their own patients,” and 77% reported 
changes in patient’s treatment planning. Project 
ECHO arrangements have been applied in a vari-
ety of clinical situations and locations, including 
in nursing home use of restraints and antipsy-
chotics, treatment of opioid use disorder in men-
tal health clinics, psychiatric treatment in rural 
communities, chronic pain programs, and others.

The third example is field-based, first- 
responder programs. At the time of the writing of 
this chapter, there are seven telehealth first- 
responder programs in the United States, with 
many others in the planning stage. The programs 
differ in a variety of ways, including in type of 
clinicians providing the service (master’s-level 
clinicians, psychiatrists, psychologists), technol-
ogy used (iPads, telemedicine software), and end 
user (police and/or EMS). Programs also vary by 
administrative structure (collaboration with men-
tal health agency or first-responder run) and 
funding sources (government contracts, founda-
tion grants, or Medicaid-reimbursed). The ser-
vices are relatively new, and some are still in the 
pilot program stage. The most developed is 
Project CORE, a collaboration between the 
Sheriff’s Department and the local mental health 
authority in Harris County, Texas – a region of 
4.5  million residents (Harris County Sheriff’s 
Office 2020). In a 1-year study in 2019, 20 sher-
iff’s deputies completed 361 telehealth evalua-
tions with a master’s-level clinician backed by a 
psychiatrist if needed. Forty-two percent of 
patient interventions resulted in resolution on the 
scene, with 57% being transported to a medical 

or psychiatric emergency center. Only 1% of 
patients were transported to a criminal justice 
facility. In terms of access, 46% of consumers 
were first encounters with mental healthcare ser-
vices. Cost savings from jail diversion were 
$780,000; in 89% of calls, telehealth providers 
were able to educate the consumer about avail-
able community resources previously unknown 
to them. Deputies reported an average 88% 
decrease in time spent on mental health encoun-
ters, leaving them more time to police their com-
munity (Blackburn et al. 2020).

 Telemedicine Technology 
and Environment

In earlier days of telehealth, adapting to the tech-
nology was a daunting task that required person-
nel with technical expertise and expensive 
audiovisual conferencing equipment. Today, 
video communication between friends, families, 
at school, and at work is widespread for much of 
the population. Clinicians based in institutional 
settings or their homes often already have strong 
wireless networks and computers or tablets 
equipped with high-quality cameras and micro-
phones. The Best Practices in Videoconferencing-
Based Telemental Health issued by the American 
Psychiatric Association (APA) and American 
Telemedicine Association (ATA) states that clini-
cians and agencies should select videoconferenc-
ing applications that have appropriate verification, 
confidentiality, and security parameters neces-
sary to ensure privacy and sufficient data band-
width to ensure adequate video resolution and 
audio quality. Agencies should also have contin-
gency plans in the event of a technology break-
down that disrupts a session or prevents an 
encounter (e.g., telephone access) (Shore et  al. 
2018).

A major problem remains for a significant 
portion of our patients who do not have adequate 
access to technologies or data plans that provide 
sufficient bandwidth. The essential challenge of 
access to broadband data has become less of an 
issue for patients who access telehealth services 

F. Casoy et al.



757

in clinics and other institutional settings; but 
many of the most vulnerable patients have  limited 
or no access to phone minutes, data plans, or 
video technology, making universal implementa-
tion of home-based telehealth services impossi-
ble. This lack of access to technology at home 
emerged in the COVID-19 crisis as a critical 
social determinant of poorer health outcomes 
(Ramsetty and Adams 2020). A review of approx-
imately 150,000 unique patients in a large urban 
academic medical setting documented inequities 
in telemedicine access to older, Asian, non- 
English- speaking, female, Black, Latinx, and 
low-income individuals during the early stages of 
the COVID-19 pandemic (Eberly et al. 2020).

This multidimensional problem includes ineq-
uities in the built environment in the form of (1) 
inadequate broadband infrastructure, (2) differ-
ences in social or cultural expectations on the use 
of technologies in different interactions, (3) ineq-
uities in digital literacy and education about 
changing technologies, (4) economic inequality 
leading to difficulties with keeping up with hard-
ware upgrades and compatibility of software, and 
(5) implementation of different technologies in 
school, work, healthcare, and other settings that 
make it difficult for an individual to keep up with 
all the different requirements (Hensel et al. 2019). 
For this reason, increasing the proportion of 
adults with broadband Internet was included as a 
baseline objective in the Healthy People 2030 
initiative (US Department of Health and Human 
Services Office of Disease Prevention and Health 
Promotion, 2020). There is no easy way for com-
munity mental health agencies to overcome this 
digital divide, particularly for the most vulnera-
ble and difficult-to-engage patients. During the 
COVID-19 crisis, the Centers for Medicare and 
Medicaid Services (CMS), and many state gov-
ernments relaxed regulations governing tele-
health and allowed telephone visits in lieu of 
requiring video or in-person encounters (Centers 
for Medicare and Medicaid Services, 2020). 
While this regulatory relaxation significantly 
increased access and maintained continuity of 
services during the crisis, its efficacy and long- 
term impacts on patients remain unknown.

 Consulting Room Environment

There has been much discussion about the envi-
ronment of the telemedicine consulting room. In 
general, the room should be treated as any mental 
health consultation room. There should be no 
unauthorized access, and the room should be 
soundproof with no outside line of sight. APA 
and ATA Best Practices recommend that patient 
and provider cameras should be placed at eye 
level with the face clearly visible to the other per-
son. The physical space should be adjusted to 
maximize lighting, comfort, and ambiance (Shore 
et  al. 2018). Clinicians who work from home 
offices must ensure a professional-looking back-
ground and privacy throughout all clinical 
encounters. When patients are seen in non- 
institutional settings, the clinician must ask the 
patient about privacy and coach the patient to 
optimize the environment so the best possible 
mental status exam can be obtained.

Agencies must develop workflows that ensure 
that patients and clinicians are appropriately 
identified at every encounter (Shore et al. 2018). 
Any other participants in the session must also be 
identified and introduced. At every session, clini-
cians should verify the address of the patient’s 
current location and confirm alternate means of 
contact, such as telephone, text message, or 
email. Clinicians should also verify contact infor-
mation for other clinicians, family members, or 
friends who could be contacted in case of emer-
gency. As during in-person sessions, clinicians 
must always clarify the frame and ensure that 
patients understand and agree with the purpose of 
the session and what will be discussed.

 Legal and Ethical Considerations

Telepsychiatry raises multiple legal and ethical 
questions by nature of the different locations of 
the patient and community psychiatrist. Some 
issues are more concrete, such as licensure 
requirements for the physician. Other issues are 
more abstract, such as the nature of the doctor- 
patient relationship in a virtual encounter. Still 
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others raise physician responsibility questions, 
such as the physician’s actions in the case of 
interrupted patient care sessions.

 Licensure and Credentialing

Licensure, DEA registration, and credentialing 
remain legal obstacles in telehealth. In general, 
physicians must be licensed and possess a DEA 
registration in the state where the patient resides. 
Hospitals and agencies credential clinicians to 
practice as members of a defined medical staff. 
This makes it very difficult for a single psychia-
trist using a telehealth platform to treat patients 
across state lines or in multiple, unrelated hospi-
tals. Federal systems such as the Veterans 
Administration, Department of Defense, Indian 
Health Services, and others may allow a physi-
cian who is licensed in one state to practice across 
state lines when carrying out their federal duties 
(Kels and Kels 2013). Growing interstate licen-
sure compacts may ease this barrier in the com-
ing years. Agencies should also work with their 
malpractice insurance carriers to ensure their cli-
nicians are adequately covered if they are seeing 
patients spread over multiple sites and geographic 
regions.

 E-security, Privacy, 
and Confidentiality

With regard to data security and privacy, the 
delivery of mental healthcare via telehealth is 
subject to the Health Insurance Portability and 
Accountability Act (HIPAA) and state laws. 
Specialized substance use programs may also be 
subjected to the increased privacy protections of 
42 CFR Part 2. Agencies will commonly contract 
with a third-party vendor to provide a telehealth 
platform. This may be integrated with or separate 
from other electronic systems, such as an elec-
tronic health record. Agencies must enter into 
HIPAA business associate agreements (BAAs) to 
ensure compliance with applicable laws. 
Platforms that cannot enter into BAAs may not 
have the capacity to fully meet legal require-

ments. Table  1 lists some platforms that offer 
BAAs and healthcare-grade encryption (US 
Department of Health and Human Services 
2021).

Confidentiality and privacy are important for 
both clinicians and patients. No recordings 
should be made either telephonically or via tele-
conferencing without written or otherwise docu-
mented consent. Safeguards must be taken to 
protect any communications including email, 
instant messaging, and texting.

 Informed Consent

It is important to address security, privacy, and 
confidentiality through informed consent. 
Different states may have different laws or regu-
lations on consent for telehealth services, and 
agency policy and practice must adhere to these. 
Consent may be obtained by the clinician con-
ducting the telehealth session or by other clini-
cians onsite with the patient. Such forms 
generally resemble a typical psychiatric informed 
consent template, with additional items that relate 
to telehealth (see Table  2). Consent may be 
obtained at intake and does not necessarily need 
to be repeated prior to each telehealth visit.

 Prescribing Medications

When prescribing medications, clinicians must 
be aware of and abide by all applicable federal 
and state laws governing prescriptions, including 

Table 1 Telehealth platforms that offer HIPAA business 
associate agreements

Skype for business/Microsoft Teams
Updox
VSee
Zoom for healthcare
Doxy.me
Google G Suite Hangouts Meet
Cisco Webex Meetings/Webex Teams
Amazon Chime
GoToMeeting
Spruce Healthcare Messenger
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Table 2 Informed consent elements related to 
telemedicine

□ My healthcare provider has explained to me how 
the videoconferencing technology may be used to 
conduct my visit. I understand that this consultation 
will not be the same as an in-person patient/healthcare 
provider visit due to the fact that I will not be in the 
same room as my healthcare provider

□ I understand there are potential risks to this 
technology, including interruptions, unauthorized 
access, and technical difficulties. I understand that this 
video consultation is done over a secure 
communication system that is almost impossible for 
anyone else to access, but that since it is still a 
possibility, I accept the very rare risk that this could 
affect confidentiality. I understand that my healthcare 
provider(s) or myself can discontinue the telemedicine 
consult/visit if it is felt that the videoconferencing 
connections are not adequate for the situation.

□ I understand that the specialist may need a 
healthcare person sitting in the room with me during 
the consultation to assist in the consultation and to 
help provide for continuity of care.

□ I understand that my healthcare information may be 
shared with other individuals at my institution for 
scheduling and billing purposes. Others may also be 
present during the consultation other than my 
healthcare provider and the consulting healthcare 
provider in order to operate the video equipment. The 
abovementioned people will all maintain 
confidentiality of the information obtained. I further 
understand that I will be informed of their presence in 
the consultation and thus will have the right to request 
the following: (1) omit specific details of my medical 
history/physical examination that are personally 
sensitive to me, (2) ask non-medical personnel to leave 
the telemedicine examination room, and/or (3) 
terminate the consultation at any time.

□ I have had the alternatives to a telemedicine 
consultation explained to me, and in choosing to 
participate in a telemedicine consultation, I understand 
that some parts of the exam involving physical tests 
may be conducted by individuals at my location at the 
direction of the consulting healthcare provider.

□ I understand that none of the consultation will be 
recorded or photographed.

the Ryan Haight Online Pharmacy Consumer 
Protection Act of 2008. This Act, enacted prior to 
the widespread use of telehealth technologies, 
requires physicians working via telehealth plat-
forms to see their patients in person at least once 
every 2 years in order to prescribe controlled sub-
stances (Drug Enforcement Administration 
2020). One of the provisions of the 2018 

SUPPORT for Patients and Communities Act 
requires the Drug Enforcement Administration 
(DEA) to activate a special registration for physi-
cians and nurse practitioners to prescribe con-
trolled substances via telemedicine without an 
initial in-person exam. As of this writing, the 
DEA has yet to put the special registration into 
effect (115th Congress 2018). In response to the 
opioid overdose epidemic, DHHS allows a DATA 
2000 waivered clinician to prescribe buprenor-
phine via telehealth without an initial in-person 
encounter, provided the patient has a concurrent 
in-person evaluation by a non-waivered but 
DEA-registered physician, nurse practitioner, or 
physician assistant, and that the two clinicians 
maintain a collaborative relationship throughout 
the course of care of the patient receiving 
buprenorphine (Department of Health and 
Human Services 2018).

 Emergencies

Care delivery via telemedicine introduces addi-
tional hurdles for management of emergencies. 
Clinicians must always have a plan of how to deal 
with clinical emergencies that occur during or in 
between encounters (Shore et  al. 2018). 
Individual clinicians are responsible to know and 
be able to access crisis services in the patient’s 
location, as well as understand local mental 
hygiene laws, including requirements for invol-
untary commitment and duty to warn laws. When 
emergencies occur when patients are in institu-
tional settings, such as a clinic or hospital, the 
remote clinician must have a clear way to contact 
local staff. When patients are served in their own 
home or settings without other clinical staff, 
appropriate planning must be put in place to 
ensure timely intervention, such as utilizing 
emergency contacts or ensuring patients under-
stand there is a lower threshold for calling 911.

In the case of technology failure (e.g., hard-
ware malfunction, loss of Internet, loss of power), 
agencies should establish and communicate pro-
tocols for alternate communication, such as a 
telephone call or contacting a family member or 
peer.
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 Supervision and Quality Assurance

Agencies who implement telehealth services 
either develop their own programs by directly 
hiring staff who provide virtual services (either 
entirely or hybrid with in-person encounters) or 
contract with a third-party vendor to provide vir-
tual services. Payment arrangements with con-
tractors include on-demand pay-per-encounter, 
hourly rates for when a clinician is on shift, a flat 
monthly or weekly fee to cover services, or a 
combination of these (e.g., a flat fee for a certain 
number of encounters and a pay-per-encounter if 
there are extra encounters in a given period). 
Agencies must plan and implement methods for 
integrating remote clinicians into the “culture” of 
the organization and allow for remote clinicians 
to collaborate with each other and with onsite 
staff through formal staff meetings, patient 
rounds, live trainings, or some other mechanism. 
Agencies who contract with third-party vendors 
should include in business contracts the require-
ment that remote clinicians participate in collab-
orative meetings with patients’ other clinicians.

Quality or professionalism problems in remote 
clinicians may not become immediately apparent 
to the agency due to reduced opportunities for 
informal contacts with other agency staff. 
Accordingly, agencies must also develop mecha-
nisms to provide oversight or clinical supervision 
to their remote clinicians. This may include chart 
reviews, shared patients, virtually “sitting in” 
during new patient evaluations, obtaining patient 
and family feedback, or obtaining feedback from 
other staff who interact with the clinician.

Community mental health agencies should 
carefully weigh the pros and cons of contracting 
a third-party agency to provide telehealth ser-
vices instead of directly hiring remote staff. 
Working through a contracted third party may 
significantly increase the difficulty of ensuring 
continuity of care, integration of the remote clini-
cian into the rest of the clinical team, and clinical 
supervision. On the other hand, working with an 
established telehealth agency may allow faster 
onboarding of clinicians, access to clinicians 
already experienced in virtual care, broader range 
of specialty focus, and coverage for evenings, 

weekends, and absences. Agencies who chose to 
contract with third-party telehealth vendors 
should carefully assess prospective vendors to 
ensure compatibility of operational and clinical 
philosophies and practices.

 Clinical Considerations

While most patients can benefit from care that is 
exclusively virtual, many will need to always be 
seen in person or have a mix of in-person and 
virtual visits. Clinicians must conduct a careful 
and deliberative assessment of each patient to 
determine what is the correct approach. Some 
treatments, such as administration of long-acting 
injectables, collection of specimens for labora-
tory testing, or physical exams, need to occur in 
person. Community mental health agencies also 
often treat a large segment of the population that 
historically have not been able to engage with tra-
ditional ambulatory care. These individuals, par-
ticularly those enrolled in assertive community 
treatment or forensic linkage programs, may 
need more in-person encounters to successfully 
engage them. As mentioned, individuals who do 
not have adequate access to technologies that 
allow telehealth encounters will need in-person 
services or the possibility of engaging in clinic- 
based telehealth services. Table 3 lists factors to 
consider when determining appropriateness of 
telehealth encounters (New York State Office of 
Mental Health 2020). Telehealth use in psycho-
social or vocational rehabilitation programs is 
new, and further research is needed to understand 
how to best deliver it.

 Other Modalities of E-Mental Health

With the explosive growth of bandwidth and 
smart devices, development and availability of 
behavioral health mobile applications have com-
mensurately increased. One recent review esti-
mated that more than 10,000 mental or behavioral 
health apps are available for download by con-
sumers. The study authors find that this rapidly 
growing sector generally lacks a robust evidence 
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Table 3 Factors to consider when determining appropri-
ateness of telehealth encounters

Clinical factors and personal preference
   Cognitive capacity, especially as it relates to the 

ability to engage in remote care and to navigate 
remote platforms

   Requirement for treatments or interventions that can 
only be performed in person (such as administration 
of long-acting injectable antipsychotic, blood draw 
for clozapine, dispensation of methadone, etc.)

   Strength of relationship, engagement, and 
continuity of care. Is the patient new to the 
program? Was there a recent change in clinician 
assignment?

   Ability to take a more active role during virtual 
sessions than may be needed during an in-person 
session

   Static and dynamic risk factors, such as risk for 
suicide or self-injurious behavior, risk for violence, 
new housing instability, impact of substance use, 
re-entry from incarceration, increased frequency of 
emergency department or hospital admissions, etc.

   Frame setting and discussion of circumstances if an 
individual can no longer be safely managed through 
telehealth, individual is aware in-person services 
may be required

   Ability to identify and implement effective safety 
plans

   Comorbidities or medical risk factors that may 
impair transportation to in-person services or 
connection to virtual encounters

   Risks associated with in-person encounters 
(infections, falls, etc.)

System factors
   Access to crisis services
   Access to technology (phone ownership, data plan, 

minutes, broadband access, etc.); ability to establish 
a private space without interruptions

   Access to reliable transportation
   Complexity around transitions in care; avoiding 

interruptions in care as patients switch providers or 
programs

   For individuals returning to the community from 
prison or other forensic settings, it is recommended 
that in-person warm handoffs occur on the day of 
release to ensure safe transition to housing and 
access to psychiatric medication, food/clothing, and 
telephone for telehealth contacts. Many patients will 
require in-person assistance to reconnect to services 
as they readjust to the community environment

base as well as guidance for consumers and pro-
fessionals to optimally guide adoption at the indi-
vidual level. Many of these apps imply that the 
evidence-based benefits of well-established inter-

ventions, such as cognitive-behavioral therapy or 
mindfulness, transfer to these electronic systems 
without substantiating these claims with pub-
lished evidence (Carlo et  al. 2019). Many apps 
take a psychoeducation approach to stress man-
agement, meditative or breathing exercises, and 
cognitive restructuring practices. Emphasis in the 
platforms may be general or condition specific 
(e.g., depression, anxiety, eating disorder, insom-
nia, etc.).

Adoption of digital behavioral platforms by 
patients can take many routes: (1) an individual-
ized recommendation by the clinician, (2) adop-
tion into the treatment workflow by the provider 
agency, (3) adoption by the patient and subse-
quently disclosed to the clinician, or (4) adoption 
by the patient without disclosure to the clinician. 
The impact of these digital platforms on mental 
health outcomes remains largely unknown, 
except as anecdotal reports. The nature of app- 
based interventions suggests that the risk of 
adverse effects is likely limited. However, poten-
tial risks of adoption by consumers may include 
the use of a behavioral health app instead of more 
effective “traditional” care, resulting in delay of 
care during periods of escalating acuity or 
decompensation or confusion stemming from 
contradictions in the clinician-driven versus app- 
driven approaches or recommendations. When 
recommending a particular app, clinicians and 
agencies must consider how the developers will 
use data gathered through the use of the app and 
ensure that patients understand the implication of 
the terms in user agreements as part of the 
informed consent conversation.

When we look more broadly at available digi-
tal therapeutics beyond the “app store” down-
load, a variety of delivery methods are emerging. 
Certain platforms offer “virtual” encounters sup-
plemented with individualized between-visit 
homework that is reviewed by the clinician on a 
regular basis. Some hybrids mix real-time video-
conference visits with between-session text 
exchanges, while others pair consumers with 
“health coaches” who guide and support con-
sumer use. Other platforms offer text-only 
 interaction between consumer and clinician, with 
an expectation of text frequency and response 

Telehealth and Technology



762

time designated in terms of service, and often 
available on a tiered pricing model. Text-only 
counseling exists in a regulatory “grey zone.” 
Some platforms offer text counseling by licensed 
clinicians, but the platform terms of service may 
define the encounter as advice and does not 
establish a “doctor-patient” relationship. Other 
platforms may offer anonymous participation by 
consumers which makes intervention in case of 
emergency impossible.

An additional emerging model consists of pre-
scription software or digital platforms for spe-
cific diagnoses. These have effectiveness and 
safety data that are sufficient to obtain FDA 
clearance. While the field is accustomed to physi-
cians prescribing medications or specific devices 
(such as glucometers), the notion of prescription 
software is completely new. Such platforms are 
treated similarly to medical devices and are avail-
able only by authorization by a physician. One 
example is Pear Therapeutics’ reSet and reSet-
 O. This is a digital platform that provides adjunc-
tive CBT in a contingency management approach 
for substance use and opioid use disorder, respec-
tively (Pear Therapeutics, n.d.). Another exam-
ple, also by Pear, is Somryst for chronic insomnia; 
this application interfaces with both patients and 
clinicians and delivers CBT for insomnia (Pear 
Therapeutics, n.d.). Freespira Inc. has an FDA- 
cleared device and online platform that trains 
patients on how to manage panic and posttrau-
matic stress disorders (Freespira, n.d.). Akili 
Interactive’s EndeavorRx is a digital platform-
based “videogame” that is FDA-cleared for the 
treatment of childhood ADHD (Akilli, n.d.). It is 
likely more similar platforms will emerge. While 
the prescription digital platforms lack the almost 
infinitely scalable nature (and low cost) of app-
store interventions, they are nevertheless more 
scalable than our limited professional workforce, 
lend themselves to virtual deployment to improve 
access to care, can be relied on to deliver inter-
ventions as designed, and offer automated adher-
ence and outcomes tracking. It is important for 
mental health clinicians to understand the evi-
dence behind these interventions prior to wide-
spread implementation.

The process to obtain FDA clearance for pre-
scription software is similar to the process the 
FDA uses to clear medical devices – and is quite 
different from the FDA’s process to approve med-
ications. Clearing a medical device or piece of 
software, particularly if it is categorized as Class 
I or II, does not involve a rigorous review of the 
data. Class I devices generally pose the lowest 
risk to patients; examples include bandages, oxy-
gen masks, tongue depressors, etc. Prescription 
software or other online applications are gener-
ally considered Class II, as are blood pressure 
cuffs or EKG machines. All FDA-cleared digital 
platforms have publicly available information on 
a database that clinicians can use to review the 
evidence behind a given digital platform or soft-
ware. Brand-new applications (e.g., Pear’s reSet) 
can be found on the “de novo” database (US 
Food and Drug Administration, 2021a), and 
applications for products claiming to be substan-
tially equivalent to existing products (e.g., Pear’s 
reSet-O) can be found on the “510(k) Premarket 
Notification” database (US Food and Drug 
Administration, 2021b). These types of interven-
tions and platforms will likely become part of 
how our patients will access mental health ser-
vices. Future research is critical to determine 
how they can be optimally used and to prevent 
potential negative outcomes.

 Conclusion

The dynamics of the COVID-19 pandemic pro-
voked rapid and massive changes in knowledge 
of, availability of, and acceptance of telehealth, 
with behavioral health services at the leading 
edge. Telehealth encounters went from rare to 
ubiquitous in a matter of months, with rapid regu-
latory and benefit changes to facilitate adoption. 
At this writing, it is uncertain whether some, 
most, or all the substantive changes will be per-
manently adopted at the federal and state levels, 
as well as by commercial insurers determining 
post-pandemic policy.

Projecting ahead, we can reasonably assume 
that telehealth services will be much more widely 
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available, with services extending to remote and 
urban institutional locations as well as to patients’ 
homes. As payment mechanisms continue to 
evolve from the historic in-person office-visit 
model, development of hybrid care models is 
likely, with fluid and individualized blends of in- 
person, virtual, synchronous/asynchronous, 
video, text, and app elements available. As 
younger populations of consumers and practitio-
ners demand that behavioral health incorporates 
ever-evolving smart devices and on-demand 
availability (as with all other aspects of life), 
community psychiatry must both adapt to these 
changes, safeguard quality of care, and preserve 
access to communities caught on the wrong side 
of the digital divide.
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 Introduction

De-institutionalization and the development of 
community-based care for the severely mentally 
ill began in the United States in the late 1950s 
and accelerated in the second half of the 1960s 
(Mechanic and Rochefort 1990). In the late 
1970s, literature specifically concerned with the 

role of the psychiatrist in the community mental 
health system began to appear (Winslow 1979; 
Ribner 1980; Langsley and Barter 1983; Donovan 
1980). The picture this literature presented was 
distinctly negative. Focused in particular on the 
federal community mental health center (CMHC) 
program – which had a high profile and on which 
data was collected  – the literature documented 
both that the average number of full-time equiva-
lent psychiatrists per center dropped from 3.1 to 
2.4 between 1970 and 1975 (Winslow 1979) and 
that the proportion of CMHCs run by psychia-
trists dropped rapidly from over 50% in 1971 
(Pollack 1992) to 26% in 1977 (Ribner 1980) and 
to 8% in 1985 (Knox 1985).

A number of compounding factors contributed 
to this situation. Given that psychiatrists were by 
far the most expensive members of the staff, 
CMHCs were incentivized to maximize their role 
as prescribers, a task they alone could perform. 
At the same time, social engineering and preven-
tion were increasingly supplanting the medical 
model for addressing the problems associated 
with mental illness, buoying the rise of social 
workers (who were also significantly less expen-
sive) into leadership dominance. Because psy-
chiatrists were not traditionally trained in 
administration and often lacked the knowledge 
and skills required to navigate a fiscal, political, 
and regulatory environment that was becoming 
ever more complex, their central role as adminis-
trators in community mental health settings 
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faded. And since psychiatrists could earn far 
higher incomes in private practice, they also had 
a strong financial incentive to leave the CMHC 
setting entirely (Sharfstein 2000).

Yet, in the 1980s and 1990s, a new wave of 
biologic research and the arrival of a much wider 
range of medical treatment options increased the 
demand for psychiatrists in CMHCs (Beigel 
1984; Okin 1984). Meanwhile, as funding for 
CMHCs shifted from grants to third-party payors 
(principally Medicaid), parties responsible for 
those dollars had an interest in strong medical 
oversight of the specific services being reim-
bursed. This led to regulations that tied reim-
bursement to a requirement for medical 
supervision (Diamond et al. 1995). As a result, a 
new leadership role for psychiatrists  – titled 
“medical director” – emerged (Pollack and Cutler 
1992; Ranz et  al. 1997; Stein 1998; Diamond 
et al. 1991).

A survey of psychiatrist job descriptions in 
CMHCs (Diamond et al. 1995) revealed that an 
official medical director position existed in 142 
of 214 (69%) respondents. Meanwhile, a survey 
of the American Association of Community 
Psychiatrists (AACP) a few years later mirrored 
that finding among psychiatrists, with 58% of 
286 respondents identifying as medical directors 
(Ranz and Stueve 1998). That same year, the 
AACP published Guidelines for Psychiatric 
Leadership in Organized Delivery Systems for 
Treatment of Psychiatric and Substance Disorders 
(AACP 1995) with the dual goals of codifying 
existing practice and promoting the continued 
growth and evolution of psychiatric leadership.

Now, more than two decades later, the medical 
director role in CMHCs is ubiquitous around the 
country. This is thanks in no small part to advo-
cacy by the AACP paired with the emergence and 
growth of Public and Community Psychiatry 
Fellowships, and its apotheosis is best exempli-
fied by the creation of the Medical Director 
Institute embedded within the National Council 
for Wellbeing, the predominant advocacy organi-
zation for CMHCs. In this new environment, con-
cerns about the quality and supply of medical 
director candidates stand alongside concerns 
about whether or not CMHC leaders around the 

country truly embrace an expanded and substan-
tive role for medical directors.

 The History of the Medical 
Director Role

More than a century ago, hospital medical staffs 
started electing their own “chiefs of staff” to rep-
resent the needs of physicians to hospital admin-
istrators. As hospital administration became more 
complex, hospital leadership saw the need to 
appoint physician administrators to both liaise 
with and communicate leadership decisions to 
the medical staff, shifting the role from elected 
representation of the staff to include appointed 
representation of the leadership. By 1966, this 
appointed role was formally called the hospital 
medical director, and physicians filling that role 
spent the bulk of their time – if not all of it – per-
forming administrative duties, including the cen-
tral role of line authority over medical staff (Ranz 
et al. 2000a, b).

A parallel process played out in community 
mental health centers. While CMHCs were ini-
tially run by psychiatrists, as the director role 
shifted to non-physicians, the term medical 
director was used as a title for a senior psychia-
trist appointed by the administration. Yet, the 
term medical director remained informal, near 
absent in the literature as late as the 1980s, a 
likely reflection of the relative sparsity of such a 
formal role across CMHCs. Psychiatrists work-
ing in community mental health settings often 
felt they were pigeonholed into the very narrow 
role of medication management, one of the few 
roles that only they could perform (Ranz et  al. 
2000a, b).

The American Association of Community 
Psychiatrists was formed in the mid-1980s by 
psychiatrists who felt marginalized, looking to 
impact the work of CMHCs in a more robust way. 
In 1995, they published the guidelines for the role 
of the medical director in CMHCs, which has 
since been updated and is outlined later in this 
chapter. By outlining a formal job description, 
the AACP accomplished two things. First, they 
created a standard and taxonomy for which to 
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study psychiatric leadership in community men-
tal health settings, which subsequently led to 
more formal scholarly attention. But perhaps 
more importantly, they created a role 
 conceptualization that inspired psychiatrists to 
envision and negotiate their roles anew in 
CMHCs across the country and around the world 
(Ranz et al. 2000a, b).

 Current Requirements for a Medical 
Director as the Standard of Care

While The Joint Commission accreditation 
requirements do not explicitly require a named 
medical director, the presence of such a role is 
implied. Specifically, The Joint Commission 
Guide to Leadership Standards (JCHO 2009) 
states:

…to fail to adequately incorporate into the organi-
zation’s leadership the licensed independent prac-
titioner leaders who can evaluate and establish 
direction for the clinical care and decision making 
of licensed independent practitioners throughout 
the organization, is to create a fundamental gap in 
the leadership’s capability to achieve the organiza-
tion’s goals with respect to the safety and quality of 
care, financial sustainability, community service, 
and ethical behavior.

and

A chief medical officer may be a member of both 
the senior managers and the medical staff.

Moreover, NCQA accreditation standards for 
managed care organizations require a medical 
director. Certified Community Behavioral Health 
Clinics are also required to have a medical direc-
tor, and organizations with full-time medical 
directors have a higher performance, specifically 
characterized by leadership that is working 
together and communicating the institution’s 
goals effectively to all levels of the organization 
(Weber 2001). The 100 top hospitals are selected 
annually based on seven critical parameters for 
each of the 6200-plus US hospitals with 25 or 
more beds. They include the previous year’s risk- 
adjusted patient mortality and complication rates, 
severity-adjusted average patient lengths of stay, 
expenses, profitability, proportional outpatient 

revenue, and asset turnover ratio (a measure of 
facility and technological peace-keeping ability). 
The winners are selected from five comparable 
size groupings – small, medium, and large com-
munity, teaching, and large academic hospitals. 
Conspicuous among the winners at every level 
are physician-led organizations. Even in the 
majority of hospitals headed by non-physician 
administrators, however, the managerial capabili-
ties of medical directors are the key to success. 
The most common characteristic of these award- 
winning hospitals is that the leadership is work-
ing together and communicating the institution’s 
goals effectively to all levels of the organization.

 The Medical Director 
Responsibilities and Subtypes

The responsibilities of the medical director in 
community mental health are catalogued in the 
AACP model job description, as follows 
(American Association of Community 
Psychiatrists 1995):

Model Job Description for the Medical 
Director
Unless the chief executive officer (CEO) is prop-
erly trained and qualified to serve this purpose, 
the medical director has ultimate authority and 
responsibility for the medical/psychiatric ser-
vices of the system. Specifically, this includes 
responsibility for:

 1. Assuring that all system patients receive 
appropriate evaluation, diagnosis, treatment, 
medical screening, and medical/psychiatric 
evaluation whenever indicated and that all 
medical/psychiatric care is appropriately 
documented in the medical record.

 2. Assuring psychiatric involvement in the 
development, approval, and review of all 
policies, procedures, and protocols that gov-
ern clinical care.

 3. Ensuring the availability of adequate psychi-
atric staffing to provide clinical, medical, and 
administrative leadership and clinical care 
throughout the system.
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 4. Developing job descriptions for staff psychi-
atrists that are comprehensive and permit 
involvement in therapeutic and program 
development activities, as well as application 
of specific medical expertise.

 5. Recruiting, evaluating, and supervising phy-
sicians (including residents and medical stu-
dents) and overseeing the peer review 
process.

 6. Assuring that all clinical staff receives appro-
priate clinical supervision, staff develop-
ment, and in-service training.

 7. Assuring, through an interdisciplinary pro-
cess, the appropriate credentialing, privileg-
ing, and performance review of all clinical 
staff.

 8. Providing direct psychiatric services.
 9. Advising the CEO regarding the develop-

ment and review of the system’s programs, 
positions, and budgets that impact clinical 
services.

 10. Assisting the CEO by participating in a 
clearly defined and regular relationship with 
the board of directors.

 11. Participate with the CEO in making liaisons 
with private and public payors, in particular 
with medical directors or equivalent clinical 
leadership in payor organizations.

 12. Assuring the quality of treatment and related 
services provided by the system’s profes-
sional staff, through participation (directly or 
by designee) in the system’s ongoing quality 
assurance and audit processes.

 13. Providing oversight to ensure appropriate 
continuum of programs, level of care criteria, 
standards of practice, and psychiatric super-
vision for each program. Internal review of 
the level of care determinations and appeal of 
adverse UR decisions is an additional com-
ponent of this process.

 14. Participating in the development of a clini-
cally relevant, outcome evaluation process.

 15. Providing liaison for the system with com-
munity physicians, hospital staff, and other 
professional and agencies with regard to psy-
chiatric services.

 16. Developing and maintaining, whenever pos-
sible, training programs in concert with vari-
ous medical schools and graduate educational 
programs.

The medical director, by licensure, training, 
and prior clinical/administrative experience, shall 
be qualified to carry out these functions and shall 
have an approximate minimum of 50% of his/her 
time allocated to administration. In all but the 
smallest settings, this position should be no less 
than 32 hours per week.

Surveys about the medical director position 
that classified the activity of psychiatrists into 
three categories – (1) direct clinical service, (2) 
clinical collaboration (meaning clinical consulta-
tion or supervision), and (3) administration  – 
found that, in practice, the medical director 
position falls into two distinct subtypes (Ranz 
et  al. 1997; Ranz et  al. 2000a, b). The medical 
director exists not only at the agency level, as the 
AACP model job description tends to imply, but 
at the program level as well. As one would expect, 
agency medical directors engage in administra-
tive tasks more than program medical directors. 
Though not addressed in the survey, the clinical/
administrative split for agency medical directors 
varies widely, with some agency medical direc-
tors spending the majority of their time providing 
direct clinical service, while others provide very 
little direct clinical service. While reasons for 
this variation have not been formally studied, a 
diminished administrative footprint stems from 
two main issues, as cited by CMHC CEOs during 
a focus group conducted by the Medical Director 
Institute of the National Council for Mental 
Wellbeing in 2018: a perceived lack of physician 
leadership competence (which is often accurate) 
and psychiatric staffing shortages.

Meanwhile, the survey found that program 
medical directors do the same amount of direct 
clinical service as staff psychiatrists (suggesting 
that the bulk of their time remains clinical) but 
that they do significantly more clinical collabora-
tion and administration and have greater job sat-
isfaction. As to whether the program director title 
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was merely ceremonial, the survey authors 
observed:

Because clinical caseloads are not lower for pro-
gram medical directors, one might wonder whether 
creating such a position amounts to little more than 
having the title of medical director on paper, but 
not in reality. In fact, the position of medical 
 director legitimizes and facilitates the performance 
of collaborative activities that are associated with 
higher job satisfaction. Nonetheless, it is worth 
considering that some of the increased satisfac-
tions may indeed come from the title alone. The 
perceptions created among staff by a job title such 
as “medical director” include an expectation of 
leadership, and if the person filling the position has 
true leadership and administrative skills, he or she 
will almost certainly be looked to for guidance. 
(Ranz 1997, p. 919)

Even though the respondents indicated that this 
greater job satisfaction is due to the performance 
of clinical collaboration, job satisfaction was 
actually correlated tightly with the performance 
of administrative tasks across both medical direc-
tor classifications (Ranz and Stueve 1998).

 Informal Authority in the Role 
of Medical Director

The surveys also found that the medical direc-
tor’s span of authority at both the agency and pro-
gram levels divides into three categories  – (1) 
authority over medical staff alone, (2) authority 
over medical staff and other clinical staff, and (3) 
authority over all staff, clinical and administra-
tive (Ranz et al. 2000a, b). While the policy man-
ual or table of organization may grant some 
formal authority over non-psychiatric clinical 
staff and other associated non-clinical staff, in 
practice this designation means formal line 
authority typically applies only to a limited num-
ber of high-risk, agency-wide clinical decisions.

The majority of a medical director’s authority 
over the non-psychiatric clinical staff must be 
exercised informally instead. This informal 
authority derives from three primary sources: (1) 
the presence of a formal title, (2) the status of the 
medical degree, and (3) the proximate relation-
ship of the medical director to the agency 
CEO.  The relationship between the medical 

director and the CEO can be used externally to 
navigate problems in a community mental health 
center’s environment and internally to guide clin-
ical treatment across multiple domains, generate 
quality improvement initiatives, and guide pro-
gram development. Since projects require gen-
eral clinical staff to engage in new tasks, the 
medical director cannot bring ideas to fruition 
alone. Practically, this means that promoting 
change and advancing clinical care are reliant as 
much on managing relationships as they are on 
executing tasks (Bass 2008). Change happens at 
the speed of trust (Covey 2006); whatever vision 
a medical director has for improving or trans-
forming care will only get as far as the trust they 
engender in others through appropriate relation-
ship management. The medical director must 
convince the CEO, other clinical and administra-
tive leaders, and key clinical stakeholder groups 
that a given idea is worthwhile, then develop a 
collaborative strategy to accomplish implementa-
tion (Eilenberg et al. 2000).

 Medical Director for Governmental 
Authorities

Even though the state agency responsible for 
mental health services, referred to as a State 
Mental Health Authority (SMHA), is among the 
largest healthcare organizations in the country, 
some either do not have a medical director or, if 
they do, do not utilize them to lead statewide 
clinical innovation, resolve clinical issues, and 
influence non-clinician executives to establish 
organizational policies that support good clinical 
outcomes for patients and service consumers. 
The SMHA medical director’s primary role is as 
the department’s senior clinical leader, in which 
they are responsible for establishing and main-
taining the department’s standards of care on 
both clinical and programmatic levels, providing 
leadership and mentorship to clinical staff, and 
oversee the department’s quality management 
program. As such, the medical director must be 
an inclusive clinical leader, not a “medical” 
leader in the narrower sense, i.e., just a leader of 
physicians (NASMHPD 2009).
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In addition to direct clinical leadership, 
the SMHA medical director must provide 
advice and counsel to the commissioner and 
executive team regarding a broad range of 
clinical, policy, and programmatic issues, 
including direct involvement in the develop-
ment of the department’s  strategic direction. 
In this role, they are also one of the depart-
ment’s essential troubleshooters, being avail-
able to be dispatched by the commissioner to 
manage difficult and complex situations that 
arise in the course of administering an 
SMHA. Through their professional expertise 
and knowledge, they provide clinical credi-
bility for the department related to a wide 
range of internal and external audiences, con-
stituencies, customers, regulatory bodies, 
other state agencies, etc. When highly visible 
“critical incidents” occur, they stand side by 
side with the commissioner, lending profes-
sional expertise, credibility, and authority to 
unfortunate and very public situations which 
can be difficult to manage from a public rela-
tions and political point of view. As part of 
their other functions (in areas related to clini-
cal risk management activities), the medical 
director should significantly contribute to the 
prevention of such incidents.

Beyond the overarching role described above, 
the broad range of additional functions to which 
the SMHA medical director may be assigned, 
depending upon the needs of the agency and the 
preferences of the commissioner, includes:

• Identifying, selecting, and implementing clin-
ical evidence-based practices, “best prac-
tices,” and “best programs,” etc.

• Developing (and implementing) statewide 
clinical policies, procedures, protocols, prac-
tice standards, etc.

• Consultation regarding difficult/controversial 
individual cases or situations

• Providing input and direction for special pop-
ulations and specialty programs, e.g., individ-
uals with co-occurring mental health and 
substance abuse disorders, forensics, and pro-
grams for individuals with brain injury or 

developmental disabilities, young adult pro-
grams, sex offender treatment programs, etc.

• Utilization management, levels of care deter-
minations, arbitration of clinical appeals, etc.

• Overseeing recruitment and retention of psy-
chiatrists and other medical and clinical 
professionals

• Overseeing the pharmacy benefit:
 – Formulary management
 – Implementation of medication algorithms
 – Monitoring of physician prescribing 

practices
• Developing, implementing, and evaluating 

new programs, delivery systems, etc.
• Overseeing and maintaining the linkage 

between the general health system – including 
primary care – and the behavioral healthcare 
system

• Providing linkage to professional and aca-
demic communities

• Providing linkage to accrediting and monitor-
ing bodies and agencies

 The Medical Director Role 
in Managed Behavioral Healthcare

As noted earlier, NCQA accreditation standards 
for managed care organizations require a medical 
director. Many clinical, quality, and oversight 
structures exist “in mirror” to care delivery sys-
tems. Escalated utilization management (UM) 
and/or quality trends identified by the health plan 
have been traditionally addressed in joint meet-
ings (often referred to as joint operating commit-
tees or JOCs) between hospitals and health plans. 
Representation for both sides typically includes 
both medical directors and the CEO/regional 
managers (administrators) of both entities. 
Traditionally, the medical directors represent 
UM, clinical, and quality perspectives, while 
administrators represent contract and financial 
perspectives.

Few articles have been published specifically 
on the topic of the managed behavioral health-
care medical director, but one testimonial by 
Juliana Ekong provides an honest picture of the 
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work involved (Ekong 2008). Notably, she 
 highlighted the specific work of utilization man-
agement, which occupied 60% of her time. While 
she rendered denials quite rarely (consistent with 
the literature on managed care), when she did 
deny authorization, she was confident that she 
was preventing tight resources from being misal-
located. At the same time, she highlights a prob-
lem known to all managed care medical directors: 
a situation where medical necessity is not met, 
but realistic and suitable alternative levels of care 
are not present. In this very specific service avail-
ability gap, the medical director must balance 
patient need, reality, legalities, and the culture of 
the managed care organization. Recent court rul-
ings have also provided some footing and guid-
ance for managed care organizations. 
Unfortunately, coverage and availability of ser-
vices across the full continuum of care are incom-
plete in many areas, even when such levels of 
care are reimbursed. The treatment setting, inten-
sity, and push toward resilience are a tricky bal-
ance that can be thwarted when patients 
“overstay” certain levels of care. The medical 
director can be instrumental in finding, promot-
ing, and facilitating treatment methods and ven-
ues to close the gaps in care structurally and 
functionally.

As has occurred on the care delivery side over 
the last 20 years, managed care medical directors 
have increasingly found opportunity to be 
included in primary program design, operational 
planning, and the oversight of outcomes and 
staff performance. Naturally, a diverse array of 
leadership and management skills, such as 
human-to- human connectivity, communication, 
influence, budget/finance, and team leadership, 
have become increasingly important to execut-
ing the role well. Medical leaders often exert 
influence through matrixed organizational struc-
tures, e.g., the COO and the medical director, 
might both have accountability for physician 
staff positions. Despite the presence of matrix 
organizational structures, hierarchical, authori-
tarian, and/or overly competitive cultures can 
negate the formal and informal authority of the 

medical director. As a result, physicians are 
increasingly being given authority over both 
clinical operations and clinical quality/strategy, 
leading to more substantial roles with aligned 
accountability and authority.

The title chief medical officer (CMO) has 
become increasingly popular over the past 
20  years. In managed care settings, the CMO 
would attend and participate in senior leadership 
strategic planning meetings while leading and 
setting standards for one or several medical direc-
tors (who report to the CMO). The movement in 
managed care organizations toward a “seat at the 
table” for physicians to provide strategic vision, 
operational planning, and management is indeed 
welcome. In these roles, they contribute to clini-
cal design which serves patient health and well-
being and also have opportunities to acquire the 
qualities and competencies that make their voice 
a trusted and impactful one.

As the role of medical directors and CMOs 
has expanded, authority and accountability 
have not always been aligned, such that physi-
cian leaders are often made accountable for 
results without having formal authority over the 
individuals or domains most responsible for 
achieving those results. The role of medical 
director is one of the influencers in the longitu-
dinal relationship with providers. Denials can 
be issued, but common ground and understand-
ing can and should be found for the effective 
management of care. In one real-world exam-
ple, a managed care medical director was able 
to gradually find common ground with the med-
ical director of a substance abuse residential 
program regarding the appropriate use of inten-
sive outpatient care (IOP) services. The tone of 
review calls turned from hostile to collaborative 
with time, and the agenda became an honest 
discussion about clinical need and medical 
necessity match. Trust was built through dem-
onstration that tactics were not deployed simply 
“in search of a denial.” The only route to shared 
quality goals is through a trusting relationship 
and the influence such relationships create with 
providers.
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 Value-Based Care and the Future 
of the Medical Director Role

For decades, our healthcare system has been on 
an unsustainable track, with healthcare inflation 
far outpacing overall inflation, roughly doubling 
the percentage of GDP spent on healthcare from 
9.2% in 1980 to 17.7% in 2018 (CMS 2021). 
Despite this massive increase in healthcare 
spending, outcomes in the United States rank 
well below many nations that spend significantly 
less (Commonwealth Fund 2021). Much of the 
discrepancy between spending and outcomes has 
been attributed to a lack of accountability in 
reimbursement.

When the Affordable Care Act became law in 
2009, it targeted the foundational fee-for-service 
model that had both fueled increased spending 
and incentivized the marginalization of high-risk 
patients into public systems of care, where their 
long-term need for high-cost, low reimbursement 
services could be offloaded onto stand-alone 
community mental health centers and state hospi-
tals. Whereas individuals with severe mental ill-
ness had been effectively excluded from the rest 
of the healthcare system prior to passage of the 
law (with dire consequences; individuals with 
severe mental illnesses die as much as 25 years 
younger than age-matched peers without them), 
new payment models that incentivize effective 
management of all chronic disease have stimu-
lated providers to focus on comorbid physical ill-
ness alongside mental illness and substance use 
disorders.

Value-based payment mechanisms connect 
reimbursement for services rendered to both cost 
and quality standards across an attributed popula-
tion. The primary lever for accomplishing this 
goal is financial: incentives for achieving set tar-
gets and disincentives for failure to do so (see 
chapter “Financing of Community Behavioral 
Health Services”). To be sure, at this early stage, 
successful models that provide high-quality care 
at lower cost have yet to emerge. Nonetheless, 
the trend toward value-based care portends a 
future in which previously marginalized popula-

tions with severe mental illness and substance 
use disorders experience access care in integrated 
settings.

In this environment, physician leadership will 
take on a new urgency with new dimensions and 
contours. Demand for effective psychiatrist lead-
ers will grow as CMHCs (and hospital partners) 
are incentivized to shift toward minimizing 
unplanned care in emergency rooms and inpa-
tient psychiatric and medical units. Mature inte-
gration with primary care will require clinical 
supervision of social workers around physical 
disease and physical health clinicians around 
behavioral disease. This will undoubtedly call for 
psychiatrists to bridge knowledge and culture 
gaps in a larger diversity of settings. Demand by 
large healthcare systems to develop effective 
communication and trust in managing difficult 
cases will increase the need for effective liaising 
and partnership building by individuals who fully 
grasp the intricacies of how such systems oper-
ate. Strategic planning in this emerging health-
care environment will require psychiatrists to 
learn new skills related to budgeting and finance, 
as well as innovation in developing new clinical 
pathways and managing new partnerships that 
would previously have been unthinkable, like 
large health systems starting their own commu-
nity mental health centers or serving as a conve-
ner for multi-provider collaborators to establish 
unified crisis intervention or diversion centers for 
individuals with mental illness and substance use 
disorders.

In this future world, the value of a great medi-
cal director will grow significantly, but responsi-
bility for pursuing new knowledge and managing 
personal growth in leadership skills will be pre-
requisites for success. We are likely entering a 
period where previously distinct worlds  – state 
hospital systems, CMCHs, large health systems, 
mental health crisis services – are ready to col-
lide; the reverberations will last for decades. 
Future medical directors can be excited about the 
opportunities to help lead this transformation yet 
must be prepared to meet the challenges that lie 
ahead.
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Financing of Community 
Behavioral Health Services

Sosunmolu Shoyinka, Wesley E. Sowers, 
and Hunter L. McQuistion

 Introduction

The US healthcare system is one of the most 
advanced in the world. It has led innovation in 
technology, pharmaceuticals, service design, and 
other areas. Yet it is also the most expensive in the 
world. Despite the high levels of expenditure, 
outcomes remain poorer than in other similarly 
developed economies.

The COVID-19 pandemic of 2020–2022 was 
linked with a global increase in mental health dis-
tress (Kaiser Family Foundation 2021). This 
resulted in an increased demand for services 
(Center for Disease Control 2020; American 
Psychological Association 2021), with a renewed 
focus on the funding and provision of mental 
health services. Unfortunately, demand has con-
tinued to outstrip the supply of behavioral health 
services (National Council for Mental Wellbeing 
2021b). Additionally, access problems continue 

to disproportionately impact marginalized popu-
lations and underserved regions of the USA 
(Cohen’s Veteran Network and National Council 
for Behavioral Health 2018).

There has rarely been a greater need or oppor-
tunity for psychiatric thought leadership to navi-
gate this critical era of change. However, to be 
effective as leaders and change agents, psychia-
trists serving in both clinical and administrative 
leadership roles must have a working understand-
ing of healthcare financing. This is because the 
structure and delivery of healthcare services are 
often derived directly from the way those ser-
vices are funded. Thus, to improve the way ser-
vices are delivered often requires changes in 
funding mechanisms. This chapter will introduce 
how mental health services are funded in com-
munity behavioral health organizations.

 Behavioral Healthcare Financing 
in the USA: A Complex Conundrum

Healthcare financing in the USA is complex. This 
can be attributed to many factors, including ten-
sion over the role of government vs. the private 
business sector in health care, tension between 
service-user/participant choice, and the need for 
cost containment and larger systemic questions 
around whether health care should be an entitle-
ment or a privilege. It also arises from the multi-
plicity of funding sources, payers, and payment 
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models. To emphasize the point, beyond pure 
clinical services, there are even a wide range of 
independent, and largely uncoordinated, govern-
mental agencies that contribute to aspects of 
overall welfare for people with behavioral health 
challenges, from housing to nutrition (Frank and 
Glied 2006). Funding models range from the eas-
ily understood, but cumbersome, fee-for-service 
framework to complex payment structures and 
cost management mechanisms that are much 
more obscure regarding their derivation. 
Government sources such as Medicare, Medicaid, 
and local government grants/funds play a major, 
and increasing, role in the financing of behavioral 
health services (Medicaid.gov 2020). Although 
the principles of community psychiatry may be 
applied in the private sector, most of the funding 
for community mental health services comes 
from public payment sources such as these.

Additionally, healthcare costs in the USA sig-
nificantly outstrip those in other similarly devel-
oped countries, accounting for nearly 18% of the 
GDP in 2017 (Centers for Medicare and Medicaid 
Services NHE Fact Sheet 2022). However, popu-
lation health outcomes in the USA lag those of 
other developed countries (Commonwealth Fund 
2019). Key strategies for increasing value (out-
come relative to cost) have been to restructure 
funding in ways that incentivize providers to 
focus on access and population health outcomes 
rather than volume of care provided (as is the 
case under fee for service systems). Examples of 
these strategies include initiatives such as the 
Medicare Access and CHIP Reauthorization Act 
of 2015 (MACRA) and the Merit-Based Incentive 
Payment System (MIPS), Alternative Payment 
Models, and Accountable Care Organizations. 
These arrangements will be considered in more 
detail later in the chapter.

The Mental Health Parity and Addiction 
Equity and the Affordable Care Acts have 
expanded insurance coverage to millions of 
Americans (Winkelman and Chang 2018). The 
American Rescue Plan Act of 2021 (National 
Council for Mental Wellbeing 2021b) contained 
provisions that aimed to significantly strengthen 
funding for mental health and addiction treat-
ment services as the demand for mental health 

and addiction treatment services continued to rise 
in the aftermath of COVID-19 (CDC 2020). 
Despite the possibility of increased funding to 
meet the rising demand for services, the contin-
ued shortage of trained behavioral health clini-
cians to deliver mental health and addiction 
services threatens the systems’ ability to meet 
these needs (American Psychological Association 
2021).

This chapter will discuss the essential struc-
tural components of financing of public behav-
ioral health services through public funding 
mechanisms. It will then review newer funding 
strategies that hold promise for the future of 
behavioral health financing.

 The Role of Psychiatrists 
in Community Settings

Community psychiatrists play different roles in 
treatment settings. These range from providing 
direct care, advocacy, policy creation, education, 
and training to serving in leadership roles as 
medical directors or chiefs of service. 
Psychiatrists that serve in leadership roles often 
find their jobs to be more stimulating (Ranz et al. 
2001) and are less likely to succumb to burnout 
than those who do not. Additionally, organiza-
tions that have learned to integrate the expertise 
of clinically trained leaders within their executive 
decision-making teams outperform those that 
haven’t (McKinsey 2021). However, to succeed 
in these roles, psychiatrists must understand the 
business goals, financing, and operations of the 
organization in addition to the clinical mission. 
An integral aspect is understanding the financing 
of healthcare services within the purview of the 
agency.

 How Mental Health and Addiction 
Treatment Services Are Funded

Behavioral health funding, like all healthcare 
funding in the USA, is funded through a complex 
blend of governmental, private, and other sources. 
Since the passage of Medicare and Medicaid in 
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1965, government funding has grown to become 
the predominant source of funding for behavioral 
health treatment in the USA, with private insur-
ance, self-pay, and philanthropy contributing but 
a small portion (Medicaid.gov 2020). People 
with behavioral health issues are less likely to be 
working and thereby obtaining employer-based 
health insurance. At the same time, members of 
impoverished communities are more likely to 
have mental health problems (see chapter “Social 
and Political Determinants of Health and Mental 
Health”).

 Government Funding of Mental 
Health Services

Government funding of public behavioral health 
services occurs at the federal, state, and local lev-
els. Often behavioral health treatment providers 
receive a mixture of funding from various 
sources. Public contributions are derived through 
taxation at the federal and/or state levels, sup-
porting programs such as Medicare, the Veterans 
Administration, Indian Health Service, Medicaid, 
Federal Insurance Exchanges, and Children’s 
Health Insurance Program (CHIP).

 Federal Funding

 Medicare
Medicare is a federal health insurance program 
for persons aged 65 or older, those of any age liv-
ing with end-stage renal disease or aged less than 
65 but with certain disabilities. Medicare’s 
straightforward design and administration pro-
vides a foundation to understand government 
health financing mechanisms.

Medicare is funded through social security 
taxes paid to the government by employers and 
employees. Part A covers hospital-based care for 
the elderly and disabled. Medicare Part B pays 
for physician services, while Part D covers pre-
scription drugs. Part B and D are paid for by fed-
eral taxes and small monthly premiums from 
beneficiaries (CMS 2019).

Medicare Advantage (also known as Part C) is 
a comprehensive (“bundled”) alternative to 
Medicare. These “bundled” plans include Part A, 
Part B, and usually Part D. Medicare Advantage 
plans often offer extra benefits over regular 
Medicare such as vision, hearing, and dental ser-
vices. Premiums are higher, while out-of-pocket 
expenses are usually lower.

 Veterans Administration (VA)
VA benefits provide access to comprehensive 
healthcare services for individuals who have 
served in the US military, national guard, or 
reserves and were released/discharged under 
conditions other than dishonorable. Out-of- 
pocket costs are significantly limited to small 
copayments for health care or prescription drugs. 
All services are prepaid (US Dept of Veterans 
Affairs, 2021). The VA is funded through the 
Military Construction, Veterans Affairs, and 
Related Agencies (MILCON-VA) appropriations 
bill for the federal budget annually.

 Indian Health Service
Like the VA, the Indian Health Service (Indian 
Health Service 2019) is a single, comprehensive 
federal health service delivery system for 
American Indians and Alaska Natives that pro-
vides direct medical and public health services to 
members of federally recognized Native 
American tribes and Alaska indigenous people. 
The Indian Health Service is funded yearly with 
US Congressional appropriation, with IHS 
administering these funds by both direct operat-
ing allocation and grant opportunities for special 
projects. In FY 2020, the IHS behavioral health-
care budget was almost 336.5  million dollars, 
with over 2/3 of that funding dedicated to sub-
stance and alcohol services. This remained flat 
for FY2021 (Indian Health Service 2022). Global 
IHS funding levels have been criticized as chron-
ically insufficient to meet quality demands, 
though its FY2019 designation offered partial 
relief through the mechanism of designation as 
“payer of last resort,” permitting IHS facilities to 
divert cost to a patient’s public or private insur-
ance carrier, if extant (Khetpal et al. 2022).
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 Federal Block Grants
The Federal Mental Health Block Grant (MHBG) 
program provides funds to state mental health 
authorities and requires states to create a compre-
hensive state mental health plan developed by a 
statewide planning council. This funding stream 
arguably has both advantages and disadvantages. 
It is flexible in that it is not subject to federal 
Medicaid regulations. Thus, it can support 
 planning and program administration in ways 
that fee for service designs, like Medicaid, cannot 
provide (SAMHSA 2021). However, it is also 
vulnerable to states’ prioritization for this grant 
allocation, with some states potentially yielding 
greater efficiency and vision than others. The 
MHBG program is relatively small. For fiscal 
year 2018, the total MHBG allotment for the 
states and territories was $722  million (RAND 
Corporation 2018). This rose to three billion allo-
cated to SAMHSA for FY 2022 as part of the 
American Rescue Plan during the COVID-19 
pandemic. Total spending for mental health care 
by the US government was about $225 billion in 
2019 (US Dept. of Health and Human Services 
2021).

 Insurance Exchanges
The insurance exchanges were created under the 
Affordable Care Act and combine federal, state, 
and private/commercial insurance functions. 
Individuals who are self-employed or who do not 
receive insurance through their employment and 
do not qualify for Medicare or Medicaid may 
purchase insurance via these exchanges. People 
can choose from a range of government- 
standardized healthcare benefit plans offered by 
private insurers participating in the exchange. 
The exchanges offer purchasers an opportunity to 
compare and purchase plans through a single 
platform. Insurers in the exchanges offer several 
types of plans with variable degrees of coverage 
and cost sharing. Exchanges lower cost by pool-
ing the risk of participating individuals. Lower- 
income earners are eligible for subsidies from the 
Federal government. Subsidies, in the form of 
premium tax credits and cost-sharing reductions 
for purchasers, are available to individual pur-
chasers on a sliding scale according to income. 

Small businesses may be eligible for small busi-
ness health insurance tax credits when they pur-
chase coverage for their employees through the 
exchange (HealthCare.gov 2020).

 Federal Safety Net Programs
Finally, federal and state safety net programs 
such as Social Security, housing subsidies (e.g., 
section “Behavioral Health Financing Today”), 
food stamps, prescription medication coverage, 
and unemployment are disproportionally 
accessed by and support individuals with mental 
health, addiction, and intellectual disability 
needs. In this sense, they can be considered indi-
rect funding of mental health support services.

 State Funding

 Medicaid
Medicaid insures low-income Americans and is 
jointly funded and administered by the federal 
and state governments (Medicaid.gov 2020) and 
provides health insurance for low-income 
Americans. It is the primary source of state fund-
ing for mental health and addiction treatment ser-
vices. Medicaid was significantly expanded in 
most states under the Affordable Care Act and is 
available to all citizens and legal residents with 
family income below 133% of the federal poverty 
line in expansion states.

Over the past several years, Medicaid has 
been increasingly characterized by its use of 
managed care formats, and it is estimated that as 
of mid-2019, 69% of Medicaid beneficiaries 
were covered by managed care plans for their 
general health care. Keen interest by commercial 
health insurance companies to contract with state 
Medicaid authorities has accompanied this trend. 
As part of this, there is an increasing penetration 
into behavioral health services by Medicaid man-
aged care plans, including carve-outs tailored to 
those with serious mental illnesses (Kaiser 
Family Foundation 2022).

Eligibility for Medicaid is based on a means 
test, which includes annual household income 
and a consideration of assets. Income eligibility 
requirement for Medicaid is determined by each 
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state. A state’s Medicaid plan defines which ser-
vices are covered by Medicaid. There is signifi-
cant variability in the scope of covered services 
from state to state. Poorer states generally pro-
vide a lower per capita allocation of funding for 
Medicaid than wealthier states. The portion of 
Medicaid funds paid by the federal government is 
referred to as the Federal Medical Assistance 
Percentage or FMAP (Medicaid.gov 2020). 
States are funded at different levels, and FMAP 
rates have a statutory minimum of 50% and max-
imum of 83%. The FMAP is based on a formula 
that provides higher reimbursement to states with 
lower per capita incomes relative to the national 
average. Thus, for every dollar the state spends 
on Medicaid, the federal government matches at 
a rate that varies year to year.

It is well understood that over the past genera-
tion, state funding for behavioral health services, 
and especially for mental health, has migrated 
from state general funds to Medicaid. From a fis-
cal perspective, this maneuver permits states to 
reduce costs of delivering care from 100% budget 
outlay to their respective FMAP quotients. While 
theoretically there is greater regulatory restric-
tion through “Medicaidization,” the range of 
qualified services is potentially high, especially if 
states elect to pursue so-called federal Medicaid 
waivers to broaden the palette of offered services, 
often enhancing reimbursement rate structures, 
too. An example of such a waiver is for intensive 
outpatient treatment programming in New York 
State that permits these programs to receive 
higher reimbursement and multiple daily clinic 
contacts, avoiding the customary single visit per 
day limitation and creating greater flexibility of 
care.

 The Children’s Health Insurance 
Program (CHIP)
CHIP is another federal-state health insurance 
program, specifically for uninsured children in 
low-income families whose income is still too 
high to qualify the entire family for Medicaid and 
who do not have other forms of insurance that 
would otherwise cover these dependents (State 
Children’s Health Insurance Program 2019). 

Pregnant women with low incomes and children 
of state employees may also qualify. The eligibil-
ity limits and benefits for CHIP vary by state, and 
state entities may administer the program either 
as part of Medicaid or as an independent entitle-
ment. The federal funding methodology also fol-
lows an FMAP formula, though the federal share 
is much greater than that for Medicaid itself.

 State General Funds
Prior to the introduction of large-scale Medicaid 
behavioral healthcare funding, states funded 
many local community provider programs 
through contracting mechanisms, often termed 
Community Support Programs. These were 
sometimes vetted and administered through local 
governing units.

At this point, full state funding continues to be 
required for intermediate and long-term hospital-
ization, typically for state hospital systems. In no 
small part, this may be traced to the 1854 presi-
dential veto of a bill that that would have other-
wise created national social welfare policy and 
funded real estate acquisition for construction of 
asylums. It has perpetuation in the so-called IMD 
(Institutions of Mental Disease) Exclusion, which 
blocks federal funding for free-standing psychi-
atric institutions over 16 beds. It is noteworthy 
that in 2018, the federal Centers for Medicare 
and Medicaid Services created a Medicaid 
waiver, too, for states to submit IMD demonstra-
tion projects (Modern Healthcare 2018).

 Local Government Funding

City and county governments typically contrib-
ute a share of the state’s FMAP quotient. Also, 
through local tax levy, they may also fund men-
tal health services through grants and subsidies 
as program funds. They are often a payer of last 
resort for uninsured individuals. Localities may 
also fund mental health services indirectly 
through financing of supports and services in 
settings such as schools, housing programs, 
criminal justice/corrections, child, family ser-
vices, etc.
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 Private Health Insurance

Privately funded coverage is provided primarily 
through employer-sponsored plans in the 
USA. Employers and employees share the costs, 
with employers typically paying most of the pre-
mium that purchases health insurance for their 
employees. Plans with greater choice, lower out- 
of- pocket contributions (deductibles and copays), 
and more covered services tend to be more 
expensive than those with restricted networks, 
higher out-of-pocket charges and fewer covered 
services. Because private insurance plans are 
nearly always for-profit entities, they are moti-
vated to maintain financial health. This may con-
flict with quality imperatives and emphasize cost 
control through strategies like medication formu-
lary restrictions, restrictive medical necessity cri-
teria, and pre-authorization processes. Private 
insurers provide relatively little coverage for 
community mental health. However, it should be 
noted that in recent years, many states have con-
tracted with private, for-profit Managed Care 
Organizations (MCOs) to manage their Medicaid 
benefits. As a result, many public sector pro-
grams experience cost-cutting pressures like 
those seen in the private sector.

 Insurance of Last Resort

Individuals and families who cannot afford health 
insurance do not meet criteria for Medicaid, or 
other government funding make up the majority 
of the uninsured in the USA. This category also 
includes undocumented immigrants and individ-
uals who have a criminal record. When these 
individuals become ill, they are generally cared 
for in publicly funded programs, which can vary 
greatly in range of benefits from state to state, 
and even locality to locality. Many of these unin-
sured or underinsured individuals are served 
through Federally Qualified Health Centers 
(FQHC), which are funded through the Health 
Resources and Services Administration. These 
organizations receive federal prospective pay-
ments based on the yearly anticipated costs of 
serving their complex patient population; their 

mission is to meet the health needs of under-
served and vulnerable patients such as those who 
are homeless, are migratory and seasonal agricul-
tural workers, and are residents of public hous-
ing. Individuals seeking services in FQHCs may 
be required to pay sliding scale fees. Services 
offered include primary and preventative care, 
embedded behavioral health resources, subsi-
dized pharmacy services, and dental care (Health 
Resources and Services Administration 2021).

Certified Community Behavioral Health 
Clinics (CCBHCs) are a new class of federally 
subsidized providers and are funded by the fed-
eral Substance Abuse and Mental Health Services 
Administration. They are analogous to FQHCs 
and are charged with providing comprehensive 
behavioral health services, including 24-h crisis 
care, rehabilitation, case management, peer sup-
port, and primary care screening and monitoring 
to the local community. They may provide these 
services directly or contract with partner organi-
zations to complete the required service array 
(Substance Abuse and Mental Health Services 
Administration 2021).

 Behavioral Health Financing Today

Fee for service (FFS) payment remains the domi-
nant method for covering the costs of community- 
based behavioral health care in the USA today 
even for patients enrolled in managed care pro-
grams. Payers establish a set of covered (reim-
bursable) services and set compensation (rates) 
for those services. Rates often vary by provider 
type. Third-party payers (entities that serve as 
intermediaries between service users and provid-
ers to manage and pay for healthcare expenses) 
collect premiums (or taxes, in the case of govern-
ment plans) and provide payments on behalf of 
the insured. Providers bill the third-party payer 
for services delivered, and the insured often pay a 
predetermined portion of the cost of services 
received. Payments to managed care plans are 
prospective, as distinct from reimbursement for 
FFS payments.

FFS ensures accountability that services are 
delivered. However, it limits services to what is 
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“covered” under that person’s insurance plan. 
This has often historically excluded certain ser-
vices that are extremely important to ensuring 
best outcomes, such as care coordination. This 
creates a disincentive to providers from deliver-
ing those services. Additionally, FFS decouples 
payment from outcomes and so may incentivize 
providers to prioritize providing a high volume of 
billable services regardless of the quality of care. 
It also discourages providers from creating indi-
vidualized responses to their clients’ needs since 
some of the required services may not be reim-
bursed. Most providers cannot afford to provide 
uncompensated care.

 Foundational Concepts in Behavioral 
Health Financing

Due to the limitations of the fee-for-service 
model, other methods of compensation have been 
developed over time. This includes bundled pay-
ments, prospective payments, and pay-for- 
performance (P4P) arrangements. These models 
share a common goal of incentivizing cost- 
effective, quality care by aligning incentives to 
reward high-quality wise use of resources. They 
enjoy varied penetration within behavioral health 
marketplace. To fully understand these models, 
familiarity with some basic concepts is useful 
(Shoyinka 2021).

Risk Assuming risk means accepting financial 
responsibility to operate within available 
resources and liability for any expenses that 
exceed them. A major threat to those bearing risk 
is unanticipated costs from catastrophic events or 
unexpectedly high utilization. Private insurers, 
government entities, and providers may each take 
on risk. Managed Care Organizations may 
assume (1) no risk, in which the managed care 
company provides administrative services only; 
(2) limited risk, wherein potential loss and profit 
are restricted for the behavioral health managed 
care company; and (3) full risk, wherein the com-
pany assumes full financial risk for a population 
and stands to profit if costs are kept low. Whatever 
entity bears risks will have an incentive to oper-

ate efficiently to either maximize profit or to stay 
within budget for nonprofit organizations.

Incentives This refers to the use of strategies 
and techniques that reward desired practices and 
outcomes while discouraging (or not rewarding) 
undesired practices and outcomes, often through 
fiscal and other penalties.

Value-Based Reimbursement (VBR) In value- 
based reimbursement arrangements, payment is 
structured to reward healthcare outcomes rather 
than simply reimbursing services provided. 
These arrangements provide an incentive for a 
focus on quality rather than revenue. They gener-
ally use bundled payments that are tied to quality 
measures and require the provider to bear some 
degree of risk for outcomes of care.

Bundled Payments Bundling involves establish-
ing a predetermined payment rate for all service 
inputs (including ancillary costs such as food and 
support services) for the medically necessary 
treatment of a condition. These services are then 
billed at the single pre-negotiated rate after they 
are provided. This billing structure simplifies 
payment and reduces the administrative burden 
of billing for each service provided by clarifying 
what providers can expect to be paid. It also 
encourages efficiency and creativity in service 
planning. “Per diem” payments for intensive 
treatment settings such as hospitalizations and 
residential treatments are one example of bun-
dled payments. Case rates for Assertive 
Community Treatment (ACT) teams are another 
example of bundled payments.

Episode of Care Payments (also known as 
episode- based payment, case rate or DRG) is a 
type of bundled payments used to reimburse 
healthcare providers “on the basis of expected 
costs for clinically-defined episodes of care” 
(Yuan et al. 2017). In this arrangement, the pro-
vider is aware in advance the amount of payment 
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they will receive for the episode of care. 
Reimbursement is based on average costs of an 
episode of care at a specific level of service inten-
sity (such as an inpatient admission) for each 
DRG. Although often paid retrospectively, they 
can also be a prospective payment.

Prospective payments are a fixed amount 
made in advance of service delivery. Payment 
amounts are calculated from the resources his-
torically needed to treat a particular condition. 
These may be based on regional average costs of 
care and classification systems such as diagnosis- 
related groups (DRGs) which are frequently used 
for this purpose (Krinsky et al. 2017). They may 
also be used for payment of capitated payment 
arrangements.

Capitation Within this arrangement, risk- 
bearing entities (such as providers or MCOs) 
contract with a payer (government or insurer) to 
provide all required care for a defined population. 
In exchange for assuming this responsibility, they 
receive fixed, predetermined payments for each 
member of that population (a per member, per 
month rate), regardless of actual need. The capi-
tation is based on actuarial data predicting the 
number of members who are likely to need care 
of various kinds, and how intense that care is 
likely to be (Yuan et al. 2017). Payments may be 
risk-adjusted to reflect the intensity of need of the 
group on whose behalf the payments are made. 
For example, agencies serving people who are 
identified with severe illnesses and who require a 
large amount of treatment or services to meet 
their needs would fall into a high-risk group that 
would be reimbursed at a higher rate.

Program Funding or Global Payments Under 
this prospective payment arrangement, specific 
programs operated by a healthcare system or pro-
vider are funded through a fixed prepayment to 
provide care for all persons served over a speci-
fied time. This single payment is based on a pro-
spective budget that covers all treatment and 
services and may include diagnostic tests, pre-
scription drugs, and supports. These programs 

may be held accountable to obtain targeted out-
comes to maintain funding. This type of arrange-
ment is often used as “start-up/investment” funds 
for innovative programs (e.g., uses of these funds 
include supporting staff hiring, acquisition of 
office space, equipment, etc.) while developing 
other funding systems (e.g., billing insurance) for 
sustainability.

 Alternative Payment Models (APMs)

Innovations that tie payment to quality/outcomes 
have been a major focus of value enhancement 
strategies with managed care formats exemplary 
in this manner. These alternative payment models 
(APMs) include prospective payment arrange-
ments with case-mix adjustments, pay-for- 
performance (P4P), shared savings, capitated 
payment models, and full-risk advanced payment 
models (Self and Coffin 2016). They leverage 
measurement- based care and technology and fos-
ter flexibility in care delivery with an eye toward 
cost containment. Several APMs focus specifi-
cally on behavioral health services (Mauri et al.  
2017). Various types of APMs will now be con-
sidered (Shoyinka 2021).

Pay for Performance (P4P) Under P4P, provid-
ers can earn a “reward” payment over and above 
routine reimbursement (e.g., through FFS) by 
demonstrating a measurable improvement in 
clinical outcomes. These arrangements carry lit-
tle risk to the provider. They can be used to incen-
tivize very specific services or outcomes, such as 
preventive screening, enhancing patient satisfac-
tion, or achieving certain quality outcomes. P4P 
has been tied to HEDIS (Healthcare Effectiveness 
Data and Information Set) measures, such as 7- 
or 30-day follow-up after hospitalization or 
screening for diabetes and antidepressant medi-
cation adherence (Unutzer et al. 2012).

Shared Savings Shared savings programs incen-
tivize providers under FFS to lower cost of care 
by improving coordination of care to meet qual-
ity metrics. Actual spending is calculated against 
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projected spending for a wide range of health ser-
vices and settings. When specific cost and quality 
benchmarks are realized, the provider can “share” 
in the savings with its payer (Ouayogodé et  al. 
2017). This is generally a designated percentage 
of the difference between the projected and actual 
cost of the services provided.

MACRA and MIPS The Medicare Access and 
CHIP Reauthorization Act of 2015 (MACRA) 
potentially transforms healthcare practices by 
establishing new payment methodologies for 
Medicare beneficiaries. MACRA and the Merit- 
Based Incentive Payment System (MIPS) create 
an incentive for physicians to utilize measure-
ment in routine care delivery. MIPS is the mea-
surement component of MACRA.  It specifies 
measurement requirements for providers. 
Currently, providers must submit data on six 
quality measures (including one outcome mea-
sure) that are approved by the Center for Medicare 
and Medicaid Services (CMS). The Hospital- 
Wide, 30-Day, All-Cause Unplanned 
Readmission (HWR) Rate for the Merit-Based 
Incentive Payment Program (MIPS) is one exam-
ple. Clinicians have over 206 measures to choose 
from and must collect a full calendar year of data. 
Additionally, although providers are not restricted 
to measures listed in the specialty sets that apply 
to them, it may be helpful to consider those sets 
consider when selecting measures.

This system creates a monetary incentive for 
providers to track and demonstrate improved 
quality of care (CMS.gov 2019). Physicians must 
participate in MIPS if they meet certain require-
ments, such as billing more than a specified 
amount for Part B covered professional services. 
They, however, may be excluded from these pro-
grams or may request exemptions under certain 
circumstances (e.g., natural disasters, 
pandemics).

Accountable Care Organizations (ACOs) ACOs 
are typically formed by large medical centers or a 
consortium of healthcare provider organizations 
that contract with a payer to serve a defined 

patient populations with services and programs 
while meeting specific quality and cost bench-
marks over a set period. They are an example of 
Global Funding on a large scale. Essentially, an 
ACO assumes both clinical responsibility and 
financial risk for an assigned beneficiary popula-
tion that would otherwise be reimbursed through 
a fee-for-service (FFS) arrangement. 
Accountability for quality of care is required and 
monitored through the establishment of outcome 
benchmarks. A shared risk and/or savings 
arrangement is often part of the funding scheme. 
If the ACO can provide care at a lower cost than 
predicted based on historical data, all, or part, of 
the savings are retained by the organization. With 
full risk arrangements, when costs exceed the 
threshold, the ACO bears the loss.

 APMs for Behavioral Health

Given the high service utilization and need for 
multiple supports and/or care coordination asso-
ciated with severe mental illness, a variety of 
payment mechanisms have been proposed for 
this population. These arrangements typically 
include the costs of behavioral and physical 
health services (both inpatient and outpatient), 
care coordination, medication, and all ancillary 
services (Mauri et al. 2017). The New York State 
Health and Recovery Plan (NYS HARP) is an 
example of this all-inclusive bundled rate financ-
ing. Under NYS HARP, Medicaid Managed Care 
organizations are paid an enhanced rate to cover 
these services (New York State Office of Mental 
Health Health Action and Recovery Plans 2019).

Another type of APM bundles costs of care 
according to the level of service intensity and the 
average cost of care at that level per day or epi-
sode of care. Service planning and prescribed 
services are left to the discretion of the provider 
within predetermined parameters for each level 
of care. Service intensity “necessity” tools are 
used to identify the level of services required. 
Tools developed by professional organizations 
such as the Level of Care Utilization System 
(LOCUS) developed by the American Association 
for Community Psychiatry (AACP) and their 
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derivatives are the most widely used tools of this 
type (see chapter “Creating Value: Resource and 
Quality Management”). This approach saves 
money in the long term by facilitating care coor-
dination, improving engagement, and promoting 
flexibility in treatment. It reduces the administra-
tive burden of billing and by delegating risk to 
providers it eliminates the need for concurrent 
reviews. It also helps to ensure that people can 
access the services that they need in a timely 
manner, thus reducing long-term costs related to 
recidivism or from the complications of delayed 
treatment.

Patient-Centered Opioid Addiction Treatment 
Payment (P-COAT): P-COAT is designed to 
incentivize the utilization of medication-assisted 
treatment (MAT) by eliminating barriers such as 
prior authorization and FFS billing. Bundled 
payments under this model cover three phases of 
care: patient assessment and treatment planning, 
initiation of MAT, and maintenance of 
MAT. These bundles cover medication, psycho-
logical treatment, and coordination of social ser-
vices necessary to remain in treatment following 
initiation. For individuals who drop out or termi-
nate treatment early, monthly maintenance of 
MAT payments are made to the team to facilitate 
reengagement (American Society for Addiction 
Medicine 2018).

 Next-Generation Healthcare 
Financing Models

Additional innovations in paying for healthcare 
services being considered and piloted for the 
enhancement of value in health care include the 
following:

Value-Based Insurance Design (V-BID) 
(Choudhary et  al. 2010; Shoyinka 2021) V- 
BID incentivizes service users to adhere to their 
service plan and recommended care guidelines 
by developing variable consumer out-of-pocket 
costs. By making curative services more expen-
sive relative to preventative ones, members are 
motivated to use less expensive primary care and 
preventative services. For example, reduced co- 

pays, or even discounts or rebates, are leveraged 
to incentivize the use of preventative services 
such as smoking cessation, cancer screening, or 
medication for chronic conditions (such as HTN) 
over curative services such as elective surgery. 
Participation in health promotion and secondary 
prevention programs may also qualify members 
for premium discounts.

HMOs Incorporating Socioeconomic 
Determinants of Health HMOs like Kaiser, 
Geisinger, and Community Behavioral Health 
are beginning to incorporate community health 
programs that target social determinants of 
health. By addressing social determinants which 
are linked to negative health outcomes (e.g., 
unsafe housing linked to respiratory disease), 
these plans realize savings in the form of avoided 
costs of downstream care of complex/advanced 
conditions. Examples of services paid for include 
housing, healthy nutrition, employment, and pro-
grams that prevent mental illness and addiction.

 A Look at the Future of Behavioral 
Health Financing

These well-intended APMs have not yet had a 
significant impact on the overall value (quality/
cost ratio) achieved in our health systems. This 
is at least due in part to the continued domi-
nance of FFS reimbursement as a method of 
paying for community-based services. A sus-
tainable financing model that ensures equitable, 
adequate funding of quality-focused behavioral 
health services is essential for driving change. 
This funding must also allow flexibility in plan-
ning services for improved outcomes. The abil-
ity to measure the outcomes of care is central to 
both quality and cost containment. In other 
words, funding must be tied to quality metrics to 
calculate value (Shoyinka 2021). Suggested 
strategies include:

Delegated Risk and Bundling 
Mechanism Shifting some or all risk to pro-
viders may offer the greatest opportunity for 
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flexibility with accountability in health care. 
Various types of bundled payments accomplish 
this when tied to measurable outcomes. 
Bundling has the potential to enhance quality by 
allowing providers the leeway to customize ser-
vices as needed.

Efficiency Integration of services reduces 
redundancies and simplifies administration. 
Integrated financing streams and licensing will 
also increase efficiency. There must be incentives 
to reduce barriers to consolidations of fragmented 
services.

Analytics and Informatics Data collection and 
analysis for actionable insights (analytics) are the 
backbone of health financing and population 
health management. Analytics can be used to iso-
late segments of the population, identify cost 
trends, and predict future utilization. This facili-
tates targeted interventions and further analysis, 
potentially reducing waste and improving effi-
ciency. Furthermore, technologies can revolu-
tionize data management by facilitating 
information sharing in health care. The capacity 
to store information about transactions in a secure 
and indelible way must be supported by financing 
plans. These technologies can reduce fragmenta-
tion, improving integration and reducing cost. 
Meaningful outcome metrics that address the val-
ues of all stakeholders can be tracked and 
monitored.

Social Determinants Reducing their negative 
impact will require addressing health at a true 
population level through integration of financing 
for social welfare and health care. Inclusion of 
measures to ensure that basic needs are met in 
addition to those that focus on medical necessity 
criteria, such as LOCUS, is one step in that direc-
tion, but financing plans will need to develop 
clear incentives that enhance primary prevention, 
as well (Geisinger Medical Center Geisinger–
Shamokin Area Community Hospital Community 
Health Needs Assessment 2022).

 Conclusion

The funding of contemporary community men-
tal health services is complex. The establish-
ment of a simple and universal coverage scheme 
for all health services remains elusive, and it 
appears that it will remain so in the foreseeable 
future. Equity of benefits and improvement in 
population health are unlikely to be fully 
achieved until this is in place. As a result, cover-
age for community mental health services is 
composed of multiple sources with different 
rules that render funding difficult to understand, 
particularly for busy clinicians providing direct 
service. For instance, while moving through 
daily patient care, it can be challenging to be 
nuanced in assigning correct billing codes using 
apparently byzantine criteria. This can uninten-
tionally affect a program’s fiscal viability. 
Obtaining adequate funding for behavioral 
health services historically has been challeng-
ing. The COVID-19 pandemic provided oppor-
tunity to advocate for sustained, equitable 
funding to improve access to quality behavioral 
health treatment, and some increase in funding 
was realized as a result. An example of this is 
the emergence of greater billing flexibility for 
telepsychiatry, increasing some aspects of effi-
ciency and patient access (Avalone et al. 2021). 
Advances in funding methods, such as the 
APMs that offer opportunity to better balance 
cost and quality, and significant restructuring of 
the payment system in ways that balance risk, 
incentives, and quality are needed to assure 
overall value in the services we provide.
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Workforce Development 
in Community Psychiatry

Jeffrey C. Eisen

Building and retaining a high-performing team of 
psychiatrists dedicated to the biopsychosocial 
needs of highly complex and complicated patient 
population challenges even the most seasoned 
organizational leaders. Given the many barriers 
that limit the growth and development of a psy-
chiatric team, it is imperative that organizations 
create and formalize ongoing, intentional strate-
gies to recruit and retain a strong set of clinicians 
to meet the significant demand for community- 
based behavioral health services.

The objective of this chapter is threefold: (1) 
to review systemic challenges that affect work-
force development in community psychiatry; 
(2) to consider practical, tangible approaches to 
recruitment and retention of a psychiatry work-
force in community-based behavioral health; 
and (3) to describe broad actions that the field 
can collectively take to ensure that the work-
force can adequately deliver quality care to 
those in need.

 Case Study, Part 1: Mountain 
Behavioral Health

Mountain Behavioral Health is a major provider 
of mental health and substance use disorder treat-
ment in the Pacific Northwest, serving approxi-
mately 18,000 individuals annually across a wide 
array of programs and services, including health 
centers, residential, street, crisis-based, and crim-
inal justice interfacing programs and services.

Newly arrived Chief Medical Officer, Dr. 
Jason Ellis, MD, found seven full-time equivalent 
(FTE) open positions, reflecting a daunting task 
at hand. In getting to know the team, he recog-
nized that all members of the psychiatry group 
were part-time employees, with some working as 
few as 4 h per week for the organization. Each 
psychiatric provider worked independently, with 
limited supervision or opportunities for collabo-
ration among one another, or with the broader 
team of therapists and case managers. Salaries 
had not been reconsidered in several years, and 
the benefits package did not include allocations 
for continuing medical education (CME) days or 
dollars. The team appeared fragmented and dis-
connected from the broader integrated behavioral 
health approach toward which the organization 
was working. They expressed frustration and 
exhaustion. The team did acknowledge adequate 
time for assessments (60  min) and follow-up 
appointments (30 min), and while they felt com-
fortable with their caseloads, they recognized 
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that there was little space in the schedule for new 
patients who needed care and treatment.

• What factors beyond the limited numbers of 
psychiatrists affect the ability to develop the 
community psychiatry workforce?

• How do broader, systemic challenges that 
exist in the field of psychiatry affect the cir-
cumstances described at Mountain Behavioral 
Health?

 Systemic Barriers to Workforce 
Development in Community 
Psychiatry

Challenges facing the field of psychiatry, and 
more broadly, the practice of medicine, directly 
affect the ability to recruit and retain psychiatrists 
for work in community settings. Furthermore, 
community psychiatry is disproportionately 
affected by these factors based upon characteris-
tics unique to this psychiatric specialization.

 Supply and Demand Gap 
in Psychiatry

A 2018 study conducted by the American 
Association of Medical Colleges (AAMC) 
reported that there are 28,000 practicing psychia-
trists in the United States (Japsen 2018). At face 
value, this may seem like a significant number. 
However, three in five psychiatrists are 55 years 
of age or greater, and it is expected that by 2025, 
demand may outstrip supply by 6090–15,600 
psychiatrists nationwide (Weiner 2018). The sup-
ply of psychiatrists working with public sector 
insured populations already has seen a decline of 
10% from 2003 to 2013 (Weiner 2018).

As described in a 2017 study by the National 
Council for Behavioral Healthcare, the psychiat-
ric workforce is unevenly distributed across the 
country, noting that 77% of counties are under-
served and 55% of states have an extreme short-

age of child and adolescent psychiatrists 
(National Council Medical Director Institute 
2017). The study further notes that 40% of the 
psychiatry workforce practices in cash-only pri-
vate practices, which further limits the workforce 
for community-based behavioral health organiza-
tions (National Council Medical Director 
Institute 2017).

From 2001 to 2015, psychiatry residents 
increased by approximately 5%, suggesting an 
increase in the pipeline of medical students into 
the profession (Japsen 2018). This rate, however, 
does not match the expected decline of practicing 
psychiatrists over the next decade.

 Effects of Reimbursement Limitations

The effects of low reimbursement and lack of 
payment parity are widespread and pervasive, 
affecting organizations and psychiatrists alike. It 
is an unfortunate irony that for psychiatry, low 
reimbursement rates for the provision of psychi-
atric care, particularly public sector-based care, 
are not sufficient to cover the cost of care pro-
vided (National Council Medical Director 
Institute 2017). This illogical reality does not 
hold for the vast majority of other medical spe-
cialties, or for other industries beyond medicine. 
Rarely, if ever, would an auto manufacturer sell a 
vehicle for a price less than that which it costs to 
produce it.

As a result of low rates, or without alternative 
payment models (see chapter “Creating Value: 
Resource and Quality Management”) that pro-
vide more comprehensive approaches to revenue 
generation, a community mental health organiza-
tion will frequently lose money on each psychia-
trist hired. This in turn limits the number of 
psychiatrists that an organization may hire 
despite the demand, which limits needed access. 
Psychiatrists may also feel pressure to see more 
patients per hour and/or to carry higher overall 
caseloads, as organizations attempt to recoup the 
cost of the providers.
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 Physician Burnout 
and the Quadruple Aim

The rising prevalence of physician burnout repre-
sents a public health crisis, with providers reduc-
ing hours or leaving direct care due to the effects 
of ongoing work-related stress. Physician burn-
out, a work-related syndrome involving emo-
tional exhaustion, depersonalization, and a sense 
of reduced personal accomplishment, is prevalent 
internationally (West et al. 2018). Rates of burn-
out symptoms associated with adverse effects on 
patients, the healthcare workforce, costs, and 
physician health exceed 50% in studies of both 
physicians-in-training and practicing physicians 
(West et al. 2018). Two in five psychiatrists are 
experiencing professional burnout (American 
Psychiatric Association 2020), a concerning rate 
that accelerates plans to retire early. The pursuit 
of non-direct care healthcare positions with con-
sulting firms, payers, or other private sector orga-
nizations, or leaving the field altogether, further 
depletes the availability of psychiatrists. This 
short supply of psychiatric providers creates 
challenges in recruitment and retention. Active 
approaches to address the risks associated with 
burnout provide a foundation for workforce 
development efforts at individual, organizational, 
and systemic levels.

Taking on a leadership role that includes 
administrative activities can be new for many 
physicians, given that the skills associated with 
such work are not emphasized in medical school 
or residency programs and are often viewed from 
afar while providing clinical care. When physi-
cians find themselves working in roles for which 
they were not sufficiently trained, they face a 
greater risk of burnout (Kumar 2016). Hence, 
specific training and education on leadership and 
administration, particularly workforce develop-
ment, for physicians has become increasingly 
important.

The Institute for Healthcare Improvement 
(IHI) developed the Triple Aim framework to 
help healthcare organizations address health sys-
tem performance in three dimensions – improv-
ing the patient experience of care (including 
quality and satisfaction), improving the health of 

populations, and reducing the per capita cost of 
care (Institute for Healthcare Improvement 
2020a, b). Because of heightened concerns 
regarding physician burnout and the imperative 
to address systemic healthcare inequities and dis-
parities, IHI has suggested that organizations 
evolve from the Triple Aim to the Quadruple 
Aim, adding an additional objective to elevate joy 
in work (Institute for Healthcare Improvement 
2020a, b).

 Health Inequity, Representation, 
and Implications for Workforce 
Development

The psychiatric work force suffers from a lack of 
disparity within its workforce as well as its 
inability to reflect the communities in which it 
serves. Only 10.4% of practicing psychiatrists 
are Black, LatinX, or Native American, as com-
pared to 32.6% of the US population (Nitkin 
2020). In addition, 38.5% of practicing psychia-
trists are women versus 50.8% of the US popula-
tion (Nitkin 2020). Trends indicate a reduction in 
underrepresentation, and the field is more diverse 
than other medical specialties. However, poor 
representation of minority populations among 
practicing psychiatrists, including psychiatry fac-
ulty and fellows, continues and is an ongoing 
concern (Wyse et al. 2020). The trend of increased 
minority representation among residents is not 
replicated among fellows and faculty (Wyse et al. 
2020).

Without intentional equity, diversity, and 
inclusion (EDI), efforts that work toward correct-
ing these disparities, organizations, and institu-
tions continue to have difficulty in all segments 
of the workforce pipeline, including attracting 
individuals to the field, recruiting and retaining 
minority providers, and, importantly, developing 
culturally relevant and specific programs and ser-
vices that ultimately reduce health inequities and 
improve outcomes.

However, mission statements and mandates 
supporting EDI efforts cannot achieve such goals 
without reform and redesign of structures that 
contain practices and policies which, 
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 unintentionally or otherwise, perpetuate racism 
and lead to a lack of progress in diversity and 
inclusion (Sudak and Stewart 2020). Particularly 
in community psychiatry, where individuals pur-
sue work as part of a mission-driven objective of 
working to correct inequities and improve the 
lives of individuals often marginalized from tra-
ditional avenues of care, providers are less likely 
to sign on to, or stay in, a role where these efforts 
are not prioritized by an organization or where 
change is perceived as futile (Sudak and Stewart 
2020).

 Case Study: Part 2

Dr. Ellis recognized that filling open roles was 
only one part of the challenge. He thought about 
the importance of hiring the right providers  – 
those with passion for community psychiatry 
and, in particular, those who are invested in and 
reflective of the communities served by Mountain 
Behavioral Health  – rather than any available 
provider. He wondered whether this would be 
possible in an environment where the demand for 
psychiatric providers far exceeds the supply of 
available providers.

He also wanted to ensure that current provid-
ers would remain on board and not jump at the 
opportunity to join another organization. Dr. Ellis 
aspired to keep new hires for the long term, rather 
than as temporary participants in care, which 
could have detrimental effects on team morale 
and quality of care provided to patients. He hoped 
to build a diverse, talented team that is engaged in 
the mission of Mountain and where individuals 
view themselves as having a future at the organi-
zation. This required a defined, focused strategy 
in collaboration with human resource partners 
and the entire psychiatry team.

The vignette suggests the following 
questions:

• What areas of concern did Dr. Ellis identify 
that can affect the ability to hire and maintain 
a robust team of psychiatrists?

• What framework might Dr. Ellis use to orga-
nize his thoughts around this effort?

• How are recruitment and retention defined? In 
what ways are they unique, and in what ways 
might the recruitment and retention activities 
serve one another?

• What specific, practical tactics might Dr. Ellis 
pursue to successfully recruit psychiatrists for 
his community-based organization?

• What are the primary factors that affect 
employee retention?

 Definitions and a Simple Strategic 
Framework

Recruitment refers to the overall process of iden-
tifying, attracting, screening, interviewing, and 
presenting offers to suitable candidates for jobs 
within an organization (Smart Recruiters 2020). 
Retention is defined as the ability to maintain or 
keep employees in an organization and is often 
referred to by the percentage of employees kept 
in positions over a certain period of time (Mitchel 
2020). For example, if 80% of employees are 
retained in their roles over a 1-year period of 
time, then 20% of employees turned over or left 
the organization in a given year. Both definitions 
suggest the importance of the development of a 
long-term strategy and a defined process to 
address these needs rather than solely consider-
ing the hiring tactics necessary to achieve work-
force development goals.

Recruitment is generally viewed as an exter-
nal activity, searching for outside candidates for 
roles, while retention is primarily internally 
focused with current employees. While there are 
unique approaches to recruitment and retention, 
many specifics of each overlap and serve one 
another. For instance, recruiting for leadership 
roles in an organization often occurs internally. 
Similarly, the development of a strong retention 
program can enable the ability to recruit candi-
dates who view these internal efforts favorably 
for their career growth, development, and 
 satisfaction as they consider career choices and 
opportunities.

The Join-Stay-Leave model is a simple frame-
work for organizing employee recruitment and 
retention efforts (VSkills Tutorial 2020). It 
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enables an evaluation of the internal and external 
environments that can shape hiring efforts and 
serve as a source of reflection for how to better 
the needs of one’s workforce. It essentially serves 
as a “three-legged stool” of workforce develop-
ment efforts. The three questions posed by the 
model include:

• Why does someone join my organization?
• Why does someone stay in the organization?
• Why does someone leave the organization?

Leaders can learn a great deal about the 
strengths and weakness of their teams and orga-
nizations by conducting this three-part assess-
ment. Conversely, not gathering data about one 
leg of the “three-legged stool” may result in not 
effectively developing strategies to recruit and 
retain a quality workforce.

 Recruitment Approaches

The medical literature, a primary resource for 
psychiatrists and psychiatry leaders, contains lit-
tle about practical, concrete aspects of recruiting 
qualified professionals. However, human 
resources-based publications, and physician 
recruiting specialists in particular, provide a 
wealth of information with regard to how to 
develop one’s recruitment strategy and course of 
action.

 A Consistent Plan

One mistake that is commonly seen in physician 
recruiting efforts is viewing each hire indepen-
dently, pursuing an ad hoc hiring approach to fill 
the open role, and then ending recruiting efforts 
altogether when positions are successfully filled. 
This leaves an organization vulnerable to ebbs 
and flows in staffing, as well as changes in 
demand that might be experienced within a com-
munity or population. A consistent, longer-term 
approach can consider internal staffing and exter-
nal community needs, the refining of roles over 
time, benefits and compensation review, and, 

importantly, the development of internal and 
external collaborative partnerships that are vital 
given the ongoing limited supply of candidates 
across communities (Medicus Firm 2018).

 Position Review

A core component of a recruitment plan includes 
review of salary and benefits. These factors can 
rapidly change in hiring environments where 
there is a distortion in provider supply and 
demand, particularly applicable to community 
psychiatry. Development of policies and proce-
dures to ensure benefits beyond salary itself can 
be compelling as well. This may include such 
tactics as considering bonuses for additional 
skills gained, such as a second language or the 
ability to prescribe buprenorphine. CME dollars 
or days may be standard in academic environ-
ments but can be limited or absent in community 
settings, as well as reimbursement of licenses and 
provision of malpractice insurance. If possible, 
time can also be allocated for research or leader-
ship and administrative activities.

 Internal and External Partnerships

The pressure to successfully hire to meet a great 
community demand can often fall to one person 
in a community organization, such as a Medical 
Director or a Human Resources Manager. This 
process is more likely to result in the achieve-
ment of its hiring goals with a team effort that is 
invested in its success. It begins with inviting 
multiple medical and nonmedical, clinical team 
members into the process. This can be accom-
plished with such methods as inquiring as to what 
characteristics team members would like to see in 
their peers, developing specific sets of interview 
questions, brainstorming how and where to find 
potential candidates, and holding brief, regular 
meetings to discuss current openings and poten-
tial candidates, or to consistently include this in a 
standing team meeting.

Partnering with a Human Resources (HR) pro-
fessional enables both the HR and the medical 
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teams to share their unique areas of expertise 
with one another. Medical providers are able to 
utilize their own personal and professional net-
works that can lead to highly qualified candidates 
whose clinical experiences and interpersonal 
skills are well known. Similarly, HR profession-
als build the external brand of the organization by 
developing relationships with candidates and 
physician organizations and provide great sup-
port in many forms, including locating and 
screening candidates, coordinating interviewing 
efforts, and selling the opportunities to candi-
dates. This offsets the clinical demands of the 
medical team that reduce their abilities to consis-
tently attend to the recruiting effort.

It is important to note that not all community- 
based behavioral health organizations have a 
medical director to be the point person from 
which these efforts can be directed. Limited 
funding and reimbursement under a Medicaid 
fee-for-service model has led to the reduction in 
administrative, non-direct revenue-generating 
time for individuals who provide medical ser-
vices. This affects both the ability to recruit and 
to retain psychiatrists, as described later. Recent 
Alternative Payment Methodologies, including 
the Certified Community Behavioral Health 
(CCBHC) Prospective Payment System, has 
emphasized the allocation of medical director 
hours to more fully address the needs of patients, 
and the broader needs of the organization in its 
provision of psychiatric services (National 
Council for Behavioral Health 2015).

 Utilizing an Equity Lens

The importance of a psychiatry workforce that 
reflects the communities it serves cannot be 
understated. Building a team with an emphasis 
on equity, diversity, and inclusion requires an 
intentional, consistent effort that begins with lis-
tening and learning from both psychiatric staff 
and clients regarding historical and current struc-
tural racism and marginalization that exists 
broadly across the healthcare system, and more 
specifically within psychiatry and the organiza-
tion itself (Sudak and Stewart 2020). With this 

foundation, the development of an action plan 
with specific workforce development goals can 
lay the groundwork for a recruiting effort.

Ideally, this plan derives from a broader orga-
nizational racial equity plan that is embedded in 
the mission, vision, and values of an organiza-
tion. Executive support of such efforts is critical 
to and predictive of the success of such a plan, as 
an executive team’s support sends an important 
message about the importance and priorities 
around EDI efforts. Nonetheless, the dedication 
of a medical team and HR partnership in the 
implementation of such a plan can still deliver 
results of great benefit to patients and the broader 
community.

A number of specific tactics can enable the 
infusing of an equity lens into recruiting efforts. 
Developing an EDI Recruitment Committee that, 
among many activities, places a representative on 
an interview team to specifically ensure consider-
ation of EDI goals helps to ensure intentionality 
and consistency in hiring. Interview questions 
that specifically speak to understanding a candi-
date’s own self-perceptions related to race and 
ethnicity, comfort level in working with a diverse 
set of patients, and understanding of culturally 
relevant and specific approaches can provide 
valuable information in hiring decisions. Given 
the dearth of psychiatrists in many communities, 
it can be difficult to resist the temptation to hire 
the first available and qualified candidate. 
However, holding positions open long enough to 
allow a diverse set of candidates to apply can lead 
to long-term success in one’s hiring goals. 
Networking widely to seek out a range of candi-
dates is key to this approach.

 The Right Candidate Versus Any 
Candidate

As noted, the hiring of any available candidate – 
based on the pressure to find providers to meet 
considerable demand – may provide some initial 
relief but ultimately hinders a long-term, team 
building strategy. From the patient-centered per-
spective, the arrival and departure of a psychia-
trist affect the therapeutic alliance and treatment 
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efforts. The expense of hiring, as well as the 
expense associated with onboarding new psychi-
atrists to a team, can be formidable. Therefore, 
assessing the qualifications and fit with the cul-
ture of an organization should remain a priority 
even in times of shortage (Rappleye 2015). 
Utilizing short-term strategies such as temporary 
providers may be necessary in combination with 
an ongoing recruiting plan.

 Role of Technology

Changes in technology have had enormous 
effects on the delivery of psychiatric care, par-
ticularly amidst the COVID-19 pandemic, which 
led to further proliferation of telepsychiatry and 
the relaxation of regulations to enable ongoing 
reimbursement of such services (see chapter 
“Telehealth and Community Psychiatry”). 
Technology offers great benefits to recruiting 
efforts as well. The creation of an organizational 
telehealth program enables the hiring of staff 
from anywhere in the country, without individu-
als having to relocate if they do not desire to do 
so. This opens up a much greater pool of candi-
dates than in the past by enabling a recruitment 
process that spans well beyond the region in 
which an organization is located. Telehealth also 
promotes improved work-life balance for psy-
chiatrists by allowing providers to work from 
home or in a clinic-home hybrid model, which 
can be a strong selling opportunity for recruiters.

 Scope of Practice 
and the Development of a Psychiatry 
Team: Partnership with Advanced 
Practice Professionals (APPs) 
in Workforce Development

For many organizations, and more broadly for the 
overall delivery of psychiatry across communi-
ties, building a team with a hybrid of psychiatric 
providers has been an essential workforce devel-
opment strategy to meet the demand for services. 
Given the national and worldwide shortage in 
psychiatrists, as previously described, utilization 

of APPs as partners with psychiatrists can pro-
vide not only additional direct care support but 
also expertise in patient care approaches given 
the nursing experience that many APPs carry as 
part of their past work experience.

The inclusion of other professionals who pro-
vide psychiatric medication-based services to 
patients has evolved over time. While not unique 
to psychiatry, the roles of advanced practice reg-
istered nurses (APRNs), physician assistants 
(PAs), and pharmacists have filled voids particu-
larly noticeable in community settings that can 
be isolated and underserved (Runnels 2021). 
Many factors are attributed to this trend, includ-
ing a persistent lack of access to psychiatric ser-
vices, the psychiatric workforce shortage, and, 
unfortunately, limited reimbursement leading to 
motivation to find more cost-effective means of 
care.

Today, APPs have emerged as instrumental in 
the delivery of psychiatric care across commu-
nity settings (Runnels 2021). Along with this has 
emerged opportunities for the growth and devel-
opment of APPs, including APPs serving as 
Medical Directors that provide administrative 
leadership and clinical supervisory support to 
their colleagues.

Controversy and tension do exist with the 
expansion of providers addressing the psychiatric 
needs of patients. As the field of psychiatry con-
siders the value proposition of the psychiatrist 
within the behavioral health field, opportunity 
exists to recruit a larger base of providers, foster-
ing increased professional collaboration and con-
sideration of how these disciplines together can 
deliver accessible, high quality care (Runnels 
2021).

 Recruitment-Retention 
Interrelationships

As stated, factors that attract candidates to posi-
tions also can help retain them. It is well described 
that salary is only one factor in recruiting and 
retaining professionals – in many cases, it is not 
the most important factor, and is a factor that 
wanes in importance over time (Chamberlain 
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2017). Few psychiatry salaries can keep someone 
in a role that experiences ongoing dissatisfaction 
(Chamberlain 2017).

Working on continuous internal improve-
ments, and advocating with organization leader-
ship as to the integral role of psychiatry in 
community-based settings, is critical to ensure 
that providers join the community psychiatry 
workforce and stay in the workforce versus pur-
suing other avenues of income, including in pri-
vate practice and non-direct care industries. 
Expanding EDI efforts beyond recruiting by 
developing and maintaining efforts to include, 
advance, and address the well-being of diverse 
colleagues after joining an organization is of par-
ticular importance (Sudak and Stewart 2020).

 Retention Factors

Community psychiatrists face numerous vulner-
abilities that affect one’s work satisfaction, and 
the most dedicated providers face the greatest 
risk of burnout (Seppälä and Moeller 2018). 
Large caseloads, pressure to reduce time with 
patients, and extensive documentation require-
ments add burdens that directly affect quality of 
care. Without adequate supervision or collabora-
tive opportunities with fellow providers, the work 
can become increasingly isolating. This isolation 
is exacerbated by the complex and challenging 
nature of community psychiatry, where there are 
limited opportunities for interactions with other 
psychiatrists, the high level of complex needs of 
the patient population, as well as substantial 
socioeconomic disparities that affect quality of 
life and health outcomes. These aspects of the 
work can challenge even the most committed 
community psychiatrist.

Das and Baruah (2013) conducted an exten-
sive review of the published literature on work-
force retention. They describe multiple factors 
associated with the successful retention of 
employees within organizations, all of which rel-
evant to community psychiatry. These include the 
areas that follow.

 Compensation

While compensation has been found to have a 
negative effect on turnover, it is also notable that 
compensation is not consistently one of the pri-
mary factors influencing the decision to leave 
one’s role (Noah 2008; Ramlall 2003). This has 
multiple implications, first and foremost that 
leaders need to consider multiple approaches to 
retention of staff and, furthermore, that intangi-
ble benefits can be as important to cultivate over 
time as the presented benefits and compensation 
package. Therefore, the remainder of this section 
is dedicated to describing numerous intangible 
benefits that have been found to enhance the 
overall experience of work (Hewitt 2002).

 Leadership

The common saying that people do not leave a 
job, they leave a boss, continues to hold true. In a 
national study, 57% of respondents left a job 
because of their supervisor, and an additional 
32% seriously considered leaving because of 
their direct manager (DDI 2019). When employ-
ees left because of a lack of quality work or the 
opportunity to grow in an organization, they cited 
their manager as the person who could have 
helped ameliorate these concerns (Goler et  al. 
2018). Therefore, strong leadership is essential to 
employee retention efforts.

The lack of a strong medical director role in 
many community-based behavioral health orga-
nizations exacerbates such concerns, as it leaves 
psychiatric providers without a resource for sup-
port when needed. A medical leader can also 
assure consistent individual and/or peer-based 
supervision that can uphold quality care and 
assist in navigating administrative or other cross- 
disciplinary matters. Conversely, leaders can also 
ensure that providers have the autonomy they 
desire to direct care in a manner of greatest ben-
efit to patients, and in line with their training and 
licensure.

Public psychiatry fellowships serve an impor-
tant role in providing the framework and experi-
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ences that enable psychiatrists to successfully 
take on leadership roles in community settings. 
Following the launch of the first program at 
Columbia University, the presence of public psy-
chiatry fellowships has grown over time, num-
bering over 20 nationwide (see chapter “Public 
and Community Psychiatry Fellowships”).

The fostering of medical director roles in 
community settings can have significant positive 
effects on the satisfaction of both psychiatric pro-
viders and those that hold medical director roles 
(Ranz and Stueve 1998). In a study of public psy-
chiatry fellowship alumni, both program medical 
directors and staff psychiatrists asserted that par-
ticipation in clinical collaboration tasks led to 
increased satisfaction. Psychiatrists found benefit 
in having a greater sense of involvement with 
their community mental health colleagues. 
However, a reexamination of that data concluded 
that, notwithstanding those assertions, it was the 
performance of administrative (and not clinical 
collaboration) tasks that correlated with higher 
job satisfaction (Ranz and Stueve 1998).

 Work-Life Balance

Acknowledgment of priorities outside of work, 
and providing some flexibility to address such 
needs and interests, can improve balance, 
increase workforce participation and engage-
ment, and increase productivity and reduce costs 
(Ashford et al. 1989). The development of poli-
cies and procedures to support such efforts 
enables the actualization of these benefits. For 
example, development of telehealth approaches 
during the COVID-19 pandemic has enabled 
flexibility for both patients and providers. Patients 
who have access to technology can attend 
appointments from a variety of locations, which 
has multiple effects, from saving time and money 
on transportation to solving childcare needs. 
Providers also can benefit from work-from-home 
arrangements, which support balance and 
flexibility.

 Recognition and Appreciation

Fostering a culture of recognition and apprecia-
tion can go a long way toward maintaining a 
dedicated team of providers. Recognition refers 
to giving positive feedback for performance. It is 
conditional, based upon specific achievement, 
and the feedback can be tangible, such as a bonus 
or promotion, or intangible, such as praise for a 
job well done. Appreciation, while similar, is 
based upon the inherent value or personal worth 
of an individual or team. The results of recogni-
tion and appreciation are significant – individuals 
feel validated and understood, leading to greater 
trust and connection (Robbins 2019).

 Participation in Decision-Making

Participation in decision-making consists of two 
key components  – having a voice and being 
heard. Creating a culture where individuals feel 
that they can speak up with regard to that which 
works well and that which needs improvement, 
and where they are rewarded for such behavior, 
takes time and energy to foster yet is the key to 
continuous quality improvement within an orga-
nization. This endeavor only succeeds if ideas are 
considered and/or acted upon. Helping teams and 
individuals understand which ideas may be 
immediately actionable, which are indeed possi-
ble and take time, and where there may be limits 
or boundaries to that which can be modified (and 
how those ideas may be refined to become action-
able) can lead to conversations that spark collec-
tive investment in a team’s efforts, and  also 
transparently conveys the opportunities and chal-
lenges associated with change.

 Opportunity for Growth

Each psychiatrist on a team may have different 
thoughts and plans with regard to their career 
goals. Some direct care providers may seek pro-
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motion to a leadership position. Others may view 
growth as developing their skills and acumen in 
the direct care of patients, such as enhancing 
knowledge in treatment of substance use disor-
ders, understanding new approaches to psycho-
pharmacology, or building skills in new 
modalities of care including transcranial mag-
netic stimulation (TMS) or electroconvulsive 
therapy (ECT). Policy and advocacy work are 
additional areas of interest for many providers. 
Understanding and being able to deliver on the 
short- and long-term goals of team members pro-
vide a signal to providers that the organization is 
invested in them and provide motivation for pro-
viders to maintain their commitment to the work.

 Training and Development

As described above, training and development is 
an important component of growth opportunities 
for providers, allowing the maintenance of cur-
rent skills and the development of new skills and 
knowledge of care and treatment. The CME 
requirement for ongoing licensure and board cer-
tification further supports the need for ongoing 
training but is not universally provided as a ben-
efit to psychiatrists in community organizations. 
Organizations can find it difficult to provide 
CMEs for internal trainings due to the complex 
requirements associated with offering CME- 
certified programming. This is a barrier that is 
less prevalent for other behavioral health profes-
sional certifications, enabling organizations to 
offer CEs but not CMEs, even if the training is 
relevant to medical professionals. Partnering 
with a university or other organization that is 
accredited to offer CMEs provides one avenue to 
make CMEs more accessible; providing CME 
dollars or days as part of a compensation package 
enables providers the autonomy to direct their 
learning as they see fit.

Provision of regular individual or group super-
vision also enables providers the opportunity to 
gain insights and learn new skills, which is par-
ticularly useful in a community psychiatry set-
ting where cases can be particularly complex. 
Supervision further allows the ability for provid-

ers to process transferential and countertransfer-
ential feelings about the patients they serve, 
enabling self-reflection and greater self- 
understanding. Importantly, supervision provides 
support and connection with others that can ame-
liorate risks of burnout and maintain 
engagement.

 Case Study: Part 3

Dr. Ellis rolled up his sleeves and got to work on 
developing the medical team at Mountain 
Behavioral Health. He took the time to listen and 
learn from the medical team, respecting the cul-
ture as it currently existed before embarking on 
quick changes that could lead to resistance. He 
actively participated in organization-wide racial 
equity efforts to seek intentional improvements 
that would best serve patients and the medical 
team.

He developed a biannual all-medical team 
meeting to enable didactic training as well as 
administrative matters, build connections 
between providers, and offer breakout groups to 
identify areas for improvement and share ideas. 
He identified providers with interest in develop-
ing leadership skills and allocated a few hours 
per week for these individuals to serve as point 
persons for their areas of responsibility, such as 
for the organization’s health centers and residen-
tial programs; these positions evolved to program 
Medical Director roles, in which they continued 
to provide a significant percentage of patient care 
while maintaining the point person representa-
tion. This team met one to two times monthly to 
consider clinical and administrative matters, with 
specific emphasis on reviewing and implement-
ing a consistent recruiting and retention strategy 
that emphasized equity, diversity, and inclusion 
principles. This team also partnered with the 
People & Culture (Human Resources)  department 
to review regional standards in benefits and 
compensation.

Group and individual supervision was insti-
tuted, as well as expanding annual performance 
evaluations to the medical team. He was not able 
to overcome the requirements of CME accredita-
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tion but, after much advocacy, was able to offer 
CME dollars and days as part of the overall ben-
efits and compensation strategy. He also was able 
to purchase a best clinical practices database 
from which providers could receive CMEs for 
searching for and reviewing articles. A telepsy-
chiatry program was developed amidst the 
COVID-19 pandemic that provided increased 
flexibility for providers and patients, with plans 
to continue the hybrid approach, with advocacy 
with payers for continued parity in reimburse-
ment with in-person care.

Clinically specific improvements were initi-
ated based on needs identified by the medical 
team and asked for by patients. A new, in-house 
pharmacy vendor was identified after numerous 
concerns arose regarding medication dosage and 
distribution accuracy. Collaboration with other 
behavioral health team members was encouraged 
and enhanced, with a specific emphasis on care 
coordination for complex, co-occurring physical 
and mental health concerns.

The filling of the empty seven positions started 
slowly, but over time, the efforts gained momen-
tum. The recruitment and retention work gained 
recognition across the region, and word spread 
among providers, leading to increased applica-
tions for open roles. After two-and-a-half years 
of effort, all seven full-time roles were filled, and, 
in a first for the organization, multiple candidates 
needed to be considered for roles that opened due 
to retirement or performance management.

 Calls to Action

The 2001 convening of concerned patients, fam-
ily members, providers, and policymakers led to 
the formation of the Annapolis Coalition on the 
Behavioral Health Workforce, which led to the 
development of a national action plan for work-
force development across all sectors of the behav-
ioral health field (Hoge et al. 2009).

With the support of the Substance Abuse and 
Mental Health Services Administration 
(SAMHSA), the coalition proposed goals to 
develop the behavioral health workforce. By 
broadening the concept of workforce, communi-

ties and individuals with lived experience have 
increased ability to describe their needs, thereby 
informing psychiatry and nonpsychiatric behav-
ioral health professionals as to optimal care and 
treatment practices. Strengthening the behavioral 
health workforce emphasizes improving recruit-
ment and retention strategies, including provider 
development via leadership and training. Building 
infrastructure, including a national research and 
evaluation effort, enables technical assistance, 
data collection, and analysis necessary to imple-
ment and monitor progress related to workforce 
development efforts (Hoge et  al. 2009; 
Schoenwald et al. 2010).

Similar themes, with an increased emphasis 
on leveraging policy-based initiatives to 
strengthen the psychiatry workforce, emerged 
from a 2017 report on the psychiatric shortage 
published by the National Council for Behavioral 
Healthcare Medical Director Institute (MDI). 
The MDI convened a broad group of “practitio-
ners, administrators, policymakers, researchers, 
innovators, educators, advocates, and payers” 
charged with identifying the root causes of the 
concern, finding solutions, and listing actionable 
approaches that can be taken at the national, 
regional, and local levels (National Council 
Medical Director Institute 2017).

An important conclusion drawn from the 
effort was that “increasing the number of psy-
chiatrists – by itself – would not be sufficient to 
improve access and the quality of care.” The 
solutions, they asserted, derive from a range of 
efforts designed that affect every aspect of care 
delivery  – not only growing the workforce but 
also increasing the efficiency of delivery of psy-
chiatric services, including care coordination and 
information exchange; implementing models of 
integrated care; training medical students, resi-
dents, and the current workforce in new models 
of care; adopting effective payment structures 
that adequately reimburse psychiatrists for the 
cost of care; and actively working to reduce the 
percentage of psychiatric providers who engage 
in cash-only, private practices (National Council 
Medical Director Institute 2017).

With this in mind, strategies to expand the 
capacity of a limited psychiatry workforce have 
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emerged, most notably the development of team- 
based care approaches. Originally developed 
within primary care practices, the adaptation of a 
team-based care framework for behavioral health 
considers the many potential roles that exist in 
the successful delivery of psychiatric care within 
behavioral health settings. Utilization of medical 
assistant, nursing, and care coordinator roles in 
tandem with psychiatric providers can enable 
each of these professionals to work at the top of 
their skill sets, thereby enabling psychiatrists to 
focus their attention on areas for which they offer 
their greatest skills. This can allow for increased 
satisfaction in work, reduced time required in 
administrative, non-patient care activity, and cre-
ate a more efficient patient flow to the satisfac-
tion of both patients and providers (National 
Council Medical Director Institute 2020).

The psychiatry workforce crisis, and more 
broadly, the significant lack of community behav-
ioral health providers nationwide, has been 
widely described and discussed. The prediction 
of a shortage of psychiatrists has come to frui-
tion, with greater shortages expected over time. 
Macro, policy-based initiatives, in combination 
with practical, local recruiting and retention 
efforts tailored to specific patient populations and 
geographies, are necessary components of an 
overall strategy to consider and successfully 
address community psychiatry workforce growth 
and development.
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Practical Ethics for Practicing 
Clinicians

John S. Rozel and Darcy M. Moschenross

 Introduction

The work of community psychiatry places pro-
fessionals in a complex and overlapping territory 
where clinical interests, patient rights, state laws, 
professional rules, and cultural frames all meet 
and blend. While much of the work of a commu-
nity psychiatrist lies unambiguously in the 
domain of ethical practice, there are borders 
where ethical principles are more difficult to 
apply. While efforts should always be made to 
stay within the precepts of ethical practice, few 
practitioners would doubt that there are times 
where such boundaries become ambiguous and 
complex.

And yet, for all the intellectual richness of the 
interplay between community psychiatry and 
medical ethics, most community psychiatrists 
find their time best spent engaging and working 
with their patients through the course and man-

agement of their illnesses and stressors. For most, 
community psychiatry is an immensely practical 
science: work done in the streets, clinics, and 
emergency departments of our neighborhoods, 
usually far removed from access to traditional 
medical ethics consultation services. Ethics com-
mittees can be quite useful when available, but 
they may take more time than is practical for the 
practitioner. Attention is inevitably and necessar-
ily given to practical matters of clinical manage-
ment and safety than to matters of philosophy 
and ethics.

Arguably, one of the necessary skills of com-
munity psychiatrists is their ability to interact 
with patients nimbly, compassionately, and effec-
tively, in a time and manner most conducive to 
their full participation in care. This engagement 
benefits from creativity and flexibility. While car-
ing for our patients ethically is critical, the reality 
is that we often face complex ethical questions 
with less-than-ideal resources and support. This 
chapter is intended to support frontline commu-
nity psychiatrists in making ethical decisions 
quickly in the real world.

 Not All Ethical Problems Are 
Difficult

When many people think about medical ethics, 
their minds leap to complex cases – the outliers 
and extreme cases they have struggled with 

J. S. Rozel (*) 
University of Pittsburgh, Pittsburgh, PA, USA 

Resolve Crisis Services of UPMC Western 
Psychiatric Hospital,  
Pittsburgh, PA, USA
e-mail: rozeljs@upmc.edu 

D. M. Moschenross 
University of Pittsburgh, Pittsburgh, PA, USA 

Psychiatric Consult Liaison Service, UPMC Western 
Psychiatric Hospital, Pittsburgh, PA, USA
e-mail: moschenrossdm@upmc.edu

© The Author(s), under exclusive license to Springer Nature Switzerland AG 2022 
W. E. Sowers et al. (eds.), Textbook of Community Psychiatry, 
https://doi.org/10.1007/978-3-031-10239-4_58

http://crossmark.crossref.org/dialog/?doi=10.1007/978-3-031-10239-4_58&domain=pdf
mailto:rozeljs@upmc.edu
mailto:moschenrossdm@upmc.edu
https://doi.org/10.1007/978-3-031-10239-4_58


804

90% are simple

8 - 9% are complex

1-2% are unsolvable

Fig. 1 The hierarchy of difficulty in ethical problems

before. The reality is that the most difficult cases 
are the most exceptional: they are uncommon and 
are not routine. Clinicians encounter a myriad of 
ethical decisions every day and navigate the over-
whelming majority of them without difficulty 
and, often, without a second thought. A small 
subset is difficult, but resolvable and an even 
smaller subset may be unsolvable. Consider, as 
an arbitrary breakdown and as a modified Pareto 
principle (i.e., the 80:20 principle, where a small 
number of cases require a disproportionate 
amount of attention) as outlined in Fig. 1.

 90% of Ethical Issues Are Simple

They are easily and appropriately resolved with 
little effort or thought. For example, obtaining 
informed consent, supporting client autonomy, or 
not breaching our various duties and responsibili-
ties are actions done routinely and with little con-
scious ethical consideration. (For example: 
patient – “If I give you cash, then will you pre-
scribe me 180 Xanax for my depression?” 
Psychiatrist: “Nope.”)

 8–9% of Ethical Issues Are Complex

These require consideration of the issues, the 
stakeholders, and a thoughtful application of var-

ious rules and laws to lead to an appropriate out-
come. These issues are solvable but require 
effort – and, perhaps, more time than is typically 
readily available in routine clinical practice.

 1–2% of Ethical Issues Are Unsolvable

These tend to defy even the most astute analy-
sis. No matter how cleverly current laws and 
rules are applied, the answer remains substan-
tively unsatisfactory. New rules or laws created 
for the specific problem are likely to be simi-
larly flawed. Clinicians must recognize these 
problems for what they are, and not be overly 
concerned about leaving them unsolved. Clinical 
work is demanding – and the substance of such 
work may be undermined by inappropriate 
expenditures to solve extraordinarily complex 
conundrums.

Thus, the best application of ethical thinking 
in community psychiatry may best be spent on 
the second cluster: complex but solvable situa-
tions. The first group requires little conscious 
attention. The third, once recognized, can be 
carefully and deliberately set aside, recognizing 
that even great effort will result in solutions 
which are imperfect or untimely. As difficult as it 
can be to accept, not every clinical dilemma has a 
solution that is both clearly ethical and clinically 
satisfying.
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 Preliminary Considerations

Before engaging in ethical analysis, two consid-
erations should be addressed by the clinician. 
First, is there a cultural or cognitive bias which is 
skewing the perception of the ethical problem, or 
even a cultural misunderstanding which is creat-
ing a conflict and an ethical problem? Second, is 
there an easy solution that is otherwise being 
missed because of the (mis)classification of the 
conflict as an ethical issue?

 Bias Check

An array of biases can interfere with ethical 
decision- making. These potential biases include 
errors of judgment related to decision-making 
(often referred to as cognitive biases) and biases 
relating to perspectives influenced by culture, 
race, gender, and similar factors (often referred to 
as implicit biases). Both cognitive and implicit 
bias can impact ethical analysis, and implicit 
biases, in and of themselves, can create highly 
volatile clinical situations through misunder-
standing and antagonizing patients. Clinicians 
may benefit from exploring how their own biases 
manifest and influence their clinical approach 
and ethical analysis.

The tools and precepts of modern American 
and Western medical ethics need to be recognized 
as just that: the product of our contemporary cul-
ture, more specifically, the product of a modern 
society where autonomy and liberty are central 
moral values and social goals (Charlesworth 
1993). Many of the critical questions in psychiat-
ric ethics hinge on the challenges of supporting 
autonomy in the face of illnesses which can pow-
erfully subvert autonomy and self-awareness 
(Prigatano 2009). As such, psychiatric ethics 
often becomes a subset – a specialized territory 
within the broader territory of medical ethics  – 
due to the conflicts arising between autonomy 
and autonomy-subverting illnesses.

Psychiatric illnesses have intrinsically psy-
chosocial and cultural attributes as well as 
being a matter of clinical concern. As we 

approach more relational issues of psychiatric 
ethics –individual rights vs. community inter-
ests, privacy, and coercion – the focus on auton-
omy may yield less satisfactory answers. While 
the Western canon of bioethics can be tremen-
dously useful in addressing these issues, it must 
also be recognized that using this Western cul-
tural perspective exclusively may be an incom-
plete approach. Bioethics has never been 
homogenous or static: as a field, it grows and 
evolves both because of increased understand-
ing of the subject and because the issues which 
are addressed change. The lessons of feminist 
and African American bioethics – including the 
importance understanding power, oppression, 
and the impact of systemic bias – blend natu-
rally with many of the core values we recognize 
in our work in community psychiatry (Griffith 
2007; Martin 2001). Indeed, in an era where we 
are better recognizing culture as an intersec-
tional concept, we are also recognizing that liv-
ing with mental illness creates an added layer 
of identity and meaning for all of our patients 
which community psychiatrists need to under-
stand to ethically and effectively care for our 
patients (Crenshaw 1989; Oexle and Corrigan 
2018).

Further, our own subjective biases anchored 
in stereotypes of ability and disability, race, 
religion, gender, culture, and other characteris-
tics that differentiate “us” from “them” can 
impact our ethical decision-making (Jecker 
2001; Louw 2016). The impact of these biases, 
when applied to complex cases, can make it dif-
ficult to effectively analyze an ethical problem. 
In formal bioethics, systematic analysis of 
cases can help mitigate these risks (Agich 
2001). At a practical level, a basic reflective 
question may help reduce the impact of these 
biases: is there something about the cultural, 
gender, or other distinctions in this case leading 
me to make assumptions based on my own 
background or values? In a systematic analysis, 
expressing recognition of the adverse impact of 
implicit bias in health care can be a critical first 
step to improving decisions (Sukhera et  al. 
2020).
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 Work Smarter, Not Harder

While careful ethical analysis can be a useful 
tool, it consumes the clinician’s time and atten-
tion. And even with tremendous use of these 
finite resources, ethical analysis is not guaranteed 
to yield ethically and clinically satisfactory out-
comes. Discretion can be the better part of valor: 
sometimes risks are created by entering into 
unnecessary ethical analyses when it could be 
simpler to avoid those quandaries. Common foi-
bles including overthought ethical analysis and 
misunderstanding decision-making responsibil-
ity are briefly explained below.

The appeal of constructing a complex ethical 
rationalization for a clinically desired course of 
action can take on a momentum of its own. 
Convoluted ethical reasoning and overly intricate 
plans can be made instead of simpler, less ambig-
uous ones. To wit, Ockham’s razor can be applied 
to ethical decision-making as well as scientific 
explanations: all things being equal, given a 
choice between a complex ethical solution and a 
simpler one, the simpler choice may be preferred. 
For example, a clinician concerned about the 
well-being of a patient may go through convo-
luted reasoning to reframe the facts of a case to fit 
the regional rules about involuntary commitment 
for inability to care for self. In doing so, the clini-
cian runs the risk of angering a patient who sees 
their autonomy being stripped from  them and 
believing that even though the patient’s living 
situation may not be improved, the responsibility 
of addressing that risk would then fall to the inpa-
tient team to resolve. Or the clinician can simply 
explore easier, clinically pragmatic solutions 
which require substantially less ethical acrobatics 
to justify. The clinician can express their con-
cerns to the patient and find a collaborative solu-
tion, persuade the patient to voluntarily admit 
themselves, or engage family to provide added 
supports. Put simply: basic clinical engagement 
can often be preferred over complex and ethically 
challenging – or dubious – reasoning.

At times, psychiatrists have paternalistically 
assumed responsibility for a decision when it is 
more appropriately made by the patient or their 
proxy. Not every clinical dilemma is ours to 

solve. Many physicians are prone to the bias and 
the assumption that, through their authority and 
paternalistic traditions, they can and should be 
making decisions that will lead to the best out-
comes for their patients. In truth, in the absence 
of a small number of exceptions, our patients 
retain autonomy and the right to make their own 
decisions. For example, a psychiatrist is 
extremely concerned about a patient’s decision to 
move in with a relative who may be exploiting 
them for their benefits. In the absence of criteria 
for involuntary interventions or reassignment of 
benefits to a payee, the psychiatrist may have no 
legal standing to enforce a change in this living 
arrangement.

Some ethical questions can be avoided with 
early planning and explanation of clinic practices 
to patients. Clearly drafted policies provide at 
least an initial position in the face of a number of 
common ethical questions. Clearly explained 
clinic rules, shared in advanced with patients and 
their immediate supports, can become a useful 
anchor point for future decisions. When can or 
should a provider call an emergency contact? 
How are cancellations and refill requests han-
dled? Are emotional support animal letters writ-
ten, and if so, with what standards? When and 
how is information shared with or received from 
family members? This process is in many ways 
simply an extension of informed consent. Used 
consistently, it can be an easy route through 
potentially murky ethical waters.

 Case Study: When to Write a Letter

A patient is referred to a psychiatrist for one-time 
consultation. She is a 24 year old female with his-
tory of depression, currently not in treatment, but 
asks them to sign Family and Medical Leave Act 
paperwork so she can have unlimited, flexible 
days off during the month. She has some vague 
symptoms (poor sleep, low mood). The psychia-
trist makes multiple recommendations for treat-
ment to improve her mood, but she does not seem 
particularly interested (discussion of behavioral 
activation, improving sleep habits, etc.) and does 
not want to engage in therapy. She refuses to 
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answer the psychiatrist’s inquiry about the rea-
sons these work stipulations are needed. She 
starts to demand that the psychiatrist write the 
letter. The psychiatrist explains that they have 
insufficient evidence or information to complete 
the form or that doing so is not in the patient’s 
best clinical interest in terms of recovery from 
depression.

The session ultimately deteriorates and the 
patient leaves, as angry and frustrated with the 
psychiatrist as the psychiatrist is with the patient. 
Reviewing the situation with a colleague, the psy-
chiatrist notes that as a private practitioner they 
have no standard rubric to approach completion 
of such forms. They prepare language for their 
website and new patient materials that explains 
that disability related paperwork is only com-
pleted for patients who have been engaged in 
treatment with the psychiatrist and a therapist for 
at least 6  weeks. The psychiatrist understands 
that this is an arbitrary limitation but that it may 
help prevent such conflicts in the future.

 Who Has Decision-Making 
Authority?

It can be difficult to resist the urge to resist poor 
decisions made by our patients when we have 
better solutions. The urge to “fix” can be hard to 
disconnect from; indeed, it is at the very core of 
our identity as physicians and healers. But we 
must respect that people are their own beings and 
their decisions can deviate from our own. This 
deviation does not necessarily make those deci-
sions wrong and that can be a helpful lesson for 
the practitioner. Clinicians sometimes confuse 
their disagreement with a patient’s decision as a 
reason to find a way to subvert the patient’s 
autonomy. But this is not an ethically supportable 
position relative to current clinical values and 
standards. As recovery-oriented care has become 
broadly recognized, appropriate alternatives that 
support autonomy are more commonly employed, 
such as a plan to work with the patient to improve 
their understanding of the ramifications of their 
choices  – or simply being ready to support the 
patient should their chosen course of action fail.

Autonomy is a central value and a central 
goal in modern psychiatry. Ultimately, patients 
who have capacity to make decisions are legally 
and ethically permitted to do so. Shared 
decision- making can be a helpful tool to find 
and focus on common ground between patient 
and provider. Coercion should be avoided as it 
sets up many barriers for therapeutic relation-
ships. It can create a false narrative of patient 
decision-making: “if you do not agree to this, 
then I will ‘be forced to’ intervene on your 
behalf, so you should agree.” Respect for auton-
omy can be a great boon to the therapeutic rela-
tionship and promote discussions about values, 
historical choices, and allow for greater under-
standing of the decision- making structure of the 
patient.

Letting go of the false belief that psychiatrists 
have control over the behaviors and choices of 
patients is one layer. A second is recognizing 
that, at times, when a patient’s judgment is pro-
foundly impaired, decision-making authority 
does not automatically revert to the psychiatrist 
or the psychiatrist’s preferences. The structure of 
surrogate decision-making and substitute judg-
ment may exist as a result of laws or policies in 
place based on jurisdictional rules or the use of 
advanced directive tools. These fall under the 
rubric of rules and tools.

 An Ersatz Approach to Ethical 
Decision-Making

Clinical ethical dilemmas can be challenging and 
intellectually engaging – even to the point of dis-
traction or distress. Following a consistent 
problem- solving approach in resolving ethical 
challenges can improve the quality and consis-
tency of the decisions and reduce the time and 
stress needed to address them. A simple approach 
for ethical decision-making, tailored for use in 
settings where decisions need to be made quickly, 
compassionately, and in the absence of extensive 
consultative resources, is offered below. As an 
iterative process, a formal consultative program 
would reinforce and support this model with 
more extensive subject matter expertise from 
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Fig. 2 Decision-making process

professionals with formal medical ethics and 
consultation training.

There are three essential steps to use when 
working through ethical quandaries. First, clarify 
the question to be sure one understands what 
actually needs to be resolved. Second, use the 
rules and tools of your environment. Third, use 
the “core four” principles of medical ethics 
(beneficence, autonomy, justice, nonmaleficence) 
to help guide you when the rules and tools do not 
apply (Fig.  2). These will be laid out in more 
detail later in this chapter.

 First, Clarify the Question

People often approach ethicists with what appear 
to be ethical questions but in fact are just a jum-
bled, messy clinical dilemma that has raised 
everybody’s anxiety. First and foremost, who is 
asking and what are they asking? Who are the 
stakeholders? Once the question has been clari-
fied, who has the actual authority to make a deci-
sion? Not every difficult decision is the clinicians 
to make: often the most difficult decisions in 
health care need to be made by our patients or 
their families.

To give an example, on consult-liaison ser-
vices, psychiatrists clarify the question to 
increase the likelihood of actually tackling the 
dilemma of concern. For example, consultation- 
liaison psychiatrists are asked to weigh in on 
decision-making capacity, often mistaken for 

global competence by other practitioners. Once 
we are able to clarify and narrow down the focus, 
the question of specific decision-making capacity 
is much easier to answer and respects patient 
autonomy by minimizing any possible restric-
tions on their choices.

 Second, Use Rules and Tools

Much of psychiatric and medical ethics is not 
abstract decision-making: often, there are clear 
and concrete rules and laws that must be fol-
lowed. One hopes the allure of clinical ethics is 
not diminished by this revelation. The patient’s 
mom is begging the clinician not to call Child 
Protective Services (CPS) about the child abuse 
because she is finally clean and might relapse 
without her kids to motivate her – all the details 
in the world become moot because there is a law 
that tells clinicians what to do (report). 
Psychiatrists work within communities and work 
within the hierarchy of rules and laws that govern 
the treatment of our patients and our profession. 
Sometimes established laws and rules may super-
sede how one might proceed if one were to 
strictly follow loose rules of medical ethics (how-
ever, most codes of medical ethics stipulate that 
general adherence to applicable laws and regula-
tions are presumed to be ethical.).

Generally, there is a hierarchy of such rules. 
Federal statutes enacted by the legislature, regu-
lations articulated by agencies, and common law 
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prescribed by court decisions will generally 
supersede state level equivalents, which will, in 
turn, supersede professional rules or standards. 
The various laws, regulations, and common-law 
court rules have developed over time and are 
incapable of having prepared rules or guidance 
for every situation. However, when they do apply, 
they should be used in the absence of a clear rea-
son not to (Fig. 3).

 Legal Rules and Tools
Laws are enacted by state or federal legislatures 
and may cover topics such as when to report child 
abuse and how old a person needs to be to con-
sent to treatment. Court rulings are decisions of 
appellate and supreme courts that define certain 
legal standards in a given jurisdiction, such as 
Jaffee v Redmond where the Supreme Court rec-
ognized therapist-client privilege. Regulations 
are rules promulgated by a state or federal agency 
but are not approved by the legislature or execu-
tive; the Health Insurance Portability and 
Accountability Act (HIPAA) privacy rules are 
regulations.

In general, adherence to prevailing and appli-
cable statutes, regulations, and court rulings is 
considered ethical. Deviation from these rules 
without clear justification is fraught with ethical 
and legal risk. That said, laws, regulations, and 
court opinions may not apply to all situations 
encountered by clinicians. Sometimes the guid-
ance from legal, regulatory, or court sources will 
conflict with professional ethical standards. It 
will then fall upon our own ethical analysis to 
resolve the situation. For example, a patient wit-
nessed an assault and is called as a witness. One 
of the attorneys subpoenas the psychiatrists to 
testify about the patient, and the patient does not 
wish the psychiatrist to testify. Even in the face of 
a subpoena, the psychiatrist may wish to consult 
with their own legal counsel and risk manage-
ment team prior to responding to the subpoena. It 
would generally be wise to have a long discus-
sion with legal counsel before defying a court 
order, but there are situations where it may be 
reasonable to refuse and the psychiatrist may pre-
vail (In re B 1978).
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 Professional Rules and Tools
Codified ethical rules originate from our profes-
sional associations; see, for example, the detailed 
American Psychiatric Association’s annotations 
of the American Medical Association’s Principles 
of Medical Ethics (The Principles of Medical 
Ethics with Annotations Especially Applicable to 
Psychiatry 2013). Professional ethical codes and 
standards may help resolve ambiguities or omis-
sions in prevailing laws or regulations. For exam-
ple, there is no formal law or regulation guiding a 
psychiatrist’s public speech about non-patients. 
A psychiatrist is asked by a journalist for their 
opinion about an elected official. While there is 
no law to prohibit such a statement, there is a 
clear rule prohibiting such statements 
(Appelbaum 2017).

 Policy Rules and Tools
There are often hospital policies or procedures 
that can guide us, such as a policy about docu-
menting informed consent for medications in 
minors. These policies can serve as a useful 
structure for interpreting and applying complex 
or ambiguous laws or regulations in a consistent 
manner across an organization.

 Case Study: Pharm for Thought

The Wellness Clinic is a new community behav-
ioral health practice that is opening within an 
underserved community. It plans to operate on a 
sliding scale and will predominantly serve a 
struggling community. The group is an offshoot 
of a larger health system but operates indepen-
dently. The office consists of two psychiatrists, 
four therapists, and two case managers all with 
equal partnership in the practice. The larger 
health system has decided to go “pharm free” 
(no involvement with pharmaceutical industry 
representatives) but has left the decision up to the 
Wellness Clinic to decide for themselves.

After a rousing debate, the clinic providers are 
at a standstill, they recognize that going pharm 
free may help to remove bias in prescribing prac-
tices, but they worry that forgoing free samples 
would be detrimental to the community, in which 

some members struggle to pay for medications or 
are uninsured. Ultimately, the team decides on a 
policy of limited engagement with pharmaceuti-
cal representatives, standard language for dis-
cussing the implications of using sample 
medication with patients, with an explicit direc-
tive for prescribing generic medication as first 
line treatment when appropriate. The policy also 
mandates that linkages to improved medical ben-
efits for clients be facilitated. This represents a 
reasonable balance of ethical principles includ-
ing beneficence (clients will benefit from the 
availability of medication), justice (everyone 
should have access to available treatments 
according to need) and nonmaleficence (serving 
one’s own interests rather than the patient’s). See 
Table 1.

 When in Doubt, Use the Core Four

Any student of contemporary American medical 
ethics is likely familiar with Beauchamp and 
Childress’s four principles: autonomy, benefi-
cence, nonmaleficence, and justice (Beauchamp 
and Childress 2019). These four concepts reflect 
Beauchamp and Childress’s synthesis and inter-
pretation of contemporary medical ethics and are 
broadly recognized as seminal precepts in the 

Table 1 Core principles of medical ethics

Autonomy Respect for individual’s capacity to 
act on their own behalf without 
outside control, and supporting 
those decisions

Beneficence The concept of our overarching 
duty to be of benefit to our patients, 
with intention of trying to remove 
harm from patient’s path

Nonmaleficence The principle that we not 
intentionally cause harm or pain to 
an individual through our actions. 
This is what standard of care is 
based upon, as we set out a level of 
care that minimizes/avoids risk of 
harm to individuals

Justice The principle of equal treatment for 
all similarly situated individuals 
requires distributing care and 
resources equally
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field (Shea 2020). Any ethical decision should 
generally adhere to these principles just as it 
should adhere to established law, regulation, or 
procedure. However, Beauchamp and Childress’s 
principles are arguably broad precepts. In practi-
cal clinical scenarios, more specific “rules and 
tools” can be more practical: it is easier to adhere 
to the simple rule that it is wrong to trade a pre-
scription for controlled substance for sexual 
favors than to work through an analysis of benefi-
cence and nonmaleficence.

Any experienced practitioner has had experi-
ences where they have encountered complex situ-
ations where there is no clearly applicable rule or 
there is conflict or ambiguity in the available 
rules and tools. The ambiguities may arise 
because the issue at hand is not covered in exist-
ing rules and tools or the ambiguities arise 
because the application of those rules and tools 
yields and unsatisfactory solution. In such situa-
tions, it may be quite reasonable to seek a solu-
tion that may be a novel product of the application 
of the core four principles.

It should be stressed that adherence to estab-
lished laws and regulations is generally, at first 
approximation, ethical (The Principles of 
Medical Ethics with Annotations Especially 
Applicable to Psychiatry 2013). When those rules 
and tools apply without conflict or concern, 
adherence to those rules is ethically preferred 
over de novo analysis with these core principles. 
Determining whether or not there are applicable 
rules and tools should precede an application of 
the core four principles.

 Case Study: Peeking Behind 
the Curtains

One afternoon, during a break between patients, 
a therapist is perusing social media. A post by a 
person lamenting about how weird it is that they 
are never comfortable talking about a number of 
sensitive topics with their therapist but are com-
fortable talking about them online has gone viral. 
The therapist is taken aback – the patient in the 
post is immediately recognized as her long term 
client and she had felt that they had a good rap-

port. The therapist correctly recognizes that look-
ing further at the postings of the patient could be 
intrusive and feels awkward about disclosing the 
information she unintentionally already learned. 
A quick perusal of available ethical rules offers 
no further guidance.

Ultimately the therapist feels that not to dis-
close what was learned would be contrary to the 
precepts of autonomy and beneficence. At the 
next appointment the therapist discloses what she 
inadvertently found. They spend the session pro-
cessing the inadvertent exposure to this informa-
tion and the therapist emphasizes her respect for 
the client’s right not to share some information, 
she has concerns that the client must feel there 
were important things in her life that she did not 
want to disclose in therapy. The client reassures 
the therapist that there is nothing to worry about, 
and that it was just a joke to her friends. The ther-
apist continues to be unsure in future sessions if 
the client is fully disclosing her concerns but 
does not want to push past the comfort of the cli-
ent to disclose sensitive information.

 Advanced Planning and Mental 
Health Advanced Directives

As noted above, decision-making under stress 
may not yield the most rational or ethical out-
comes. Most experienced clinicians can identify 
any number of clinical and ethical challenges that 
they struggled with early in their career but which 
they now handle routinely and with little effort. 
Often this is because the challenging decision- 
making processes with the early cases helped 
them develop rules and pathways for managing 
similar patterns. Often, this is a learning process 
with varying degrees of awareness (Kahneman 
2013). There is great value to making these “les-
sons learned” explicit, memorializing them in 
policy for future use for the individual clinician 
or the clinic itself in the form of policies or guide-
lines. Even in work as highly cognitive and vari-
able as clinical psychiatry, there are tremendous 
benefits to developing standards when possible 
(Staats and Upton 2011). At times, there may not 
be a perfect answer, and accepting an available 

Practical Ethics for Practicing Clinicians



812

choice at least allows a reference point for future 
decisions (or intentional, mindful deviance from 
that original plan). Additionally, the process of 
writing out one’s thoughts (in a clinical note or a 
clinic’s policies) may provide a useful reflective 
practice as one considers options and alternatives 
(Simon and Shuman 2009). Put colloquially, 
while excessive (obsessive) planning can be 
problematic and lead to analysis paralysis, the 
adage that a failure to plan is planning to fail has 
merit as well.

At an individual level, the use of mental health 
advance directives can be clinically and ethically 
invaluable. In many ways, they embody a number 
of the core precepts of modern psychiatric ethics: 
centering patient autonomy and preserving it 
against the usurpation of illness, expanding dia-
logue and shared understanding between patient 
and provider, and codifying and memorializing 
informed consent. Any planning tool that helps 
the patient and the treatment team explicitly dis-
cuss and understand the patient’s preferences and 
needs in the care of their illness offers value for 
empowering patients, clinical planning, support 
of informed consent, facilitation of understand-
ing between parties, promotion of autonomy, 
preservation of decisional rights, and rehearsal of 
crisis and contingency planning (Srebnik and 
Fond 1999). These are clinically useful, ethically 
sound, and recovery-centered benefits. There is 
evidence that the use of these tools can improve 
clinical outcomes and reduce coercive and invol-
untary interventions (Thornicroft et  al. 2010). 
Advance planning can range from simple safety 
plans to formal and (in some jurisdictions) legally 
binding advance directive documents. Local legal 
standards and customs can have a substantial 
impact on development, implementation, and 
adherence to mental health advance directives 
(Henderson et al. 2008). There is an opportunity 
for improved standardization across regions 
through the use of model statutes (Clausen 2014).

Memorializing in writing any complex ethical 
decision-making process – whether through the 
development of a complex care plan for an indi-
vidual patient or establishing a clinic policy – can 
help as a reminder of past efforts to resolve the 
problem and simplify efforts to solve similar 

problems in the future. As an added benefit, a 
well-crafted medical record (or clinic policy) can 
help mitigate liability in the event of malpractice 
litigation or other adverse external review. Bad 
outcomes may be inevitable, but demonstration 
of appropriate efforts at ethical decision-making 
can help in the defense of practitioners. Medical 
malpractice has been likened to high school 
math: even if the final answer is wrong, one still 
gets credit for showing the work (Rozel and 
Zacharia 2021).

 Case Study: Mental Health Advance 
Directives

Ms. Smith is a 42  year old with schizoaffective 
disorder bipolar type. Several years ago, during 
an admission to Memorial Hospital, she was 
assaulted by another patient and, since then, has 
had varying degrees of post-traumatic stress dis-
order symptoms. She had been stable and in 
treatment with an outpatient clinic affiliated with 
Memorial Hospital since then. Several weeks 
ago, she ran out of her medications and, having 
lost phone service due to financial stressors, was 
unable to reach her treatment team for support. 
She decompensated severely and her landlord 
contacted a mobile crisis team who, in turn, had 
her involuntarily committed to Memorial 
Hospital for inability to care for self and aggres-
sion. Ms. Smith was immediately upset about 
being at Memorial and was fixated on this for 
much of the admission. The admission ended up 
being prolonged and marked by repeated aggres-
sion by her on the unit, but ultimately helped 
restore her to her normal level of functioning.

On her first follow up, she tells her therapist 
how frightened she was going back to Memorial 
Hospital and that she would have signed in vol-
untarily, but “all those mobile clinicians wanted 
to do was take me to Memorial.” She compel-
lingly described substantial activation of her 
PTSD and, in hindsight, it is apparent that those 
trauma symptoms substantially disrupted and 
undermined her treatment. Her therapist reflects 
to Ms. Smith, “I’m really sorry you had that 
experience. You are identifying some pretty good 
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reasons why an admission to Memorial would 
be really unhelpful if you need that level of care 
in the future.” The therapist arranges for Ms. 
Smith to work with a peer specialist to craft a 
Mental health Advanced Directive. One of the 
critical elements is that if Ms. Smith requires 
admission, that she should go to Charity or City 
Hospital instead of Memorial Hospital. Ms. 
Smith reviews the Mental Health Advance 
Directive with her therapist and psychiatrist 
who, in turn, make sure that it is available in the 
electronic health record and that the Mobile 
Crisis Team and local Emergency Departments 
have copies as well.

 Ethical Outcomes Are Not 
Necessarily Clinically Optimal 
Outcomes

Clinicians often encounter situations where the 
ethically optimal outcome does not clearly over-
lap with clinically ideal goals  – a patient who 
wishes to stop an effective medication, for exam-
ple. Part of the physician’s role has always been 
to advocate and encourage optimal decision- 
making while promoting patient autonomy. A 
coerced decision (or assent to the directive of a 
provider) often does not lead to sustained adher-
ence or improved clinical rapport. When the 
patient does not feel invested in a decision, they 
are not invested in persisting with the offered 
plan.

Involuntary hospitalization or outpatient com-
mitment may be a necessary and important inter-
vention in some circumstances, but it runs the 
risk that patients will object and resist further. It 
creates perilous heuristic challenges: do we 
involuntarily commit a patient today, knowing 
they may be alienated from the treatment team 
and perhaps treatment itself? Can there be an 
allowance for short-term risk – forgoing an invol-
untary commitment, accepting a risk of short- 
term harm  – in hopes that such an act of trust 
promotes future engagement and collaboration? 
In short, can short-term risk be used in some way 
to barter for long-term recovery (Rozel 2020)? 
Arguably, to respect recovery means to allow 

patients the right to take risk in their own life and 
experience the dignity of failure (Mitchell 1994).

But how far can a clinician go to engage, per-
suade, or even induce certain types of behavior? 
At the most extreme, involuntary commitment 
and court-ordered treatment are possible. 
Involuntary commitment can be invaluable in 
some extreme cases, but it is not a useful general 
tool for routine management of people with psy-
chiatric illness (Mulvey et al. 1987; Segal 2017). 
Most psychiatric treatment can and should be 
delivered in voluntary settings  – and yet, most 
effective psychiatric treatment still involves some 
degree of direction by the provider to the patient. 
Given the intrinsic power differential between 
patient and provider, being directive without 
being coercive can be challenging.

Many of the most effective therapeutic 
approaches balance this conflict, blending the 
influence of the provider with the autonomy of 
the patient, quite effectively. Motivational 
Interviewing, Dialectical Behavior Therapy, and 
Collaborative Problem Solving, for example, are 
all modalities with well-developed ground rules 
for when and how to direct patient behavior or 
enforce consequences for nonadherence (i.e., 
limit setting). Yet, these therapeutic modalities 
are all expressly grounded in the paradigm of 
supporting and developing healthy self- 
determination and autonomy in the patient. The 
use of deception, intimidating and clinically 
unnecessary contingencies, withholding of infor-
mation, and withholding of needed or desired 
objects as tools of motivation are all clearly more 
coercive and less ethically appropriate. Effective 
strategies in clinical engagement are reflected in 
the canons of de-escalation and negotiation 
which may also serve as useful resources for cli-
nicians hoping to improve their ability to ethi-
cally influence patient behavior (Cialdini 2009; 
Fisher et al. 2011; Richmond et al. 2012).

 Conclusion

Striving to provide ethical care is an essential and 
rewarding part of practice. That community psy-
chiatry may offer more ethical challenges is 
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 arguably a strength and not a limitation of such 
work: it implies that practitioners are intention-
ally seeking to work with the most challenging 
cases, to wit, those of people most in need of care 
and most likely to have been left behind by other 
parts of the social services safety net. By careful 
navigation of ethical issues when possible – and 
embracing ambiguity and uncertainty when nec-
essary  – recovery-oriented and person-centered 
care can be consistently achieved. While some 
clinicians may balk and even become anxious at 
the mere contemplation of tackling ethical prob-
lems, solving ethical problems in clinical psy-
chiatry can be far less complex than may be 
feared. It is hoped that this chapter has provided 
practical and clear guidance for solving ethical 
problems in community psychiatric practice.
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Medical Student and Resident 
Education in Community 
Psychiatry

Kathleen A. Clegg

 The Need for More Clinicians 
and Enhanced Education 
in Community Psychiatry

There is broad agreement that there is a shortage 
of well-trained, committed psychiatrists working 
in the public sector. Many would agree that the 
quality of education and training for profession-
als in this sector significantly influences the qual-
ity and quantity of psychiatrists choosing to 
practice in publicly funded settings. Therefore, 
this chapter focuses on medical student and resi-
dent education in community psychiatry and 
what can be done to improve the effectiveness 
and attractiveness of professional preparation for 
careers in this field, so as to attract more medical 
students and residents into community 
psychiatry.

Two aspects of medical school curricula and 
placements offer significant opportunities for 
enhancement. While more has been added to 
medical school and psychiatry residency curri-
cula about issues related to community psychia-
try such as social determinants of health, and the 

importance of interdisciplinary practice, there is 
still much more focus on advances in the neuro-
sciences and biologic treatment. Introducing 
community psychiatrists as faculty early in the 
education of medical students could spur interest 
in the field. Second, most medical student clerk-
ship placements and most psychiatry residency 
placements continue to take place in hospital set-
tings, despite the fact that the vast majority of 
persons living with mental illness are living and 
receiving mental health services in the communi-
ties in which they live.

 Community Psychiatry in Medical 
Schools

Medical schools vary greatly in the amount of the 
curricula dedicated to psychiatry in general and 
to community psychiatry, in particular.

In the first year of medical school, most 
schools offer a course that teaches the basics of 
“behavioral science” and has included topics 
such as the doctor-patient relationship, the clini-
cal interview, ethical issues facing physicians, 
and many of the cultural and societal issues that 
patients face. Newer additions to these behavioral 
science curricula include the population health 
approach to health and the importance of social 
determinants of health. In the Case Western 
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Reserve University Medical School curriculum, 
the first block of the Foundations of Medicine 
and Health curriculum includes content on topics 
such as Population Health, Epidemiology, 
Biostatistics, Bioethics, and Heath Disparities. 
Per the Liaison Committee on Medical Education 
(LCME) Guidelines, 124 US Medical Schools 
include content on Social Determinants of Health 
in first- and second-year Medical School curri-
cula (AAMC 2018–19).

Moreover, while some schools involve psy-
chiatrists in these first-year courses, many schools 
rely almost entirely on primary care faculty prac-
ticing in areas such as family medicine and inter-
nal medicine to perform this function. From the 
perspective of psychiatry, it would be better to 
include more psychiatry faculty, including com-
munity psychiatry faculty, in the teaching teams 
for these first-year courses. It would strengthen 
these courses for all medical students to include 
more psychiatrists because psychiatrists in gen-
eral, and community psychiatrists in particular, 
tend to be expert in the behavioral science dimen-
sions of medical care.

Further, medical students could be exposed to 
general psychiatrists and community psychia-
trists earlier in their education, and this would 
likely have a positive impact on career choice. In 
fact, a Canadian study found that the duration of 
pre-clerkship exposure to psychiatry predicted 
the number of students selecting psychiatry as 
their first choice as a discipline (Lau et al. 2015).

Other topics that are particularly important in 
community psychiatry, such as adherence, adap-
tive and maladaptive behavioral responses to 
stress and illness, patient-centered communica-
tion, cultural competence, system-based practice, 
healthcare policy/economics, healthcare dispari-
ties, access to care, and issues of social justice 
can be found in the content description of the 
Social Sciences component of the United States 
Medical Licensing Examination (USMLE 2020).

In support of these recent changes to the 
behavioral science curricula in the first 2 years of 
medical school, it has been stated that “the pro-
fessional identity of the physician who was suc-
cessful in the acute disease era of the twentieth 
century will not be effective in the complex 

chronic disease era of the twenty-first century. 
Medical schools and residency programs must 
restructure their views of basic and clinical sci-
ence and workplace learning to give equal 
emphasis to the science and skills needed to prac-
tice in and lead in complex systems” (Lucey 
2013).

In the second year of medical school, most 
schools have a course covering psychopathology, 
as well as basic psychopharmacology. In many 
medical schools, this course may be the first time 
a medical student has been exposed to a psychia-
trist. Historically, there has been greater consen-
sus about what topics should be covered in these 
basic science courses. However, moving in the 
opposite direction, despite increased interest in 
the topics listed above as included in the USMLE 
content outline, the amount of time dedicated to 
teaching behavioral science may actually be 
reduced. Sometimes this happens when the 
second- year psychopathology course is com-
bined with a neuroscience course. And once 
again, since community psychiatrists are under-
represented in most academic medical centers 
(McQuistion et al. 2004), a community psychia-
trist seldom teaches such courses.

However, on the positive side, some medical 
schools offer electives on Introduction to Mental 
Health to first- and second-year medical students. 
At Case Western Reserve School of Medicine in 
Cleveland, Ohio, this course includes topics such 
as Mental Disorders as a Public Health issue, 
Addiction and Motivational Interviewing, and 
Trauma. Discussions include the challenges of 
stigma, social determinants of health, and an 
appreciation of patient’s lived experience vs. 
focusing on diagnostic and treatment algorithms.

In the third year of medical school, students 
are required to complete a series of core clerk-
ships in a number of areas of medicine, specifi-
cally Internal Medicine, Surgery, Pediatrics, 
Obstetrics/Gynecology, and Psychiatry (AAMC 
2019–20).

The importance of the clerkship experience 
cannot be overemphasized, as some studies have 
shown the clerkship experience has been shown 
to be a critical factor in medical students’ career 
choices (Clardy et al. 2000) and consideration of 
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psychiatry as a career (Lyons and Janca 2015). 
Most medical students do not go on to pursue 
careers in psychiatry, though the psychiatry 
clerkship is the point in their clinical education 
where all medical students learn about the clini-
cal care of persons with psychiatric diagnoses 
that clinicians in every field of medicine encoun-
ter. There are issues with the duration and nature 
of this clerkship in American medical schools 
that clearly require updating.

No governing or regulatory body mandates 
the amount of time spent on each clerkship expe-
rience, but psychiatry clerkships tend to be 
shorter than clerkships in other fields (Rosenthal 
et  al. 2005). The average length of US medical 
school psychiatry clerkships had been gradually 
declining, from 6.4 weeks in 1982 to 6 weeks in 
1999 and to 5.5 weeks in 2010 (Lau et al. 2015). 
Per the Liaison Committee on Medical Education 
(LCME) Annual Medical Questionnaire Part II, 
the average length of the psychiatry clerkship in 
2018–2019 was down to 5.1 weeks, but the aver-
age number of weeks spent on a psychiatry clerk-
ship in 2019–2020 was up slightly at 5.6 weeks 
(AAMC 2019–20). The short duration of the psy-
chiatry clerkship is particularly unfortunate in 
that every practicing physician encounters an 
increasing number of patients with psychiatric 
disorders, as the prevalence of such disorders is 
steadily increasing, most recently in response to 
the COVID-19 pandemic (WHO 2022).

Per the LCME, in 2018–2019, 97% of US 
Medical Schools have separate required psychia-
try clerkships (AAMC 2019–20). However, some 
schools have experimented with combining 
clerkships such as the psychiatry and neurology 
clerkships. This has been done in many schools 
in order to respond to shortened clerkship lengths, 
as opposed to necessarily addressing overlap 
between the clinical practices of psychiatry and 
of neurology. Many schools that have attempted 
such integration have ended up with courses and/
or clerkships that are juxtaposed in the curricu-
lum, but not truly integrated. For instance, in an 
8-week neuropsychiatry clerkship, frequently the 
clerkship experience is divided as 4  weeks of 
neurology and 4 weeks of psychiatry rather than 
8 weeks of a truly integrated experience.

Other schools tried “merging” the psychiatry 
clerkship with other medical specialties such as 
family medicine or primary care. While there is 
merit to collaborative teaching and learning, and 
in training future physicians in integrated care 
(Cowley et al. 2014), merging psychiatry clerk-
ships with other clerkships risks psychiatry being 
marginalized with the psychiatry portion being 
further shortened.

Increasing numbers of persons with psychiat-
ric disorders are treated in community and other 
outpatient settings, and, in fact, the bulk of gen-
eral psychiatric practice occurs in outpatient 
environments. Nevertheless, many schools offer 
insufficient basic clerkship time in outpatient 
environments, still fewer offering exposure to 
community mental health or other public sector 
psychiatry settings. Most psychiatry clerkships 
are conducted in inpatient settings, despite 
increasingly shorter lengths of stay that focus on 
acute stabilization rather than full symptom 
remission and recovery. This leads to medical 
students not learning sufficiently about the “real- 
world” practice of psychiatry. One way to alter 
this situation is for psychiatry departments to 
appoint community psychiatrists as clerkship 
directors, with explicit encouragement to estab-
lish community mental health placements that 
better represent modal psychiatric practice. 
Another response that many medical schools 
have taken has been to develop and implement 
Longitudinal Clinical Programs, with a subset of 
these being Longitudinal Integrated Clerkships. 
These Longitudinal Integrated Clerkships address 
the suggestions in the Lancet Commission Report 
in 2010 that medical education “develop curri-
cula that will serve patient and population needs, 
foster better understanding of the clinical con-
text, emphasize continuous care over episodic 
encounters and broaden training venues beyond 
inpatient care” (Gheihman et al. 2018).

Finally, in the fourth year of medical school, 
students have the opportunity to take electives in 
order to explore areas in which they might like to 
further their learning and education. For some 
students, the fourth year and these electives may 
be the first opportunity to investigate community 
psychiatry as a career option.
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On the other hand, it can be argued that, in 
many ways, this point in the curriculum may be 
“too late” to substantially  influence a student’s 
career choice, as students are already beginning 
to interview for residency positions in the first 
few months of their fourth year of medical school. 
Another trend further reduces the career explora-
tion value of fourth-year electives, in which med-
ical students use several of their fourth-year 
electives solely as “audition” months to enhance 
their chances of matching in a residency program 
at one of these sites. More proactive advising 
regarding a well-rounded fourth year may address 
the issue of the “audition” electives.

Still, many medical schools do continue to 
offer electives in a number of subspecialty fields 
of psychiatry, such as child psychiatry, forensic 
psychiatry, psychosomatic medicine or consult- 
liaison psychiatry, gero-psychiatry, and commu-
nity psychiatry. In those programs where an 
elective in community psychiatry is offered, it 
may include exposure to a unique population 
such as people with mental illness and homeless-
ness, or those living with HIV/AIDS.  And stu-
dents may be exposed to various treatment 
settings and modalities such as those offered by 
mobile crisis teams, crisis shelters, clubhouse 
models, and drop in centers.

The preceding discussion of community psy-
chiatry topics and the role of community psychi-
atry faculty in undergraduate medical education 
might justifiably be viewed as the enumeration of 
a distressing set of negative trends. However, 
each area of concern can also be viewed as iden-
tifying a strategic pressure point, that is, an 
opportunity that can be utilized by resourceful 
psychiatry, and especially community psychiatry, 
faculty to improve medical education and encour-
age more students to enter psychiatry.

 Folding Community Psychiatry Into 
the Psychiatry Residency 
Curriculum

Psychiatry residencies are governed by the rules 
of the American Council on Graduate Medical 
Education (ACGME) and the Residency Review 

Committee, which define competencies that must 
be achieved by psychiatry residents in the course 
of the 4  years of their training, having moved 
away from dictating the amount of time a resi-
dent must spend in various treatment settings and 
toward a more competency-based approach to 
residency education. The ACGME Psychiatry 
Milestones, which are “intended to provide a 
framework for the assessment of the develop-
ment of the resident in key dimensions of the ele-
ments of physician competence in a specialty or 
subspecialty,” were updated and went into effect 
in 2021 (ACGME 2020). This approach focuses 
on a resident’s performance and the demonstra-
tion of learning outcomes. The goal of this shift is 
to help residents develop greater competence as a 
physician and to improving the quality of the 
patient care they are actually able to deliver. The 
six competencies identified by the ACGME con-
tinue to include the following broad themes: 
Medical Knowledge, Patient Care, Interpersonal 
and Communication Skills, Professionalism, 
Systems-Based Practice, and Practice-Based 
Learning and Improvement.

It turns out that this competency-based 
approach actually makes it easier to think about 
creative ways to fold community psychiatry into 
curricula offered to all residents by a department 
of psychiatry. Admittedly, folding extended, 
comprehensive community psychiatry training 
into the training of all psychiatry residents may 
sound like a radical proposal. But, working with 
clients in a community psychiatry setting requires 
an especially broad set of interpersonal and clini-
cal skills. It is thus an ideal setting to learn and 
acquire these competencies. And community 
psychiatry settings tend to provide especially 
accessible and welcoming training site opportu-
nities for both medical students and residents 
because the assistance medical students and resi-
dents provide tends to be more highly valued in 
these settings than in other outpatient settings.

Further, one of the six prescribed competency 
areas, systems-based practice, can be one of the 
more difficult areas to address. Community psy-
chiatry is quintessentially systems based. 
Community psychiatry practice settings are typi-
cally multidisciplinary and team-based in 
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approach to service delivery and therefore are 
especially appropriate for the development of 
competence in the systems-based approach to 
practice.

An illustration of the advantages of folding 
community psychiatry into the training of all 
psychiatry residents follows, but first, a brief his-
tory of training in community psychiatry.

In the early 1960s, most community psychia-
trists were trained in state hospitals, and 
university- based training programs were just 
developing. After the Community Mental Health 
Centers Construction Act in October, 1963, men-
tal health care began the transition from state 
hospitals to the community, and many commu-
nity psychiatrists made this transition along with 
their patients. By the late 1960s and early 1970s, 
the transformation of the base of training from 
the state hospital to the university hospital was 
well under way, with patchy efforts across the 
country, such as a pioneering community psy-
chiatry program at Albert Einstein College of 
Medicine in the Bronx (McQuistion and 
Rosenheck 2006).

Due to the “Mental Health Systems Act” in 
1980, which was a result of the second presiden-
tial commission to study the mental health sys-
tem in the USA, the National Institute of Mental 
Health began to fund statewide community sup-
port grants to recognize state mental health pro-
grams and to train core mental health disciplines 
to improve the community support service sys-
tems in the states. Very quickly, training grants 
followed for psychiatry residency programs. In 
1979, Shore, Kinzie, and Bloom published an 
article describing required educational objectives 
in community psychiatry (Shore et al. 1979). In 
1981, Cutler et  al. described an Oregon Health 
Sciences University program where residents 
received training in working with community 
support systems for chronically mentally ill per-
sons (Cutler et al. 1981). In 1988, a model com-
munity psychiatry curriculum for psychiatry 
residents in Wisconsin was also described (Factor 
et al. 1988).

In 1991, states and universities began to col-
laborate in the training of psychiatrists to work in 
their public sector, both hospital and community 

(Talbott et al. 1991). Some public-academic part-
nerships have played a role in addressing the 
severe shortage and maldistribution of child and 
adolescent psychiatrists in the USA, emphasizing 
collaboration via consultation, education, and 
support to primary care providers and to general 
psychiatrists and psychiatric nurse practitioners 
(Gabel and Sarvet 2011). Public-academic col-
laboration continues to the present time. A suc-
cessful model of this type of public academic 
collaboration has been underway at Case Western 
Reserve University, in Cleveland, Ohio, since 
1990, as now described.

 Community Psychiatry at Case 
Western Reserve University

Case Western Reserve University (CWRU) has a 
comprehensive model of training in community 
psychiatry that may be useful for readers to draw 
upon. The residency training program in psychia-
try at University Hospitals Cleveland Medical 
Center (UHCMC) incorporates community psy-
chiatry as a major component during the second 
half of the residency program for all residents. 
The first 2 years of residency include the required 
in-patient psychiatry experiences as well as a 
rotation in psychosomatic medicine/consult- 
liaison psychiatry. Second-year residents begin to 
experience outpatient psychiatric practice 
through participation in a “Psychiatry Access 
Clinic.” This clinic was established with the goal 
of improving fast access to outpatient psychiatric 
appointments through time-limited consultations 
of one to four visits, after which time patients 
usually return to their primary care provider for 
ongoing care. First- and second-year residents 
can also participate in the Public and Community 
Psychiatry Special Interest Group, organized by 
psychiatry residents. Activities include presenta-
tions by Community Psychiatry faculty and pro-
viders about topics relevant to community 
psychiatry.

The community psychiatry experience, during 
the third and fourth years, takes advantage of the 
existence of a community-based educational pro-
gram in community psychiatry that has been in 
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operation for over 30 years, the Public Academic 
Liaison Program (PAL). PAL is a collaboration 
between University Hospitals Cleveland Medical 
Center, the UHCMC Department of Psychiatry, 
and the Alcohol, Drug and Mental Health 
Services (ADAMHS) Board of Cuyahoga 
County, Ohio, in metropolitan Cleveland. It pro-
vides clinical and training opportunities for psy-
chiatry residents and medical students, supervised 
by full- and part-time faculty  – most of whom 
also provide clinical services, throughout 
Cuyahoga County. The University and ADAMHS 
both consider this program to be an excellent and 
valued example of responsible community ser-
vice on the part of the CWRU School of Medicine 
and University Hospitals Cleveland Medical 
Center.

Initially, the PAL Program involved a limited 
number of general psychiatry residents and fac-
ulty, but it quickly grew to include all general and 
child psychiatry residents. The ADAMHS Board 
administers numerous community agencies rang-
ing from small specialty programs in housing, 
vocational rehabilitation, and homeless and crisis 
services to large “case management” or “commu-
nity support service” agencies. Over the past 
30  years, PAL has provided hundreds of thou-
sands of hours of clinical service in-service train-
ing and educational services while developing 
comprehensive and model curricula for under-
graduate, graduate, and postgraduate medical 
education in community mental health services. 
The objectives of the PAL program have been to 
educate psychiatry residents in community psy-
chiatry with the goal of graduates of the program 
staying and working in Cuyahoga County, the 
Ohio county in which the city of Cleveland is 
located (Public Academic Liaison (PAL) Program 
2020). This goal has been realized several fold, as 
PAL graduates now comprise a majority of psy-
chiatric providers within this system, and many 
agencies have PAL graduates serving as the med-
ical directors of the agencies.

PAL residents, clinical faculty, and full-time 
faculty provide psychiatric services at several of 
the larger ADAMHS-associated agencies and 
collaborate in the provision of regular in-service 
trainings for agency staff.

For over two decades on a biannual basis, the 
Case Western Reserve University-University 
Hospitals Cleveland Medical Center Department 
of Psychiatry hosted the “All- Ohio Institute on 
Community Psychiatry,” a statewide celebration 
of community mental health services. It has typi-
cally drawn more than 450 multidisciplinary par-
ticipants from around the state. This large meeting 
has offered large group plenary and lecture ses-
sions, and a number of small group workshops, 
showcases, and poster presentations focused on 
current clinical, political, and financial issues 
challenging community mental health service 
providers throughout the state. The All-Ohio 
Institute provided a major opportunity for 
community- based practitioners from around the 
Ohio to share their innovations, in a continuing 
education activity that also showcased the latest 
thinking and innovations of experts at the state’s 
medical schools, teaching hospitals, and local 
and state government agencies. A number of 
national community psychiatry experts regularly 
participated as plenary speakers and workshop 
facilitators. And the Institute provided trainees a 
local, regional forum in which to present work-
shops and showcase presentations or posters. 
Trainees had the opportunity to network with 
academic community psychiatry faculty as well 
as psychiatrists practicing in public settings in 
the community throughout Ohio.

 Structure and Operation of the CWRU 
Community Psychiatry Curriculum
Utilizing ACGME’s competency themes of 
Patient Care, Medical Knowledge, Practice- 
Based Learning and Improvement, Interpersonal 
and Communication Skills, Professionalism, and 
Systems-Based Practice, the following sections 
describe the goals and objectives of the commu-
nity psychiatry curriculum embedded in this 
2-year experience and how they are integrated 
with residents’ clinical responsibilities. Text 
Boxes 1 and 2 outline these goals and 
objectives.

Learning objectives are divided by core com-
petency and further subdivided by postgraduate 
year, beginning in the PGY 3  year, when resi-
dents first enter the community mental health 
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center setting. PGY 3 goals and objectives con-
tinue into the fourth year of training with a “lay-
ering on” of additional skills, responsibilities, 
and independence of clinical practice. 
Additionally, PGY 4 residents are expected to 

function as “senior residents,” participating in the 
training and education of the junior residents and 
medical students. Here, only the “layered on” 
goals and objectives are included:

Patient Care
In the Case Western Reserve University (CWRU)-
University Hospitals Cleveland Medical Center 
(UHCMC) Psychiatric Residency Program, resi-
dents typically follow a caseload of 20–40 cli-
ents, in community mental health center settings. 
Their caseload is monitored and controlled for 
volume and variety of experience. Residents per-
form psychiatric diagnostic evaluations and pro-
vide ongoing care for their caseload of patients. 
Supervision is provided on-site by experienced, 
board-certified faculty, who see the patient fol-
lowing the resident evaluation. Residents have 
the opportunity to work with a multidisciplinary 
team including Advanced Practice 
Registered  Nurses (APRNs), psychologists, 
 psychiatric nurses, social workers, counselors, 
vocational counselors, and community support 
service providers (case managers) and are con-
sidered a part of the team. The central role of the 
interdisciplinary team in community mental 
health settings is emphasized.

Most people seen by psychiatry residents are 
receiving case management services for serious 
and persistent mental disorders, and many receive 
other services as well, such as counseling, hous-
ing support, vocational, and crisis services. 
Residents primarily participate in diagnostic 
assessment and medication management and 
develop comprehensive biopsychosocial treat-
ment plans in collaboration with the other mem-
bers of the community treatment team 
(psychiatrist, psychotherapist, psychiatric nurse, 
and social worker). They may perform disability 
evaluations and other specialized assessments 
under supervision and also have experiences in 
crisis intervention, partial hospitalization pro-
gramming, group therapy, and supportive psy-
chotherapy. Leadership and educational 
experiences accrue from their involvement in the 
multidisciplinary team. Optional experiences 
include emergency psychiatry, outreach crisis 

Text Box 1: PGY4 Goals in Community 
Psychiatry

Patient Care
• Meet the objectives of the PGY 3 in the 

community setting independently, seek-
ing supervision as appropriate.

Medical Knowledge
• Plan and implement in-service sessions 

for community mental health center 
staff, psychiatry residents, and medical 
students.

Practice-Based Learning and 
Improvement

• Identify an area for improvement in the 
clinical setting, and plan and implement 
a performance improvement project.

Interpersoal and Communication 
Skills

• Continue to engage in therapeutic and 
ethically sound relationships with 
patients and function effectively as part 
of the interdisciplinary team.

Professionalism
• Continue to demonstrate professional 

behaviors with patients, families, staff, 
peers, and supervisors, and serve as a 
role model for PGY 3 residents starting 
in the community mental health center 
setting.

Systems-Based Practice
• Identify, plan, and implement an advo-

cacy effort.
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• Demonstrate knowledge of the variety 
of treatments available in the commu-
nity setting.

• Actively pursue independent learning 
and apply current medical-based knowl-
edge and best evidence-based commu-
nity practices to foster recovery.

Practice-Based Learning and 
Improvement

• Integrate feedback in order to improve 
patient care.

• Identify areas for performance 
improvement.

• Outline a plan for implementation of a 
performance improvement project.

• Attend presentations and meetings with 
a focus on practice-based learning and 
improvement.

Interpersonal and Communication 
Skills

• Create and sustain therapeutic and ethi-
cally sound relationships with patients.

• Maintain appropriate boundaries.
• Gather collateral information.
• Elicit and communicate information 

using a range of communication skills.
• Demonstrate cultural competence.
• Work effectively within a systems-

based, recovery-oriented, and patient-
centered practice managed through a 
diverse treatment team.

Professionalism
• Meet universal standards of profession-

alism work effectively with all members 
of the treatment team.

• Show respect for patients at all times.
• Ensure that patient autonomy is 

respected through the process of 
informed consent.

(continued)

Text Box 2: PGY3 Goals in Community 
Psychiatry

Patient Care
• Exhibit appropriate knowledge of the 

patient.
• Gather not only a past psychiatric his-

tory and but also past experience with 
the mental health system.

• Gather information from a variety of 
sources: e.g., records, family members, 
case managers, outside agency records.

• Generate an appropriate differential 
diagnosis.

• Develop and present biopsychosocially 
informed formulations.

• Develop sound therapeutic decision- 
making skills, and implement appropri-
ate treatment plans.

• Work with a team of professionals as well 
as patients’ families and support systems 
to implement treatment plans.

• Monitor for treatment response, and 
adjust the treatment plan according to 
the needs of each individual patient.

• Perform indicated basic health mainte-
nance screening.

• Identify when the need exists to refer 
patients for medical or surgical care.

• Counsel and educate patients with 
regard to diagnosis and recommended 
treatment.

Medical Knowledge
• Demonstrate knowledge of the major 

mental health disorders, as well as com-
mon comorbid medical diagnoses.

• Demonstrate a working knowledge of 
psychopharmacology, including mea-
sures to address adherence issues.

• Understand the complexities of working 
with patients with substance use disor-
ders/dually diagnosed patients.

• Demonstrate knowledge of indicated 
laboratory monitoring because of the 
use of psychiatric medications.
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intervention, and experience with specific groups 
with substance use and other disorders.

Clinical placements include a variety of com-
munity mental health center settings, and resi-
dents have the opportunity to voice preferences 
based on the services provided at the various 
agencies. These agencies primarily serve individ-
uals diagnosed with severe psychiatric disorders. 
The demographic of the patient population served 
by individual agencies reflects the demographics 
of the geographic area in which the agency is 
located. Some agencies serve more Latino/Latina 
clients and others primarily African-American 
clients, allowing residents the opportunity to 
develop cultural competence in practice.

Some agencies provide primarily medication 
management and case management services only, 
while other agencies have an array of counseling 
programs available as well. Residents will typi-
cally gain experience working with clients with 
co-occurring mental illness and substance use 
disorders, and a few of the agencies have special-
ized treatment tracks for individuals with dual 
diagnoses.

One agency provides services to the mentally 
ill homeless population. Its services include a 
homeless outreach team, which is a popular rota-
tion among residents and medical students. The 
agency is also the home of the Adult and Child 
Mobile Crisis Teams for the county, providing 
crisis services to any person experiencing a men-
tal health crisis. Another agency has programs for 

special populations such as those living with 
HIV/AIDS, older adults, individuals with home-
lessness, women and families, prison reentry, and 
criminal justice offenders with mental disorders.

The residents are also exposed to issues related 
to psychiatric administration as the medical 
director at many of the participating agencies are 
former PAL residents and now full-time or clini-
cal faculty members. These mentorship experi-
ences serve to better prepare residents to take 
leadership positions in community mental health 
settings and in other healthcare settings upon 
completion of their residency training. There are 
also community-based organizations that serve 
children and families in which general psychiatry 
residents, as well as child psychiatry fellows, 
have clinical placements. The client populations 
at these agencies include children with behav-
ioral problems, symptoms consistent with 
ADHD, symptoms resulting from sexual and/or 
physical abuse, depressive disorders, or 
 suicidality. One of these organizations is school 
based, offering residents and fellows the opportu-
nity to provide community mental health services 
in the school setting.

Residents have a number of options for shorter 
elective experiences, as well. Two elective oppor-
tunities are in college mental health/counseling 
centers where residents learn to apply the princi-
ples of community psychiatry to persons in the 
college community. Popular electives include the 
homeless outreach team where residents perform 
outreach activities in the community as part of a 
dedicated multidisciplinary team. This unique 
rotation offers residents the opportunity to deliver 
service to individuals struggling with mental ill-
ness where they are currently located, thus meet-
ing the service needs for patients most at risk of 
falling through the cracks in the system.

A unique opportunity that exists at the CWRU- 
UHCMC Psychiatry Residency is the opportu-
nity to complete a fellowship in Community 
Psychiatry as a PGY 4 resident. The Public and 
Community Psychiatry Fellowship’s mission is 
developing the leadership skills necessary to 
become effective leaders in public and commu-
nity mental health settings. The fellowship is a 
1-year program that combines a clinical place-

Systems-Based Practice
• Develop a working understanding of 

how the practice of psychiatry and its 
delivery are influenced by healthcare 
organizations.

• Become knowledgeable about the 
resources available to patients and help 
patients access those resources.

• Demonstrate understanding of the 
importance of advocacy for quality 
mental health care.

Box 2 (continued)
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ment in the community with weekly didactic ses-
sions that serve to increase the fellows’ 
understanding of the complexities of providing 
care in publicly funded systems of care. This is 
accomplished by having a substantial component 
of the PGY 4 resident’s clinical time in a 
Community Psychiatry setting, attending weekly 
Community Psychiatry fellowship lectures with 
the other fellows, and putting together an organi-
zational change management model regarding 
their clinical placement setting as a final project. 
Upon completion, graduating residents obtain a 
certificate of completion of a Community 
Psychiatry fellowship; at the same time, they are 
finishing their Psychiatry Residency.

Medical Knowledge
The second core competency, medical knowl-
edge, is met through the didactic and case confer-
ence curriculum, which spans the 4  years of 
psychiatry residency.

The didactic curriculum in medical knowl-
edge, by level of training, in areas that are par-
ticularly important for community psychiatry is 
as follows:

PGY 1 Year
In the PGY 1 year, in addition to didactic presen-
tations on the diagnosis and treatment of the cat-
egories of psychiatric disorders, a recent addition 
to the didactic series is to incorporate informa-
tion about social determinants of health and 
health disparities in each topic area.

Topics of particular interest in community 
psychiatry include didactics in addiction psychia-
try such as diagnosis of substance use disorders, 
review of classes of substances and overview of 
treatment, psychosocial treatment of addiction, 
philosophies of care in addiction treatment, med-
ication treatment of addiction, and urine toxicol-
ogy screening and other labs in addiction 
treatment. There is an introduction to trauma- 
related diagnoses didactic session and sessions 
on trauma/trauma-informed care and healthcare 
disparities.

The issues in forensic psychiatry series 
include topics on suicide and violence risk assess-
ment, malpractice prevention, boundary viola-
tions, informed consent/right to refuse treatment, 
confidentiality/privilege/HIPAA, and civil 
commitment.

PGY 2 Year
When residents enter their second year, the cur-
riculum reflects important issues in psychotic 
disorders including the neuroscience of psycho-
sis and psychopharmacology of psychosis. More 
recent additions include a presentation by a first- 
episode psychosis treatment program and cogni-
tive behavioral therapy for psychosis. And 
addiction topics are expanded upon to include 
overview of intoxication and withdrawal 
management.

PGY 3 Year
To complement their community-based clinical 
experiences in the third year of residency, there 
are specific PGY3 didactic offerings, which 
include the following components:

Public and Community Psychiatry This is a 
series of presentations covering the history of 
public and community psychiatry, transition to 
community mental health center clinical rotation, 
systems-based practice, entitlements, recovery 
and illness management, evidence-based prac-
tices (two parts – including pharmacologic man-
agement, assertive community treatment, family 
psychoeducation, supported employment), role 
of psychiatrist working collaboratively in the 
community mental health center setting, housing 
and homelessness, mental health policy, criminal 
justice and community mental health, trauma and 
trauma-informed care.

Addiction/Substance Use Disorders This series 
covers American Society of Addiction Medicine 
patient placement criteria and levels of care, 
advocacy and activism in addiction medicine, 
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treatment of tobacco use disorder, co-occurring 
substance use disorders and psychiatric disor-
ders, relapse prevention training, motivational 
interviewing, and interface between pain and 
addiction.

Forensic Psychiatry This series covers suicide 
and violence risk assessment in outpatient psy-
chiatry, police and psychiatry, correctional psy-
chiatry, and utilization of diversion centers; 
female offenders, malingering, and psychiatric 
malpractice; and stalking, expert witness, compe-
tency to stand trial, and the insanity defense.

Integrated Care Presentations of integrated care 
practice from multiple perspectives such as wom-
en’s mental health, pediatrics and child psychia-
try, primary care and psychiatry, neurology and 
psychiatry, and psych oncology.

Trauma and Trauma-Informed Care Trauma- 
related disorder phenomenology, trauma-related 
disorder diagnoses, neuroscience of PTSD, 
evidence- based treatment of PTSD, trauma- 
related disorder formulation, trauma-related dis-
order and childhood abuse, trauma-related 
disorders in children, and complex trauma.

Social Determinants of Health and Healthcare 
Disparities In addition to incorporating infor-
mation about social determinants of health and 
health disparities in each topic area, there is also 
a residency wide presentation on burnout and 
minoritized caregivers.

PGY 4 Year
In the fourth year of residency, there is a layering 
on of more advanced and complex issues in the 
above areas. Also included is a special presenta-
tion for the PGY 4 residents on the psychological 
impact of racism.

Practice-Based Learning and Improvement
In the community mental health center setting, 
residents systematically analyze practice perfor-
mance to identify opportunities for improvement, 
develop an improvement plan, implement and 
monitor the plan, and incorporate changes that 
result in improvement into practice in sustained 
ways. The resident develops the ability to learn 
from and continuously apply what is learned 
from these activities. Many resident groups have 
chosen to complete their required PGY3 Quality 
Improvement project in the community mental 
health settings in which they work. Examples 
include studying utilization of newer and more 
costly antipsychotics upon discharge from the 
hospital into community mental health settings, 
the rate at which the recommended metabolic 
monitoring is being done in individuals treated 
with second-generation antipsychotics in com-
munity settings, and identifying barriers when 
not done, and screening for trauma in the hospital 
setting and in follow-up services in the 
community.

Interpersonal and Communication Skills
The multiculturally diverse populations served in 
the community mental health centers give resi-
dents recurring opportunities to employ interper-
sonal and communication skills, the fourth core 
competency. They create and maintain therapeu-
tic and ethically sound relationships with patients 
in settings that include multimodal diagnosis, 
multicultural diversity, and lower social- 
economic privileges. They learn to maintain 
appropriate boundaries in the therapeutic rela-
tionship while appreciating therapeutic flexibility 
within the limited resources that are prevalent in 
lower-income community settings. They learn 
the awareness, ability, and benefit of gathering 
collateral information to refine diagnosis and 
treatment planning. They gain ability to thor-
oughly elicit and clearly communicate informa-
tion using a range of communication skills, 
including nonverbal effective listening, as well as 
explanatory, questioning, and writing skills, all 
within the context of a diverse cultural, social, 
and educational milieu. They learn to understand 
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the wealth of benefits of having the ability to 
communicate with patients in a culturally sensi-
tive manner. They learn to work effectively within 
the context of a system-based, recovery-oriented, 
and patient-centered practice managed through a 
diverse treatment team of supervisors, physi-
cians, case managers, nurses, and office staff.

Professionalism
The sensitivity and integrity necessary to meet 
the many demands of working in a community 
mental health center setting allow residents 
ample opportunity to continue to refine their 
skills in the area of professionalism. They con-
tinue to be required to meet universal standards 
of professionalism including promptness, appro-
priate appearance and demeanor, and responsibil-
ity in supervision (planning, arriving on time, 
reading recommended materials, being open to 
feedback, and utilizing feedback in future patient 
care).

They learn to work effectively with all mem-
bers of the treatment team, respecting office staff, 
nurses, therapists, and case managers as all hav-
ing a critical role in patient care. They practice 
demonstrating the value of respect for clients at 
all times and help maintain the dignity of patients 
who are often demoralized by poverty and stig-
matizing past histories such as substance abuse 
histories and/or legal system involvement. They 
continue to balance respect for patient confidenti-
ality with responsibilities to report on progress to 
third parties such as probation officers or child 
welfare officials.

Systems-Based Practice
Residents develop a working understanding of 
how the practice of psychiatry and its delivery are 
influenced by healthcare organizations as well as 
community bias with regard to mental health 
care. They learn to serve as the coordinator of 
care, since many times a community mental 
health center is the only place patients have to 
receive any kind of healthcare services. The 
patients served in the community mental health 
centers may lack health insurance; many are cov-
ered by Medicaid or Medicare, so implementing 
a risk/benefit analysis with regard to cost is 

essential. Residents participate in team meetings 
where they advocate for quality patient care in 
systems that will best insure the patient’s safety, 
meet the mental and physical healthcare needs of 
the patient, and for social services provided by an 
array of organizations that will enhance optimal 
quality of life for their patients.

They become knowledgeable about resources 
available in the community such as food pantries, 
shelters, primary care clinics, and clothing dona-
tions sites and help clients access those resources. 
Additionally, residents must regularly consider 
how to best distribute resources within the com-
munity mental health system, particularly when 
considering the limited availability and funding 
for high-cost services and medications weighed 
against the clinical severity of symptoms their 
patients experience. Such risk-benefit analyses 
are often at the center of the care they deliver. 
Residents have the benefit of onsite supervision 
by full-time or clinical faculty as they implement 
these elements of systems-based practice. Some 
residents have chosen an “Advocacy Elective” 
that focuses on approaching advocating for men-
tal health care at the broader level, by involve-
ment with professional organizations, legislative 
activities, courts, etc. to raise awareness and edu-
cate others about inequities and stigma regarding 
mental health treatments and patients receiving 
psychiatric treatment.

 Future Directions in Medical 
Student/Resident Education 
in Community Psychiatry

Ideally, medical students ought to be introduced 
early in training to the field of community psy-
chiatry and the social issues affecting the provi-
sion of health care, including mental health care. 
One of the best ways to do this, given the power-
ful impact on recruitment, is to include psychia-
trists, and in particular community psychiatrists, 
in the teaching faculty. They could be included as 
faculty teaching coursework in the “Foundations 
of Medicine,” sometimes referred to as the 
Doctoring course, or Doctor-Patient Relationship 
course, that typically occurs in the first year. 
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Community psychiatrists should also be part of 
faculty teaching the second-year medical school 
course on Human Behavior and Psychopathology 
or its equivalent. Community psychiatrists and 
exposure to community psychiatry should be 
integral to the third-year clerkship experience. 
Community psychiatrists have expertise in a 
number of areas important for the education of 
medical students, such as working as a member 
of an interdisciplinary team and addressing the 
needs of individuals with serious and persistent 
mental illnesses with limited resources in the 
context of the family and community. It will be 
particularly important that community psychia-
trists teaching in psychiatry clerkships be highly 
competent and passionately committed to the 
field of community psychiatry which, as noted, 
has evidence of being the biggest predictor of 
which field a medical student decides to pursue 
for residency.

As for psychiatry residency training, residents 
should graduate from residency prepared to pro-
vide clinical care in community psychiatry set-
tings, having been educated about challenges 
facing people with serious and persistent mental 
illnesses and the evidence-based/promising prac-
tices used in treatment. Residents should be well 
versed in the recovery-oriented services and be 
able to work closely and supportively with peo-
ple to attain their goals beyond merely helping 
them manage the symptoms of psychiatric ill-
ness. Residents should have access to quality on- 
site supervision during their community 
psychiatry rotations by a faculty member who is 
a dedicated community psychiatrist, with exper-
tise working in public and community settings. 
Residents should also have exposure to different 
settings in the community and have the opportu-
nity to work with a diversity of faculty in order to 
get a broad view of community psychiatry as a 
career choice. Faculty should seek to retain resi-
dents to take positions in local community mental 
health centers after graduation to provide much 
needed clinical care and to supervise residents 
themselves in order to develop a steady supply of 
quality supervisors for the perpetuation of these 
programs. Some of these graduates may choose 
to continue training in community psychiatry fel-

lowships that educate graduates to assume lead-
ership positions in community psychiatry as well 
as participate in research that furthers the knowl-
edge base in community psychiatry.

There are a number of pressing issues regard-
ing the future of education and training in com-
munity psychiatry. They deserve considerable 
discussion, systematic research, and innovative 
experimentation.
 1. Integrated Care
Given the recognition that the psychiatric work-

force is insufficient to meet the mental health 
needs of the US population, integrated care 
programs are increasingly important as a way 
to utilize the expertise of psychiatrists and 
allow them to participate in meeting the men-
tal health needs of a larger percentage of the 
population by partnering with primary care 
providers. Given their expertise in providing 
care collaboratively, community psychiatrists 
will be increasingly called upon to function in 
a consultative and/or educational role with 
primary care providers. Medical school and 
psychiatry residency curricula will need to 
include education in integrated care, teaching 
the core principles of collaborative care, 
namely, patient-centered care, evidence-based 
care, measurement-based treatment to target, 
population-based care, and accountable care 
(Raney 2015).

In 2015, a review of General and Child and 
Adolescent Psychiatry Resident Training in 
 Integrated Care reported that 26% of general 
psychiatry residency programs offered inte-
grated care rotations (Reardon et al. 2015), a 
number that clearly needs to increase.

 2. Trauma-Informed Care
Trauma-informed care, as defined by the 

Substance Abuse and Mental Health Services 
Administration (SAMHSA), refers to care 
that involves “these key elements: (1) realiz-
ing the prevalence of trauma; (2) recognizing 
how trauma affects all individuals involved 
with the program, organization or system, 
including its own workforce; and (3) respond-
ing by putting this knowledge into practice.” 
Community psychiatrists have long recog-
nized the impact of trauma in the populations 
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they serve and have had an awareness of how 
symptoms and behavior may have developed 
as a result of trauma. This awareness is a 
foundation for providing trauma-informed 
care that emphasizes safety, choice, and 
empowerment and is strengths based, as well 
as providing leadership in the creation of 
trauma-informed systems of care (SAMHSA 
2014).

 3. Social Determinants of Health and Healthcare 
Disparities

Community psychiatrists have been aware of the 
negative impact of social determinants of 
health such as poverty, homelessness, food 
insecurity, unemployment, and discrimination 
on mental health. The World Health 
Organization (WHO) report Closing the Gap 
in a Generation makes the point that social 
determinants of health lead to health inequi-
ties (WHO 2008). Community psychiatrists 
can use their unique skill set to impact clinical 
care, including preventative programs, as well 
as to effect public policy. The skills necessary 
to engage at this level should be incorporated 
into medical school and psychiatry residency 
curricula (Shim and Compton 2018).

 4. Impact of Long-Term Disasters Such as the 
COVID-19 Pandemic and Climate Change

Public and community psychiatrists will be 
called upon to be in the forefront of disaster 
mental health services, given the significant 
prevalence of immediate and long-term men-
tal health sequelae resulting from such 
events. Now that we are coming to appreci-
ate that one of the primary long-term public 
health impacts of natural and man-made 
disasters concerns mental health, community 
psychiatrists likely will be called upon to 
assume significant leadership roles on disas-
ter response teams as an expression both of 
their expertise and of their commitment to 
public health and preventative mental health. 
Community psychiatrists may be asked to 
devote a greater proportion of their time in 
the immediate aftermath of disasters, using 
their crisis intervention skills to help large 
numbers of individuals and families to effec-
tively utilize a diverse array of existing sup-

ports in the community in order to better 
cope with the residue of traumatic experi-
ences. When the symptomatology of psychi-
atric disorders is identified during the acute 
phase of disasters, community psychiatrists 
will be asked to play a lead role in mental 
health triage and treatment, taking good 
advantage of their experience with the avail-
ability of limited resources. Community psy-
chiatrists will be called upon to educate first 
responders and healthcare providers about 
the concepts of compassion fatigue and 
vicarious trauma, which are significant men-
tal health concerns following disasters. 
Therefore, training in disaster mental health 
services must be incorporated into psychia-
try residency training curricula.

While much of the research on disaster mental 
health has focused on the impact of one-time 
disasters, further study is necessary to better 
understand the impact on the mental health of 
individuals and communities due to long-term 
or “chronic” disasters such as the COVID-19 
pandemic and the effects of climate change, 
which has been shown to be causing more 
erratic and frequent weather-related phenom-
ena (Taquet et al. 2020).

The mental health effects of climate change may 
be directly related to the weather events 
resulting in loss of loved ones and bereave-
ment, increased substance use, and an exacer-
bation of preexisting mental health issues. 
The trauma associated with physical damage, 
need for migration, and disruption of commu-
nities can contribute to increased anxiety, fear, 
and distress. Vulnerable populations, such as 
those cared for by community psychiatrists, 
are at increased risk of impact from climate 
change. Climate change and long-term disas-
ters generally can serve to increase health dis-
parities and inequities. Community 
psychiatrists can and should play a major role 
in combatting climate change, and education 
about climate change and the psychological 
and psychiatric sequelae should be included 
in the education of medical students and resi-
dents, including psychiatry residents 
(Coverdale et al. 2018).
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 Conclusion

• Community psychiatrists have long embraced 
many values and principles that are just now 
being recognized by mainstream US medicine 
as crucial factors affecting health.

• Community psychiatrists have always prac-
ticed population health, in that effort is made 
to engage clients that did not show up at the 
community mental health center for care and 
treatment, in addition to providing treatment 
to the clients who did show up for care.

• Community psychiatrists have recognized the 
value of the interdisciplinary team, working 
alongside Advanced Practice Registered Nurses, 
psychiatric nurses, counselors, social workers, 
case managers, and peer support specialists to 
provide comprehensive, holistic care to clients.

• Community psychiatrists have recognized the 
importance of providing integrated care, so 
that clients reluctant to go elsewhere for pri-
mary care could have access to primary care at 
the setting in which they were most familiar 
and comfortable, usually the community men-
tal health center.

• Community psychiatrists have paid attention 
to the social determinants of health, such as 
poverty, community violence, food insecurity, 
homelessness, unemployment, healthcare dis-
parities, and systemic racism, as major factors 
contributing to health, and worked to mini-
mize these in the communities they served.

• Community psychiatrists have long recog-
nized that trauma is pervasive in populations 
affected by mental health challenges and 
understand the far-reaching effects of trauma, 
thereby working toward providing trauma- 
informed care that works to minimize the pos-
sibility of re-traumatization and empowers 
clients as active collaborators in their health 
care.

In summary, having embraced these princi-
ples for decades, community psychiatrists are 
well poised to serve as medical leaders in health-

care systems in the twenty-first century. And 
education to prepare practitioners in this field 
will be challenged to rise to new heights of inte-
gration, cutting-edge practice, and ongoing 
innovation.
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Public/Community Psychiatry 
Fellowships

Stephanie M. Le Melle and Jules M. Ranz

 Introduction

Psychiatrists are popularly viewed as seeing 
patients in a private office practice setting. 
However, a 2006 survey of APA members dem-
onstrated that early and mid-career psychiatrists 
now spend more time in publicly funded organi-
zational settings than in private practice. 
Nonetheless, psychiatric training is still oriented 
toward careers in private practice, with little ded-
icated training for psychiatrists to work in organi-
zational settings (Ranz et al. 2006).

Public funds (e.g., Medicare, Medicaid, VA, 
and State Mental Health Authorities) in 2019 
comprised 62.7% of all mental health services in 
the USA (Open Minds 2020). This is up from 
58% in 2006 (SAMHSA 2010). These govern-

ment funds support myriad services in countless 
nonprofit and even private for-profit organiza-
tions. These organizations have mandates to use 
their public funding to serve the poor and people 
with serious mental illness and complex needs. 
Public money, appropriately, is distributed via a 
political process and comes with strings attached, 
such as contracts for specific services to man-
dated target populations, certification and accred-
itation standards, and mechanisms of fiscal 
accountability. As these public funding streams 
changed over time, so did the need to train clini-
cians to run and work in these organizations. The 
political and social changes from 1960s to 2020s 
swing from social consciousness and civil rights, 
to medicalized care, to criminalization of people 
with behavioral health needs, and to the recovery 
movement. Fiscal changes, prompted by these 
political changes, greatly influence clinical ser-
vices. Clinical leaders need to know what kinds 
of services will best fulfill the mandates of the 
time and justify public expenditures. Clinical 
leaders and managers need to know how to create 
and maintain behavioral organizations as the 
political/fiscal needs change. It is this need that 
spurred the development of postdoctoral fellow-
ships in public/community psychiatry.

There have been several phases to fellowship 
training for public/community psychiatrists:
Phase 1: 1960s to 1970s  – fellowship training 

focused on mental health consultation, created 
in the wake of downsizing of mental health 
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institutions and movement of treatment to the 
community.

Phase 2: 1980s to 2000s – the initial growth and 
development of fellowship training focused 
on people with serious mental illness.

Phase 3: 2000 to 2010 – the fiscal and structural 
adaptations of fellowships to meet local needs.

Phase 4: 2010 to 2020  – the increased interest 
and demand for community psychiatrists in 
diverse systems of care.

 Phase 1: Early History of Public 
and Community Psychiatry 
Fellowships 1960s–1970s

The landmark 1963 Federal Community Mental 
Health Centers Act (CMHC) listed “mental 
health consultation” as one of five basic services 
to be provided by all community mental health 
centers. As a result, there was a marked develop-
ment of training programs in this method in the 
mid-1960s (Caplan 1970). With the downsizing 
of asylums and mental health institutions, people 
with “chronic mental illness” now referred to as 
people with “significant mental health needs” 
were left to seek care in communities. The 
CMHC Act provided federal funds to support the 
development of mental health outpatient clinics. 
This shift necessitated a different approach to 
care. Psychiatrists, who had been the clinical 
leader in hospital settings, had to learn how to 
provide treatment in the community with a multi-
disciplinary team. These new community teams 
were primarily run by nonpsychiatrists. The dein-
stitutionalized people needing care, outside of a 
custodial system, had to also find ways to live in 
the community. This required programs to 
address coordination of care, rehabilitation, 
socialization, housing, and other social determi-
nants of health.

The early programs were also heavily influ-
enced by clinicians who were psychodynami-
cally trained. As a result of this orientation, 
treatment practice in community clinics tended to 
focus on psychotherapy, and the treatment of 
people with “minor mental disorders and prob-
lems coping with life crisis” like depression, 

anxiety, personality disorders, and PTSD who 
were the majority of patients appears in these 
clinics. There was also an academic divide 
between the libertarian view and the medical/bio-
logical view. At one end was the libertarian belief 
that psychiatry was influencing social control 
over people “who didn’t fit social norms” and 
that psychiatry should focus more on social 
reform to address poverty, housing, and other 
social determinants of health. At the other end 
was the medical/biological view that mental ill-
ness was inherited and therefore not easily 
changed, a chronic condition requiring lifelong, 
intensive treatment (Bonita Weddle, New  York 
State Archives, 1998, #70).

Most of the early fellowships tended toward 
the libertarian view and called themselves com-
munity psychiatry training programs, and some 
used the term social and community psychiatry, 
emphasizing the blending of the concepts of 
social psychiatry with the practices of commu-
nity psychiatry. Thus, a program at the Albert 
Einstein College of Medicine in the Bronx, NY, 
used the term social and community psychiatry, 
“to train psychiatrists in the techniques of prac-
tice involved in community psychiatry and to 
teach the core content pertaining to social and 
cultural factors that promote mental health or 
contribute to mental illness, which comprises 
social psychiatry” (Pattison 1972). Two of these 
early programs used the term public health to 
describe their programs.

In the 1960s, the term “community” generally 
referred to community outreach. Currently, it 
refers to psychiatrists working in the community. 
The term “community” also conveys a commit-
ment to the community of people being served, 
and by extension, the community of people and 
their providers.

In distinction, the term public which as we 
will see came into use in the early 1980s conveys 
the practice of working in municipal, state, and 
federal organizational settings. The term has also 
been extended to include publicly funded non-
profit organizational settings, which encom-
passes the majority of psychiatric care delivered 
in organization settings. Finally, the term public 
conveys a responsibility to provide care to public 
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sector patients: people living in poverty (espe-
cially single-parent families, the elderly, and 
children), and adults with serious mental illness, 
substance abuse, and other complex needs. There 
are other specialty populations served in the pub-
lic sector: homeless adults and families, people 
with behavioral health needs and criminal justice 
involvement, immigrants, people with behavioral 
health needs and other chronic medical illnesses, 
and people suffering from complex trauma and 
adverse childhood experiences. The terms “pub-
lic” and “community” are now used interchange-
ably by fellowship training programs.

A report titled Education for Community 
Psychiatry (1967) issued by the Group for the 
Advancement of Psychiatry (GAP) documented 
the training programs in existence in the mid- 
1960s. These programs were 1–2 years in length 
and combined didactic training with field experi-
ences. Areas of focus reflected the diversity of 
services that were being developed at that time: 
consultation, prevention, program planning, and 
research activities in community settings. A 
minority of the program emphasized administra-
tion. These fellowship programs are listed in 
Table 1.

The Social and Community Psychiatry 
Training program at the University of California, 
Los Angeles (UCLA), was particularly well doc-
umented (Karno et al. 1974). It was a 2-year post- 
residency program originally leading to an MPH 
degree. The program attempted to integrate social 
science and public health disciplines within the 
same program. The program, which received 
support from the National Institute of Mental 
Health, began on July 1, 1962. As of 1972, the 
level of funding had risen as a reflection of the 
growing demand and provided stipends and 
teaching support for 12 fellows-in-training, 6 at 
each level of the 2-year program. By 1972, the 
program had graduated 44 psychiatrists. Support 
from the National Institute of Mental Health 
(NIMH) ended in 1974, and at that time, the pro-
gram was disbanded, but its “core community 
practicum experience and coursework” were 
transferred into the general residency training 
program. Two other programs at Columbia and 

Harvard were also described in separately pub-
lished manuscripts (Bernard 1964; Caplan 1970).

These fellowships provided a framework for 
teaching clinicians the skills needed to transition 
people from institutional care to publicly funded 
care in community settings.

None of the early programs survived more 
than a decade, probably because of the drying up 
of federal support for these programs.

 Phase 2: Columbia Public Psychiatry 
Fellowship 1980s–2000

There is no evidence of any dedicated postdoc-
toral public or community psychiatry training 
program functioning during the mid- to late 
1970s. During the Reagan administration’s first 
budget in 1980, there were significant cuts. One 
of funding streams cut was CMHC funding. The 
funding was shifted to the states in the form of 
block grants through NIMH.  Several states, 
including New York and California, took advan-
tage of this shift in public funds to block grants 
with mandates to use public funds to focus more 
on people with serious mental illness. The Young 
Adult Chronic Patient: overview of a population 
(Pepper et al. 1981) describes the new population 
of young people, with serious mental illness, who 
had never been “institutionalized” and were now 
living in the community. As a result of funding 
shifts and the required focus on people with seri-
ous mental illness, fellowship programs created 
after 1980 began to shift their focus and structure 
to address the needs of this new population of 
patients.

The NYS Office of Mental Health, wishing to 
promote dedicated training for psychiatrists 
interested in careers serving people with serious 
mental illness, provided funding to start the 
Columbia University Public Psychiatry 
Fellowship (PPF) in 1981 (Ranz et al. 1996). This 
new PPF was distinct from the earlier program at 
Columbia and still exists today. The Columbia 
PPF trains ten fellows per year and serves as the 
model for virtually all other public and commu-
nity psychiatry training programs currently in 
existence. A small number of other programs 
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Table 1 Phase 1 - Early fellowship programs

#Fellows/#Years Postgraduate social and 
community psychiatry 
training programs

Education for community 
psychiatry (1967)a

Courses Field placement structure
Albert Einstein 
College of Medicine – 
The Social and 
Community 
Psychiatry Fellowship

3–5 fellows in 1- to 
2-year program

Social psychiatry, 
communications theory, 
epidemiology, and research 
design

Individually tailored, but each 
fellow spent time in a day 
hospital, a family therapy 
seminar, a community 
consultation service, and 
conducting a small research 
project

Boston State Hospital 2 PGY 4/5 psychiatrists 
for 1-year program

Training focused on 
psychiatric leadership in 
community services. 
“Intensive social psychiatry 
seminar work”

Training a variety of hospital 
and community settings, with 
options for training in brief 
treatment, home treatment, 
family therapy, consultation, 
mental health planning (with 
the Department of Mental 
Health of the State of 
Massachusetts)

Columbia 
University – The 
Traineeship in 
Community and 
Social Psychiatry

4–5 fellows in 2-year 
program with an MS or 
MPH available

Legal aspects of psychiatry, 
hospital administration, 
consulting, communication, 
ward management, social 
psychiatry, government 
processes, and epidemiology

Supervised field placements 
chosen from settings that 
emphasize prevention, 
rehabilitation, and community 
planning

Massachusetts 
General Hospital 
(MGH) – Training in 
Community Mental 
Health for 
Psychiatrists

2 “clinician-practitioner- 
administrators” in 1- to 
2-year program

Community processes, 
epidemiology, crisis 
intervention, consultation, 
group dynamics, research 
and communication, plus 
“some emphasis on 
administration”

The ratio of time devoted to 
didactic to practical 
experiences was 40/60. Field 
experiences took place at 
various units of MGH, 
especially the Human 
Relations Service of Wellesley, 
Inc.

Menninger 
Foundation – The 
Post-residency 
Fellowship in 
Community 
Psychiatry

4 fellows in 2-year 
program

“Consultants, administrators 
and investigators of 
psychosocial phenomena”.
Consultation, group and 
family dynamics, 
collaboration and 
communication, research 
and epidemiology

Fellows placed in at least two 
of five divisions: Law and 
Psychiatry, Religion and 
Psychiatry, School Mental 
Health, Industrial Mental 
Health, Psychosocial 
Research. Each division 
offered field experiences.
Each fellow carried out a 
research project

The Institute of the 
Pennsylvania Hospital 
Community 
Psychiatry

2 fellows in 1- to 2-year 
program

“Continuing seminar on all 
aspects of social psychiatry, 
including prejudice and 
discrimination, community 
crises and disorganization, 
urban renewal, 
hospitalization and 
administrative practices”

Court agencies, adoption 
agencies, hospitals, halfway 
houses, schools, and 
Department of Welfare

(continued)
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Table 1 (continued)

The University of 
California in Los 
Angeles (UCLA) – 
The Social and 
Community 
Psychiatry Training 
Program

7 fellows in a 2-year 
program leading to MPH

Consultation, preventive 
psychiatry, research, 
epidemiology and 
“recommended therapeutic 
practices for the treatment of 
existing and future 
community mental health 
problems”

Courses covered social 
sciences, social psychiatry, 
community structure, 
consultation, epidemiology, 
administration, social class 
and culture
(No mention of field 
placements)

There were an additional five programs training psychiatrists alongside other MH professionals:
Name of program #Fellows/#Years Courses Field placement structure
Center for Training in 
Community 
Psychiatry and 
Mental Health 
Administration 
(Berkeley CA)

3 psychiatrists at PGY4 
or PGY5 level alongside 
205 trainees, 88 of which 
were psychiatric 
residents

Didactic training
An MPH was available

“Affiliations with field work 
placements”

Harvard Medical 
School Educational 
Program in 
Community Mental 
Health of the 
Laboratory of 
Community 
Psychiatryb 

10–18 psychiatrists, 
psychologists, social 
workers, and nurses in a 
1-year program

Halftime in seminars 
covering research 
methodology, 
administration, consultation, 
group process, legal aspects, 
and preventive psychiatry

Half time was spent in 
“supervised field experiences 
and participation in 
community mental health 
research and practice”

Johns Hopkins Public 
Health-Mental Health

7–10 “mental hygiene 
specialists” 
(psychiatrists, 
psychologists, nurses 
and social workers) 
among 70 students

1 year of training in 
biostatistics, epidemiology, 
prevention, and 
administration

(No mention of field 
placements)

Langley Porter 
Community Mental 
Health Training 
Program

Psychiatrists and 
psychologists in a 
1–2 year program. 
Psychiatrists were 
supported by NIMH 
stipends

“Methods and Practices” and 
“Principles and Theory” in 
Community Mental Health 
Field

“Intensive study of a particular 
problem relevant to 
community mental health” and 
an “opportunity for 
observation and participation 
in …community mental health 
service”

Yale – Public Health 
Psychiatry

“Not more than 6–8 
students” including 
psychiatrists, 
psychologists, social 
workers, and RNs in a 
2-year program leading 
to an MPH

Epidemiology, community 
psychiatry, social psychiatry, 
biostatistics, and 
methodology of social 
research

The program focused on 
program development and 
evaluation, and research. Field 
work experience was provided

aEducation for Community Psychiatry (1967), Formulated by the Committee on Medical Education, Group for the 
Advancement of Psychiatry, Volume VI, Report #67
bThis program was originally created by Gerald Caplan in the mid-1950s at the Harvard School of Public Health and 
transferred to the Laboratory of Community Psychiatry in 1964 (Caplan)

training one to two fellows each were started in 
the 1980s and 1990s, but none of these small pro-
grams survive today.

In contrast to the first phase of fellowships, the 
Columbia fellowship purposely chose to use 
“Public” in their title. In a personal communica-
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tion from C. Christian Beels, MD, the founder of 
the PPF program, to Jules M. Ranz MD, the for-
mer fellowship director, Dr. Beels writes:

The reason for choosing Public rather than 
Community or Social psychiatry was the connota-
tion that the other names had acquired in the 60’s. 
Grob (1994) wrote that social and community psy-
chiatry had become associated both with the “com-
munity mental health center” movement, a federal 
effort to get states to take up the cause of the 
severely mentally ill, and with an effort to improve 
mental health outcomes indirectly by community 
organizing and improvement of the social environ-
ment. We used the word “Public”: to convey our 
commitment to working for existing public (usu-
ally state or city) institutions already charged with 
the care of the long-term mentally ill, the addicted, 
and the poor or homeless. The problem with the 
social and community psychiatry movement was 
that it never really figured out how to be a psychia-
trist to a community. There was much discussion 
about how to deal with homelessness, for example, 
but few plans to actually provide and supervise 
homes until nonprofit community-based agencies 
began to provide government funded services for 
the homeless in the 1970s. I would add that an 
important reason for using the word “public” was 
that it was clearly the opposite of “private,” as in 
private practice and corporate profit. The image of 
the psychiatrist as civil servant seemed important 
(Beels, personal communication).

According to the PPF website (ppf.hs.columbia.
edu): Public and Community Psychiatry encom-
passes the care of people with serious and com-
plex behavioral health needs in multiple 
community service systems typically publicly 
funded through Medicaid, Medicare, and local 
grants and contracts. The PPF mission statement 
reflects the changing focus on the training of psy-
chiatrists, the population served, and the funding 
streams:

The mission of the Columbia Public Psychiatry 
Fellowship is to train post residency psychiatrists 
to become clinical, administrative and academic 
leaders in the field of Public/Community 
Psychiatry who will serve people with behavioral 
health needs that require more complex levels of 
care and to impact the practice of publicly-funded 
behavioral health nationally, through fostering the 
career development of fellows and alumni as well 
as promoting the development of a network of 
public/community psychiatry fellowships around 
the country.

Early published surveys showed that 97% of PPF 
alumni continued to work in the public sector, 
67% in leadership roles, mostly as program med-
ical directors (i.e., of clinics, recovery and rehab 
programs, and ACT teams) (Ranz and Stueve 
1998). These values have remained relatively 
constant over the years and in 2020 were 98% 
and 60%, respectively. Throughout the 1-year 
program, each of ten fellows spend 3 days a week 
working in one public mental health hospital or 
agency. At their job sites, fellows assume some of 
the responsibilities of a leadership role by run-
ning team meetings, participating in program 
planning, analyzing budgets, and initiating inter-
nal program evaluations. The Columbia model 
encourages fellows, at the end of the fellowship 
year, to continue in their jobs and move from 
part-time employees to full-time employees. This 
expectation benefits both the fellows and the 
organizations. Fellows are encouraged to apply 
for positions as program medical directors at 
their job sites after completion of the fellowship 
year, as the next logical step toward public sector 
leadership careers.

 Phase 3: 2000–2010 Growth 
and Collaboration Between 
Fellowships

The needs of the people served in the public men-
tal system became more complex in the 1990s. 
HIV, substance abuse, homelessness, the overin-
carceration of people with mental illness, immi-
gration, and the consumer movement all impacted 
the political/social atmosphere of the 1990s. In 
2000, The Young Adult Chronic Patient: A Look 
Back (Cournos and Le Melle 1990) reflects on 
the changes in community/public mental health 
since Pepper’s paper 10 years earlier. People with 
serious mental illness now had to navigate mul-
tiple system of care outside of the mental health 
system to get their needs met. This required that 
community/public psychiatrists have a more 
extensive understanding of systems and act as 
“boundary spanners.” This was particularly true 
at the interface between mental health, substance 
abuse, and the criminal justice system (Steadman 
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1992). In 2010, the Treatment Advocacy Center 
reported that there were three times more men-
tally ill people in jails and prison then in hospitals 
(Torrey et  al. 2010, TAC report). It was not 
enough to focus on mental health needs alone. It 
also became apparent that people with serious 
mental illness were dying from medical illness at 
higher rates and 14 to 32 years sooner than the 
general public (Colton and Manderscheid 2006). 
Knowledge of the criminal justice system and 
medical treatment became essential in the treat-
ment of people with serious illness in the com-
munity. These were not topics typically covered 
in psychiatric training. Therefore, fellowships 
began to focus more on the concepts of boundary 
spanning and collaborative care.

As of 2011, there were 14 fellowship pro-
grams in existence and 2 in the serious planning 
stages. A program was created at Case Western in 
2000 and became somewhat dormant until 
restarted in 2009. Another program was created 
at Emory in 2001. All the others were created 
between 2005 and 2011, partly sparked by recent 
interest on the part of several states in developing 
fellowships in public psychiatry to meet the 
growing need for psychiatrists. In 2007, 
Pennsylvania awarded “Center of Excellence” 
status (a model developed in Ohio) to three aca-
demic centers at the University of Pittsburgh, 
Lake Erie, and the University of Pennsylvania 
with mandates and funding to create public sec-
tor fellowships with PPF as model. In 2004, 
California created dedicated mental health funds 
created by the Mental Health Services Act 
(Proposition 63, levying a 1% state tax on 
incomes of $one million or more). Some of these 
funds were earmarked for training of mental 
health professionals. In 2012, a program was cre-
ated in San Diego in the spirit of Proposition 63, 
though with other funds.

Programs were started at Yale and the Durham 
VA in 2007 and at NYU in 2008. In 2010, pro-
grams were started at the University of Texas 
South Western in Dallas, Texas (USTW), the 
University of NC-Chapel, Florida, and Alabama, 
and in 2011, a program was started at the 
University of California in San Francisco 
(UCSF). Six of the existing programs have been 

run by Columbia PPF alumni (Columbia, NYU, 
Case Western, UTSW, UCSF and Penn).

 The Core Elements of a Public 
Psychiatry Fellowship

Public/community psychiatry fellowships are 
recognized as subspecialty training in psychiatry 
but not accredited by the Accreditation Council 
for Graduate Medical Education (ACGME). This 
actually allows the fellowships to adapt and 
change as the needs of the people served and the 
community needs change. In addition, this allows 
fellowships to choose a variety of fiscal models, 
including flexibility with regard to fellows’ sala-
ries (see below). As new fellowships were devel-
oped, to provide some standardization, the 
Columbia fellowship became the model for pro-
gram development. The Columbia PPF began 
consulting with developing programs and shared 
their curriculum with the new programs. In 2008, 
in response to these requests, the Columbia PPF 
faculty developed 7 core elements considered as 
essential for fellowship training program (Ranz 
et al. 2008).
 1. Academic curriculum covering the essential 

topics in public psychiatry, including the 
Structure of Public Psychiatry, The Role of 
the Psychiatrist, Recovery-Oriented Care; 
Systems-Based Practices; Internal Program 
Evaluation; Healthcare Disparities, Special 
Populations of people affected by substance 
use, trauma, homelessness; Fiscal 
Management; and Public Mental Health 
Advocacy including presentations by people 
with lived experience.

 2. Application of concepts taught in the aca-
demic curriculum by fellows to job place-
ments, through formal written presentations to 
other fellows and faculty: Congruence Model 
analysis of job placement organization; 
Systems- Oriented Clinical Case; Budget; 
Advocacy and Internal Program Evaluation. 
Fellows take feedback from these presenta-
tions to job site supervisors as suggestions to 
inform system change.
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 3. Presentations by guest speakers illustrating 
topics covered in the academic curriculum.

 4. Practicum in mental health administration. 
Sessions teaching basic concepts in mental 
health administration and leadership inter-
spersed with case presentations by alumni 
who are medical directors in public sector 
organizations addressing management prob-
lems to which fellows and faculty suggest 
strategic solutions.

 5. Placement in one public mental health orga-
nization throughout the year to achieve a 
comprehensive clinical and management 
experience. Fellows select the agency for 
which they work 3  days a week throughout 
the fellowship year. Agencies are chosen with 
regard to their willingness to allow fellows to 
assume leadership roles and their track record 
of providing positive experiences to previous 
fellows.

 6. Weekly meetings with a faculty preceptor for 
individual support in academic and field 
placement experiences.

 7. Mentorship and other ongoing support from 
faculty beyond the fellowship year through 
above presentations, consultations, reunions, 
fellowship website, and list serve.

In addition, the authors indicated that, in recogni-
tion of the importance of group process, new pro-
grams are encouraged to start with at least two 
fellows. If funds were only available for one fel-
low, a 2-year program was recommended ensur-
ing a minimal group process between first and 
second year fellows. To guarantee a reasonably 
complete curriculum, the authors also recom-
mended classes be scheduled a minimum of 
1 day per week. If class time has to be limited to 
one-half day per week, a 2-year program is again 
recommended. The faculty from the Columbia 
Public Psychiatry Fellowship continue to consult 
in the development of other fellowships nation-
ally and make available their didactic curriculum 
for other fellowships.

The core elements and the soon-to-follow 
American Association of Community Psychiatry 
(AACP) Guidelines for Community Psychiatry 
Fellowships became the standards for fellowship 
development.

 AACP Guidelines for Community 
Psychiatry Fellowships

The publication of the Columbia Core Elements 
and the renewed interest in developing fellowship 
programs nationally inspired the American 
Association of Community Psychiatrists to 
develop “Guidelines for Developing and 
Evaluating Public and Community Psychiatry 
Training Fellowships” (AACP 2008).

The purpose of the AACP guidelines is to create a 
vision for training of psychiatrists that incorpo-
rates the capacity to promote health and wellness 
through a comprehensive conceptualization of 
human experiences and an integrated, holistic 
approach to treatment and services. This vision 
includes elements needed to re-establish psychia-
try’s strong position in leadership and 
consultation.

These five elements are derived from the PPF 
Core Elements, though described in more detail 
in the AACP guidelines:
Academic curriculum covering the essential top-

ics in public psychiatry, 
Application of concepts taught in the academic 

curriculum by Fellows to job placements
Presentations by guest speakers illustrating top-

ics covered in the academic curriculum.
Practicum in mental health administration 
Placement in one public mental health organiza-

tion throughout the year

 Other Elements of Fellowship 
Program Design

 1. Systems management skills. Some fellows or 
programs emphasize participation in larger 
systems administering behavioral health care.

 2. Community, consumer, or family advocacy. 
Programs or individual fellows may wish to 
develop a public health focus by enhancing 
organizational skills useful in advocating for 
change or empowerment of various stake-
holder groups.

 3. Recovery/resiliency-oriented services. In 
response to the consumers/people with lived 
experience empowerment movement, and the 
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growth and acceptance of recovery-oriented 
treatment and care, people with lived experi-
ence are more invested in directing their own 
care and making choices about the services 
they receive. As recovery-oriented transfor-
mation efforts gain momentum at the federal, 
state, and local levels, it is essential that fel-
lows have a thorough understanding of recov-
ery and resiliency principles and knowledge 
of how services can be delivered in a manner 
that supports them.

 4. Healthcare equity, cultural humility. It is cru-
cial that programs and fellows obtain compe-
tence in the treatment of diverse cultural 
groups, develop humility and sensitivity to the 
relevant needs of different groups, and address 
these needs in clinical practice or in trans-
forming systems of care in a manner that 
reduces the obstacles to receiving evidence- 
based, competent care for all.

 Phase 4: 2011 to 2020 Continued 
Increase in Number 
and Diversification of Fellowships

From 2011 to 2020, the number of public/com-
munity fellowships (PPFs) has increased from 15 
programs, in 2012, to approximately 25 nation-
ally in 2020. New programs have been started in 
Florida, Illinois, Massachusetts, Michigan, 
New  York, Pennsylvania, Ohio, Virginia, and 
Washington State. This was partly due to the gen-
eral shortage of psychiatrist nationally. More spe-
cifically, there is a general need for more 
well-trained psychiatrists to provide treatment 
and care for underserved populations and for 
people with serious mental illness and complex 
needs in community settings (Thompson et  al. 
2017). This shortage is exacerbated further by the 
fact that psychiatrists working in private practice 
often do not accept insurance. This further limits 
options for people who cannot afford to pay out 
of pocket or who need a team approach to their 
care. This is particularly apparent in low-income 
communities and rural settings.

There are several other factors that may have 
contributed to this increase and diversification of 

fellowships. These factors can be viewed through 
three lenses: (1) recovery model of care lens  – 
desire to step out of the medical model and into a 
person-centered recovery model; (2) systems- 
based practice lens – a growing frustration with 
the siloed systems of health care, disconnected 
social service systems, growth of the criminal 
justice system, and the general desire for coordi-
nated systems of care; and (3) social justice 
lens  – belief that behavioral and general health 
care is an essential component of social justice.

Recovery lens: Many applicants to PPFs 
describe feeling limited by the “medical model” 
of care which focuses on the treatment of illness 
rather than on health. Applicants also desire to 
understand the whole person and to join with 
people in their recovery. PPF fellows are looking 
for careers in psychiatry that allow them to prac-
tice beyond simply being “prescribers.” 
Approaching care and treatment through a 
“recovery lens” allows fellows to use all of their 
skills as psychiatrists to help people live their 
best lives. The concept of a “recovery model of 
care” is still not an ACGME-required milestone 
(ACGME Milestones 2020). There is only a sin-
gle reference to SAMHSA’s recovery model of 
care, in the community-based program milestone 
and a comment about “shared decision-making” 
in the information sharing milestone. Principles 
of recovery-oriented care are a primary feature of 
PPF training, and this recovery-oriented training 
has attracted more applicants.

Systems-Based Practice Lens: Medical educa-
tion in the USA is focused on specialty training. 
This has led to the development of systems of 
health care that are based on specialization. This 
has resulted in fragmentation of our healthcare 
delivery system including behavioral health care 
(Emery 2012). People with chronic illness and 
complex needs have to navigate multiple systems 
of care to get their needs met. In medical school 
and residency, trainees have to navigate these 
systems with clients but are not routinely taught 
the tools that they need to do so nor are they 
taught the skills needed to lead change in these 
systems of care. PPFs training focuses on 
systems- based practice and teaches fellows how 
to understand, improve, and become leaders in 

Public/Community Psychiatry Fellowships



844

health organizations. Fellowships, therefore, 
attract applicants who are drawn to leadership 
and management and who are willing to “think 
outside of the box” to improve our siloed systems 
of care. Principles for understanding and teach-
ing SBP have been developed and are being 
incorporated into both fellowship and residency 
training (Le Melle et al. 2013).

Social Justice Lens: There has been increased 
concern and activism among applicants regard-
ing social justice. The Affordable Care Act, Parity 
Legislation, Black Lives Matter, immigration 
issues, and, most recently, COVID-19, all have 
highlighted healthcare disparities and social 
injustice in our healthcare systems. All of the fel-
lowships focus on the impact of social determi-
nants of health and health inequities and 
encourage fellows to be involved in advocacy to 
address disparities. The concepts of health equity 
are taught in fellowship didactics and reinforced 
in fellows’ clinical work, research, and systems 
change projects. Many early career psychiatrists 
are drawn toward opportunities to participate in 
clinical settings where there is encouragement to 
discuss and address health equity and social jus-
tice. This training prepares the fellows to become 
change leaders throughout their careers and to 
advocate for change at local, state, and national 
levels.

 Models of Funding 
and Diversification of Fellowships

Regarding funding, fiscal challenges contributed 
to the closing of many fellowships and the diver-
sification of others. A spectrum of fiscal models 
is currently being used to fund PPFs (Le Melle 
et al. 2012). At one end of the spectrum, the fel-
lowship training institution pays the full salary of 
fellows, and at the other end, the job site agency 
pays the full salary (junior faculty model or part- 
time attending model). Intermediary strategies 
involve sharing of the salary between fellowship 
training institutions and job site agencies. In all 
programs, the structural arrangements involve 
fellows providing clinical work in various com-
munity settings and having protected time for 

didactic learning, fellowship presentations, and 
supervision. The time allotted for clinical and 
didactic work varies depending on the fiscal 
structure. There are tradeoffs to be considered 
with each model including the PPFs ability to 
balance clinical work requirements with pro-
tected time for training, competitive salaries, and 
the potential to stay on in the rotation or job after 
completing the fellowship.

Many academic programs have struggled to 
maintain grant funding for fellowships, and sus-
tainability of academic institutional funding can 
vary from year to year. So, in recent years, the 
“junior attending” model has become more popu-
lar. In this model, fellows are hired within their 
academic institutions or hospital affiliates and 
work as junior attendings. This model, however, 
can pose a problem with the recognition of “a fel-
low” in the academic institution where they are 
employed. Graduate Medical Education (GME) 
offices, which monitor and regulate training pro-
grams, often do not know what to do with a 
“Fellow” who is also an “Attending.” Some pro-
grams have been able to negotiate recognition of 
fellows hired as attendings as “postgraduate fel-
lows.” In some fellowships, jobs as attendings are 
based on availability of position in the system. 
Examples of fellowships using this model are 
UCSF, UCSD, Yale, NYU, and UTSW.

The model of using contracts for clinical ser-
vices in community programs is also popular. In 
this model, the academic institution is contracted 
to provide clinical services, performed by fel-
lows, to specific community programs. This con-
tractual arrangement can cover a partial or full 
salary for a fellow. Fellows may work in one or 
multiple community programs depending on the 
contract. This model also allows fellows to work 
outside of their academic institutions and enables 
community programs greater access to fellow-
ship trained psychiatrists. An example of a fel-
lowship using this model is U Penn.

The model of fellows hired as “part-time psy-
chiatrist” allows fellows to choose competitive 
jobs, working part time, in community programs 
or academic centers. Fellows devote the remain-
der of their time to academic pursuit in the fel-
lowship. This is the new model used by Columbia 
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Public Psychiatry Fellowship. Fellows are hired, 
by community programs or academic institu-
tions, with negotiated competitive salaries, for 
0.6 full-time equivalents (3 days a week). Fellows 
work as fully licensed attending psychiatrists 
with all of the autonomy, responsibility, and priv-
ilege of an attending psychiatrist in the commu-
nity program. They then spend the remaining 
2  days a week in didactics, supervision, and in 
carrying out their fellowship projects.

This model allows fellows to choose their 
“jobs,” and their job site agencies make an initial 
investment in a part-time psychiatrist who will 
likely become full time after completing fellow-
ship training. Columbia is fortunate to also have 
a New York State Office of Mental Health con-
tract to support the academic programming and a 
small stipend to supplement fellows’ income dur-
ing the fellowship. This model, in general, poses 
a minimal financial burden for the academic pro-
gram and also allows for greater collaboration 
with a larger number and more diverse commu-
nity programs. The Columbia program chose a 
.6FTE model because they offer 2 full days of 
didactics and programing, thus accounting for a 
40-h work week. In other programs with less 
didactic and program time, a .7FTE or .8FTE 
might be a better model and allow fellows to earn 
a higher salary.

Steiner (2014) designates the Columbia model 
“Multiple Funding Sources and Sites,” comment-
ing that in addition to the advantages listed above, 
“A potential disadvantage is the lack of direct 
oversight or control by the fellowship director 
over the quality of the experience at those sites.” 
She includes Yale and UCSF as examples of 
“single- source funding,” in which one host 
agency provides all the funding and work sites. 
She comments that the advantage of this model is 
better oversight over the clinical experiences, 
with the disadvantage being reliance on a single 
source of funding. Finally, she lists Alabama and 
UCSD as grant-funded programs. The obvious 
appeal of grant funding incorporates its own dis-
advantage that it is inevitably time limited. She 
concludes that “the PPFs… identities and future 
success are dependent on the financial and work-
force development relationships they have estab-

lished within their own local, state, and academic 
homes.”

Another recent fiscal model is the inclusion of 
PGY3 and four residents as PPF fellows. In this 
case, the residents continue to be paid and receive 
benefits through their residency training program 
and are given protected time to participate in the 
PPF didactics and projects. Other programs are 
beginning to develop public/community psychia-
try residency tracks instead of, or in addition to, 
fellowship programs. In this model, the fiscal 
cost is entirely absorbed as part of the residency 
training program.

There are some tradeoffs with this model. 
Resident fellows must use their elective time to 
attend fellowship activities which take away their 
opportunity to explore other areas of training 
typical done as electives. Clinical systems tend to 
treat residents as trainees and limit administrative 
responsibilities and opportunities to “be at the 
table” where policy and other decisions are made. 
This limits the residents’ opportunity to truly take 
on leadership roles which are a key focus of PPF 
fellowship training. Residents are also required 
to fulfill all of their other residency-required 
activities which can dilute the fellowship 
experience.

 Collaboration of Public/Community 
Psychiatry Fellowships

Since 2008, directors of public/community psy-
chiatry fellowships have been meeting at the 
Institute for Psychiatric Services (IPS) confer-
ence annually. In 2009, potential applicants were 
invited to attend the meeting. A yearly survey has 
served to create a common database for all pro-
grams. Starting in 2020, partly due to the 
COVID- 19 pandemic, two meetings per year 
have been planned. One meeting, during the IPS 
annual meeting, will continue to include appli-
cants, current fellows, and directors. This meet-
ing serves as an opportunity for fellowships to 
present their programs, recruit applicants, and 
encourage network building among fellows. In 
addition, a second meeting, held remotely online, 
allows directors to focus on strategy and program 
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development. Through this network, alumni of 
the programs have the opportunity to consult 
with each other, share clinical and administrative 
pearls, find jobs, and produce academic work. 
Many of the alumni have become medical direc-
tors and chief medical officers of programs and 
organizations. They have taken leadership roles 
at state and national levels in managed care orga-
nizations. Some have become leaders in state- 
level behavioral health agencies, and others 
provide excellent clinical care for people with 
complex needs in underserved areas. All alumni 
are also strongly encouraged to join the larger 
network of community providers through the 
AACP. An updated list of fellowships is main-
tained on the AACP website. (https://sites.google.
com/view/aacp123/training- consultation/
fellowship- training- opportunities)

As noted above, public/community psychiatry 
fellowships are not eligible for ACGME accredi-
tation. In lieu of such accreditation, the AACP 
Board sought for a way to provide highly quali-
fied public and community psychiatrists recogni-
tion. Accordingly, in 2014, the AACP launched 
the AACP Board Certification in Community and 
Public Psychiatry Exam, hosted on the APA web-
site. Graduates of Public/Community Psychiatry 
Fellowships are eligible to take the exam upon 
completion of their fellowships. Other psychia-
trists need to work for 2–5  years in public or 
community psychiatry settings before becoming 
eligible to take the exam.

 Conclusion: A Growing Network 
of Public/Community Psychiatry 
Fellowships

Through the adoption of the Core Elements and 
AACP Guidelines and the biyearly network 
meetings, it is hoped that the newly developed 
public/community psychiatry fellowships and 
future fellowships will be sustained through their 
inception and continued implementation. The 
new training programs have increased the num-
ber of psychiatrists trained and prepared to meet 
the recruitment needs of the community and pub-
lic sector behavioral health programs, organiza-

tions, and agencies. As fellowships expand their 
programs and begin to include advanced practice 
nurses and family practice physicians into this 
growing collaborative, we hope to integrate 
behavioral health in all aspects of health care.

It is anticipated that interaction within the net-
work of public/community psychiatry fellow-
ships will improve the overall quality of training 
among all programs, ultimately producing a new 
generation of psychiatrists in public sector and 
community leadership positions, who will deliver 
recovery-oriented, justice- and equity-informed, 
high-quality care in community settings.

Finally, we wish to acknowledge the programs 
that have published articles about their fellow-
ships (Ranz et al. 1996; Kotwicki and Compton 
2010; Sowers and Marin 2014; Runnels and 
Ronis 2014; Runnels and Ruggiero 2015; 
Mangurian et al. 2014; Shtasel et al. 2015) and 
hope to encourage other fellowship directors to 
publish articles describing the uniqueness of their 
programs.
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Mentoring and Supervision 
in Community Psychiatry

Hunter L. McQuistion, Paul Rosenfield, 
and Patrick S. Runnels

 Introduction

Learning while being taught by example and 
encouragement is central to becoming a physi-
cian. In Western medicine, this tradition in craft 
development dates at least to Hippocrates and has 
evolved as medical education began its journey 
of scholastic formalization in C.E. ninth century, 
at Schola Medica Salernitana, near the Italian 
city of Salerno. Even as subsequent history has 
reflected formal curricular standardization, with 
medicine acquiring the benefit of a scientific core 
to help people strive for and maintain well-being, 
learning how to implement this formal knowl-
edge in the real world has developed through 
relationships with teachers. These relationships 
are powerful in guiding students as they master 

clinical skills. Such relationships extend to men-
torship, which lies at the heart of medical educa-
tion. While learning through these relationships, 
apprentices  – protégés, or mentees  – find their 
career paths and are also modeled for their own 
turn as future supervisors and mentors.

As we describe through this chapter, mentor-
ship in psychiatry has range and depth, and so we 
choose the term “mentee” rather than the more 
classic, “protégé,” which has apprentice-like con-
notation more typically existing in some research 
environments. This chapter focuses on how psy-
chiatrists develop skills through different levels 
of involvement with mentors and form profes-
sional identity and embrace their trajectory with 
the help of those senior colleagues committed to 
their growth and success. Moreover, because of 
the clinical and systems nature of most commu-
nity psychiatric practice, our emphasis here is on 
how community psychiatrists experience being 
mentees and mentors and how this process can 
unfold. Classically, in psychiatric education, 
mentorship can begin in medical school or ear-
lier. It has an evolutionary quality, arguably most 
commonly beginning with finding a resonant 
relationship with a supervisor during residency. 
Developing through training and early career, the 
relationship can evolve into friendship as the 
mentee moves forward. The process also models 
a future mentorship role. After discussing basic 
tenets of mentorship, we will embark on our 
detailed discussion at the beginning of many 
mentorship experiences: clinical supervision in 
residency. We will then turn to focusing on the 
process and challenges of mentorship.
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 Mentoring

Meditations on mentoring often begin with con-
sidering Book I of The Odyssey, in which Athena, 
Greek goddess of wisdom and intelligence, 
appears in the form of Mentes to Telemachus, 
Odysseus’ son. Telemachus is ill-prepared to face 
his mother’s parasitic suitors, who assume that 
Odysseus will never return to Ithaca. Mentes is 
an old friend of Odysseus’, and Athena assumes 
his form to advise Telemachus and instill menos, 
or moral strength. This occurs without his father’s 
direct influence. Mentes is therefore an interlocu-
tor, a divine conduit of ancestral skill and wis-
dom. Mentes brings additional qualities to his 
counsel, too: knowledge and experience not spe-
cifically derived from Telemachus’ family back-
ground and the basic education from which it 
flows. These newly offered gifts develop the 
mentee’s incomplete state, giving additional 
strength so they may blaze their own path.

As such, “mentorship is profession-agnostic” 
(Chopra and Saint 2017) and in Western culture, 
arguably it has navigated through the medieval 
guild system’s development of craft, with the 
passing on of trade secrets. In recent history, 
mentorship has been actively developed in the 
business community and described in its litera-
ture at least since the 1970s. Within medicine, the 
tradition is old, but the professional literature, 
especially in psychiatry, is not robust. For exam-
ple, a Google Scholar search for “psychiatry 
mentorship” or “psychiatry mentoring” yielded 
under 25 publications since 2000, covering dis-
parate aspects of peer-level and individual men-
torship, accenting residency and research. 
Though we cite some through this chapter, none 
were specific to community or public psychiatry.

A definitive literature review of mentorship in 
medicine, and particularly psychiatry, is not 
within this chapter’s scope, but it is noteworthy 
that Sambunjak and colleagues’ (2006) system-
atic review identified 3640 potentially related 
articles published between 1991 and 2006. Only 
42 studies quantitatively measured the impact of 
mentoring on trainees and faculty. They con-
cluded that mentorship can have “an important 
influence on personal development, career guid-

ance, career choice, and research productivity” 
though there is as yet little data to support it, so 
further study is indicated.

While mentorship’s history is for a great part 
oral, one small study of interdisciplinary academic 
faculty members found that 98% of respondents 
(n = 16) endorsed lack of mentoring as either the 
first or second most important factor hindering 
professional progress (Jackson et  al. 2003) and 
study survey of 596 full-time US medical school 
faculty reported that those who had mentors had 
greater job satisfaction (Palepu et al. 1996).

 A Base for Mentorship: Clinical 
Supervision of Residents

Graduate medical education is the crucial step of 
professional development between medical 
school and autonomous clinical practice. It is in 
this vital phase of the continuum of medical edu-
cation that residents learn to provide optimal 
patient care under the supervision of faculty who 
not only instruct but serve as role models of 
excellence, compassion, professionalism, and 
scholarship (ACGME 2020a,  b).

Psychiatry residency training includes a wide 
range of experiences that provide the scaffolding 
for medical school graduates to build their com-
petence as psychiatrists over 4 years. While resi-
dents attend lectures and grand rounds, they learn 
most from the direct clinical work on their vari-
ous rotations. Supervisors on these rotations 
advise, teach, guide, and support the residents 
throughout their training. In this textbook’s 2012 
edition, the late Joel Feiner wrote wisely about 
supervision:

Particularly in outpatient work, a pairing is likely 
to be made through assignment by the training pro-
gram director who matches the interests of the 
trainees and faculty. The mandate is not necessar-
ily defined clearly, but in many cases this lack of 
definition allows for a creative interaction and evo-
lution. The faculty member may serve as a person 
to assist the resident in adapting to the program or 
to psychiatry in general. Meetings may be regular 
but are often arranged on an as needed basis and 
usually they are entirely optional. Assignments and 
selection may be made based upon areas of interest 
or experience.
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Effective supervisors typically spend significant 
time with each resident, helping to translate and 
make sense of clinical encounters, offering 
advice on good care, explaining the importance 
of the therapeutic alliance, ensuring clear and 
timely documentation, modeling professional-
ism, and facilitating residents’ development of 
their own clinical intuition, skill, and ability to 
learn independently. From among these supervi-
sors, residents find role models and may discover 
them as lifelong mentors and colleagues. In this 
way, the residency supervision experience mod-
els important dimensions of mentorship.

Supervisors who teach and demonstrate the 
foundational community psychiatry principles of 
person-centered, evidence-based, trauma- 
informed, recovery-oriented care can have an 
impact on residents’ ability to help patients reach 
their goals rather than just treat symptoms. 
Residents who learn from their supervisors to 
formulate their patients in a biopsychosocial 
framework are better prepared to provide holistic 
care that can integrate neurobiological findings, 
psychological theories, and the impact of social 
determinants of health. We discuss here some 
basic elements and types of supervision and vari-
ous strategies to infuse the values of community 
psychiatry into training.

Residents are expected to receive supervision 
appropriate to their level of training. Through the 
course of residency, oversight tapers and auton-
omy and responsibility increase as a function of 
the resident’s demonstration of competence. This 
competence includes professional behaviors, 
teamwork, communication skills, and under-
standing of systems.

The settings in which residents rotate, from 
inpatient and emergency departments to outpa-
tient clinics and specialized settings, may deter-
mine the nature of the supervision. Junior 
residents usually start their training in emergency 
and inpatient settings where patients are experi-
encing an acute illness episode or psychological 
crisis. They develop the capacity to assess a 
patient’s situation and imminent risk effectively, 
decide whether to admit or discharge the patient, 
quickly establish a therapeutic relationship, initi-
ate treatment, and figure out a disposition plan 

for ongoing care. Supervisors in these settings 
play a major role, as they model the type of care 
residents will emulate. Ideally, residents learn 
from supervisors how to do careful evaluations, 
contact collateral sources of information (espe-
cially family and other providers), formulate the 
issues in a holistic manner, engage their patients 
effectively, educate them about their illness and 
treatment, and provide hope and access to ongo-
ing care and resources. Supervisors may demon-
strate interview skills or provide feedback to 
residents about their interviews, ask questions to 
help residents conceptualize the issues, and guide 
them in their clinical decision-making.

On inpatient units, consult-liaison services 
and emergency rooms, residents present patients 
in rounds, interview patients with attendings, and 
meet together to discuss assessments and plans. 
Residents tend to see most outpatients on their 
own and have more autonomy with decision- 
making in the moment. Supervisors typically 
meet with residents weekly, participate directly 
in some patient encounters, provide feedback 
about case formulations and treatment decisions, 
discuss the therapeutic relationship, and help 
anticipate next steps. As alluded to above, there is 
a distinction between general supervisors who 
oversee the overall caseload, psychotherapy 
supervisors who focus on a small number of ther-
apy cases, and other supervisors who work in 
research or specialized clinics.

The Dreyfus model of professional develop-
ment guides thinking about the general develop-
mental process of training from beginner (with a 
more rigid, rule-based approach) to competent 
clinician to expert (with more capacity to handle 
complexity and primary responsibility). Newman 
et al. (2016) describe how to apply this to psychi-
atric training and supervision. For beginners, the 
task of the supervisor is to provide more concrete 
and immediate feedback and help residents 
develop basic interviewing, diagnostic, and ther-
apeutic skills. When residents have achieved a 
higher competency level, supervisors can address 
more subtle skills and situations such as treating 
a patient with co-occurring diagnoses or complex 
trauma. As residents become more expert, super-
vision continues to help them develop a more 
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nuanced understanding of their own work, as 
well as more advanced teaching skills for medi-
cal students and junior residents. These authors 
conducted focus groups of both supervisors and 
residents on their perceptions of supervision. 
They found residents prefer more structure, 
instruction, and feedback, while attendings prefer 
to encourage residents to set the agenda and to 
talk about the MMR.

The ACGME Milestones Project (ACGME 
2013) built on this developmental approach to 
chart the expected growth of residents through 
training. Five levels of competence are described 
with anchor points across 22 domains within the 
larger categories of patient care, medical knowl-
edge, systems-based practice, practice-based 
learning and improvement, professionalism, and 
interpersonal and communication skills. Figure 1 
demonstrates the progression in competence with 
performing a psychiatric evaluation, from col-
lecting basic information to efficiently acquiring 
a history to eliciting subtle findings and serving 
as a role model. Residents progress through these 
levels as they gain clinical experience and greater 
expertise, with the help of their supervisors. 
Another tool utilized to measure competence is 
the clinical skills verification exam, an observed 
interview by a board-certified psychiatrist. On 
three separate occasions, residents must perform 
an effective interview, establish a therapeutic 
doctor-patient relationship, and provide a clear 
case presentation, at the standard level of quality 
of a practicing psychiatrist in the community.

In order for residents to learn and progress, 
they must have feedback. Two key forms of feed-
back are described. Formative feedback is usu-
ally provided in the midst of a rotation; the 
supervisor provides helpful advice about how the 
resident might develop during the rest of the rota-
tion. For example, the supervisor may inform the 
resident that a risk assessment should be more 
comprehensive and then discuss with the resident 
a way to modify the interview next time. 
Summative feedback summarizes the quality of 
work on a rotation, often for an evaluative pur-
pose. Each of these forms of feedback may be 
related to clinical skills, professional behavior, 
documentation style, or procedural technique, to 

name a few examples. A well-known “sandwich” 
model of feedback surrounding the “meat” of 
constructive criticism with the “bread” of praise 
or positive feedback (Dohrenwend 2002) has 
been updated in recent years by the “ask-tell-ask” 
model, in which the supervisor asks the learner 
for their self-assessment, then provides (“tells”) 
feedback that is responsive to the learner. This 
would be characterized by acknowledging their 
concerns and sharing both something they did 
well and one or two areas for improvement, along 
with focused teaching about the interaction. 
Next, the supervisor asks how the learner heard 
this feedback and together works on a plan for 
improvement (French et al. 2015).

Systems-based practice (SBP) is a core com-
petence within the milestones that community 
psychiatrists are especially adept at teaching. 
This competence includes understanding patient 
safety and quality improvement, system naviga-
tion for patient-centered care (such as providing 
safe transitions across levels of care and demon-
strating awareness of population-based health), 
and the physician’s role within the healthcare 
system, such as healthcare financing, shared 
decision-making and advocacy. Ranz et al. (2012) 
describe four SBP roles that allow residents to 
implement SBP into their work: team member, 
information integrator, resource manager, and 
patient care advocate. Clinical supervisors can 
guide residents in how to communicate and col-
laborate with a range of providers, family mem-
bers, and patients to create an effective team. 
This includes how to integrate the information 
across different disciplines and parts of the 
healthcare system to create a coherent and safe 
plan of care. In pursuit of health and recovery, 
residents also need to learn how to implement 
cost-effective care and access available commu-
nity resources, advocating for their patients in 
dealing with systems and healthcare disparities. 
LeMelle et al. (2013) describe how supervision is 
an essential aspect of teaching residents to inte-
grate SBP and principles of recovery into their 
work. Moving beyond the focus on psychother-
apy and medication management, their team has 
trained supervisors in the four SBP roles to help 
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Fig. 1 ACGME Milestones Project 2.0. https://mentee.acgme.org/Portals/0/PDFs/Milestones/PsychiatryMilestones2.0
.pdf?ver=2020- 03- 10- 152105- 537 (accessed 12/8/20; used by permission)

emphasize a holistic approach to patients and the 
systems they navigate.

Supervisors informed by community psychia-
try’s focus on systems of care help residents 
develop an awareness of the history and struc-
tures of mental health care, considerations about 
access to care, and social determinants of health. 
There are a range of strategies to do so. 
Supervisors can help residents think holistically 
about their patients with a recovery-oriented bio-
psychosocial model. They can assign residents to 
complete a comprehensive formulation to under-
stand their patients as people with unique per-
sonal goals, rather than just listing the DSM-5 
diagnosis and its criteria or utilizing a purely psy-
chodynamic formulation. The importance of 
social determinants of health (see the  chapter 
“Social and Political Determinants of Health and 
Mental Health”) such as childhood adversity in 
the form of abuse or neglect in the home, or poor 
education and systemic racism is addressed along 
with genetic and neurobiological factors and psy-
chological defenses. As such, a useful exercise to 
help residents understand the lived experiences 

of their patients is a “person-centered systems 
evaluation,” which entails obtaining a robust 
social history and an opportunity for residents to 
ask patients in depth about their personal experi-
ences with the educational system, housing or 
homelessness, the legal system, social relation-
ships, and their own understanding of their ill-
ness experience and their given diagnoses 
(LeMelle et al. 2013). Finely tuned skills can be 
instilled with supervisors using the DSM 5 
Cultural Formulation (see the  chapter “Cultural 
and Linguistic Competence”) helping residents 
as they acquire basic cultural competence.

Castillo et al. (2020) have proposed an addi-
tional milestones competency in structural com-
petency, health equity, and social responsibility 
to deepen residents’ appreciation of health dis-
parities and how they impact their patients. 
Supervisors trained in these areas can help resi-
dents identify the economic, policy, and institu-
tional structures that influence health. Through 
this deeper understanding, residents may more 
easily pursue advocacy roles. Some residency 
programs have created community psychiatry 

Mentoring and Supervision in Community Psychiatry

https://www.acgme.org/Portals/0/PDFs/Milestones/PsychiatryMilestones2.0.pdf?ver=2020-03-10-152105-537
https://www.acgme.org/Portals/0/PDFs/Milestones/PsychiatryMilestones2.0.pdf?ver=2020-03-10-152105-537


854

tracks to enhance the clinical experience and 
training for those interested in future careers in 
the public sector. These often entail community- 
based rotations, faculty mentorship, opportuni-
ties for scholarly work, participation in 
professional organizations, and formal didactics 
(Reardon et al. 2014).

Residents become supervisors themselves as 
they take on senior roles with medical students or 
junior residents in the hospital or engage in sys-
tems outside the hospital. In addition to modeling 
themselves after their own supervisors, they 
should be taught supervision skills such as how 
to provide feedback effectively. After conducting 
a systematic review of curricula on residents as 
teachers, Post et  al. (2009) recommended an 
evidence- based strategy for supervision called 
the One-Minute Preceptor, also called the Five 
Microskills for Clinical Teaching, originally pre-
sented by Neher et al. (1992):

 1. Get a commitment (ask the learner for their 
impression).

 2. Probe for supporting evidence (ask the learner 
to explain their impression).

 3. Teach general rules (preceptor provides teach-
ing on the subject).

 4. Reinforce what was done right (preceptor pro-
vides positive feedback).

 5. Correct mistakes (preceptor identifies areas 
for improvement).

 The Active Ingredients of Successful 
Mentoring

We now discuss important formative elements of 
the mentor-mentee relationships (MMR) and 
their attendant issues in mentor-mentee collabo-
ration. In addition to literature sources, we draw 
on our own – and gratefully – junior and senior 
colleagues’ experiences. They have most gener-
ously shared their thoughts with us so we may 
tease out the nature of successful MMRs.

A useful working definition of mentoring is “a 
dynamic, reciprocal relationship in a work envi-
ronment between an advanced career incumbent 
(mentor) and a beginner…aimed at promoting 

the development of both” (Healy and Weichert 
1990). We have described that this relationship 
frequently develops in residency, but it can initi-
ate across different settings and even professional 
lines. For example, one of this chapter’s author’s 
mentors, also his boss, was a civil rights attorney 
leading a community-based organization who 
exemplified values of social justice, intellectual 
precision, imagination, and moral strength.

Many psychiatric colleagues will say that they 
have had a series of mentors, too. They are senior 
to the colleague and are identified as philosophi-
cally and intellectually compatible, also sharing 
personal and professional values. Mentorship 
skill and professional position also signal to the 
mentee that the relationship might also be helpful 
to advance his or her career in some way. Some 
MMRs may begin before medical school and 
emerge informally. At one extreme, colleagues 
have noted that having a parent within the profes-
sion provides not only a model but also a mentor. 
Alternatively, one psychiatrist described being in 
college and developed a key MMR with a person 
running a lab. Since that person had no role 
model within their family, this mentor offered 
counsel and encouragement for a career in medi-
cine and helped them to build confidence. These 
early mentorships, especially with a physician, 
can be highly formative, heavily influencing the 
future psychiatrist’s practice, habits, and 
manner.

Examples of the range of MMRs over the 
course of training and early career include a 
senior psychiatric colleague who advises on the 
business aspect of practice or clinical approach. 
There are different levels of mentorship, begin-
ning with sort of an admiration from afar (no for-
mal relationship but with intermittent personal 
contact) to having a key person for career advice, 
to obtaining a close technical and professional 
advisor. Because of this range, some even advo-
cate for a semantic differentiation between “men-
tor” and “sponsor” (Ayyala et  al. 2019). The 
latter would embrace the more committed profes-
sional relationship, with the  “sponsor” actively 
promoting the mentee’s future. Features would 
include offering first authorship on a manuscript, 
working closely on the mentee’s funding applica-
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tion, actively helping in networking efforts, and 
helping with meritorious employment.

Regardless of level, mentorship is defined by 
certain key attributes. These include trustworthi-
ness, enthusiasm, moral and ethical stature, 
 compassion, empathy, knowledge, wisdom, and 
intellect. Communicating a sense of selflessness 
and offering opportunities and guidance without 
transactional pretext are essential. Cho and col-
leagues (2011) reviewed 29 medical, nursing, 
dentistry, and pharmacy school nominations for a 
lifetime mentorship award and noted these attri-
butes. These authors also highlighted other essen-
tial operational themes, or traits, of availability, 
career guidance, work-life balance support, and 
commitment to leave a legacy for the formation 
of future mentors.

 Availability

Because we are referring to a human relationship, 
successful mentors must be available to mentees 
in a meaningful and longitudinal manner. This 
goes well beyond any regularly scheduled meet-
ings, which must be prioritized by the mentor, 
extending to ad hoc counsel. Here is a representa-
tive quotation (Cho et al. 2011):

[He] is always accessible to anyone who sought 
him out for help. He had an open-door policy. Even 
though he was extremely busy, he always found 
time to talk with me.

In the face of a mentor’s demanding schedule, 
this attribute can require discipline and also frank 
self-appraisal about whether taking on this role is 
feasible in terms of time, because without avail-
ability, there can be an unintentional message of 
devaluation. Availability serves as affirmation to 
the mentee that the mentor is, in the words of 
another mentee, “very interested and really con-
nected,” as well as immediately helpful with a 
sudden issue. Clearly, this is especially important 
if the issue is personal.

The longitudinal aspect of availability has 
been cited in research (Cho et al. 2011). One psy-
chiatrist, who has been instrumental in develop-
ing the longstanding fellowship in Public 

Psychiatry at Columbia, considers mentoring a 
central dimension of the program, and mentor-
ship extends as far into a mentee’s career as 
needed (Ranz et al. 2008).

For public and community psychiatry in par-
ticular, mentorship has special importance. In 
addition to interest in science and healing, physi-
cians typically enter with a public service mis-
sion that involves social justice and 
destigmatization, with interests in professional 
collaboration, public policy, administrative roles, 
and, for some, academics. Employment opportu-
nities can therefore be understood as remarkably 
wide in community psychiatry. However, because 
many community psychiatrists work in clinical 
settings, such as community-based organizations, 
often isolated from other physicians and subject 
to service demands that may be more volatile 
than in other clinical roles, they can also experi-
ence greater professional isolation. Quality of 
employment life is dependent on a range of fac-
tors in this regard, such as public funding and 
institutional financial pressures affecting occupa-
tional roles, professional relationships, and qual-
ity care. These vicissitudes often beg for a port in 
an occupational storm, sometimes just as a 
sounding board, other times to garner detailed 
advice from the senior colleague who really 
knows the mentee.

 Career Guidance

Solid advice develops along with the relationship 
and the basis for this is quality meeting time that 
results in tangible effects on the mentee’s career. 
For example, these meetings can cover problem- 
solving around navigating professional politics 
or reviewing challenging clinical situations, or 
they might involve designing publication proj-
ects, the nitty-gritty support of editing drafts, 
advising in their own supervision of trainees, or 
shaping actual or potential job descriptions.

An area where physicians struggle is long- 
term planning in the early-career phase that starts 
right after training. After completing the 8- to 
9-year gauntlet of post undergraduate education, 
psychiatrists often look forward to being a “fin-
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ished product.” Yet, without clear consideration 
of career trajectory, they risk feeling either stuck 
or unfulfilled as career progresses, with little 
understanding of how to evolve.

Boyatzis (2008) described a mechanism for 
effectively avoiding this pitfall through 
Intentional Change Theory, which involves a 
series of steps that a mentor can aid in develop-
ing, with the mentee moving through phases of 
defining an “ideal self” and arriving at a “real 
self” that eschews a mentee’s perceived exter-
nally derived but nonvital expectations through 
encouraging the development of a 10-year per-
sonal and professional vision statement, com-
bined with successive 3- to 5-year learning 
agendas. This process requires reflection on 
strengths and weakness, values, personal history 
related to both how they developed and what res-
onated with them in the past, and passions.

In the context of community psychiatry, per-
sonal vision, learning agendas with experimen-
tation, and practice might include domains of 
scholarship, teaching, administrative responsi-
bilities, program planning, evaluation, or epide-
miological research. The most successful 
mentors operate within the framework of a reso-
nant relationship with mentees (Boyatzis et  al. 
2019). Resonant relationships are based on 
authentic connection and positive emotional 
tone. Resonant work then is marked by the men-
tor’s ability to identify and focus on the mentee’s 
strengths and goals, working in partnership to 
achieve objectives. Honest feedback about mis-
steps as well as pushing people out of their com-
fort zones are important but must always be 
delivered through the frame of compassion. 
Accentuating strengths builds necessary trust 
and confidence in the relationship, enabling the 
mentor to encourage course corrections that the 
mentee can take the lead in devising and navigat-
ing. As in any relationship, the ability to be a 
good listener is so paramount that it enables a 
mentee to have confidence to seek guidance 
from a trusted colleague about a personal situa-
tion or issue that has some, even if only tangen-
tial relevance to career, particularly when the 
issue invokes anxiety or highlights personal fail-

ures. This arrangement quintessentially embod-
ies the mentor as a deep interlocutor: father’s old 
friend, Mentes, carrying Athena’s wisdom and, 
by association, parental trust.

A final consideration is the development of 
social capital, often referred to as networking. 
Mentees benefit from having a core mentorship 
circle but must be encouraged to expand it beyond 
one or two core mentors. Furthermore, each men-
tor should provide something unique to the men-
tee. While it is valuable to engage with supportive 
like-minded people, developing psychiatrists 
should also be encouraged to seek a diverse set of 
peers who can offer opportunities to be chal-
lenged and gain access to new resources (Claridge 
2018).

One manner in which a mentor can help ensure 
mentees are developing a good network structure 
with high-quality, foundational network relation-
ships is to invite a mentee to join professional 
meetings and encourage them to be involved in 
relevant professional organizations. This broad-
ens perspective and helps in making important 
collegial friendships that can last through a 
career. For community psychiatry, this is illus-
trated within the American Association for 
Community Psychiatry (AACP) where, for 
example, there is an informal tradition wherein 
Board of Directors members have often intro-
duced mentees to the AACP in order to be able to 
closely identify with the field and then sometimes 
become organizational leaders themselves. In 
larger organizations, such as the American 
Psychiatric Association or the Group for 
Advancement of Psychiatry, residents have 
entered competitive honorary fellowship pro-
grams that help in networking and in turn intro-
duce them to mentors. Moreover, because 
community psychiatry has so many interdisci-
plinary threads, mentors should access mentees 
to organizations and public agencies whose 
membership is focused beyond psychiatry itself, 
such as consumer and family organizations and 
public policy gatherings, or even beyond behav-
ioral health, as is exemplified by the emergence 
of climate change activism.
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 Work and Life Balance

A 2017 survey noted that 92% of millennial phy-
sicians ranked work-life balance as a top priority 
(Rogawski and Rogawski 2018). Mentors can be 
crucial in guiding mentees in this regard. From a 
purely relational viewpoint, mentees must per-
ceive respect for their time, lest they begin to feel 
exploited by demands from the mentor. Beyond 
this, for mentors to effectively address these con-
cerns, they must have a firm grasp of the systemic 
factors that interfere with well-being.

The first are related to how physician hours 
affect quality care. In 1989, after a highly publi-
cized emergency department patient death, the 
State of New York enacted a law limiting resident 
work hours (NYS Dept of Health, 11/14/2018). 
This helped generate related research (Lockley 
et  al. 2004), and in 2003, the ACGME issued 
national duty hour limits (Accreditation Council 
for Graduate Medical Education 2004). 
Nonetheless, the demands of both patient care 
broadly and administrative systems more specifi-
cally have continued to lead to upsurges in com-
passion fatigue and professional burnout 
(Summers et al. 2020).

Specifically, the impact of the information 
revolution has gradually shifted our sense of how 
to accomplish work productivity (Newport 2021). 
As modes of communication have made every-
one more accessible, communication – for exam-
ple, through email or tasks in electronic medical 
records – has become a dominant form of getting 
work done. Rather than devoting concentrated 
time to thoroughly completing specific tasks and 
projects, we respond to dozens or even hundreds 
of inputs every day. This leaves us constantly 
shifting attention between multiple tasks, a pro-
cess both cognitively exhausting and remarkably 
less efficient (Leroy 2009).

It leads to a feeling of working much harder 
and a reality of working more hours while para-
doxically getting less meaningful work done. 
And because these media are so ubiquitous in our 
lives, with the effect of making us feel connected 
all the time, our online and offline lives merge 
(Floridi 2014).

This particularly affects those who work in the 
already time-intensive profession of medicine, 
causing greater blur between work and home. It 
can result in a sense of less time for oneself and 
loved ones, with hours spent online communicat-
ing and charting in transit, at home, and even on 
holidays. The COVID-19 pandemic likely accen-
tuated this, too, by presenting increased service 
demands, with telepsychiatry mushrooming (see 
the  chapter “Telehealth and Community 
Psychiatry”) and online contact with colleagues 
occurring in almost any physical location. Some 
argue that video visits present special challenges 
of increased effort for psychiatrists because their 
clinical contacts require high degrees of emo-
tional as well as intellectual presence. These 
challenges are accentuated in public sector psy-
chiatry, where caseloads often have the highest 
demands in terms of patient need and volume, 
themselves presenting risks for emotional 
detachment.

Therefore, mentors must help strategize with 
mentees how to prevent technological “job- 
creep” into their personal world, while at the 
same time not themselves contributing to the 
anxiety produced by excessive virtual communi-
cation. In this manner, less frequent but concen-
trated periods of engagement can be far more 
effective for processing career and personal 
growth than frequent short contacts that leave 
little time for focused consideration.

The third factor is generational nuance. At this 
time, the majority of early career psychiatrists are 
Millennials (i.e., Generation Y), born roughly 
between the early 1980s and 2000s. This genera-
tion, and its older Generation X cohort, while 
more comfortable with technology than its prede-
cessors, did experience life prior to the current 
ultra-digitalized reality, with 64% in one large 
survey, for example, stating that if they spent less 
time on social media, they would be healthier 
(Deloitte & Touche 2019). Controlling work and 
work-life balance has often been ascribed to 
Millennials (Deloitte & Touche 2016), perhaps 
reflecting sensitivity to the stresses of technology 
noted above. Encouragingly, this generation has 
also been described as altruistically focused 
(https://en.wikipedia.org/wiki/Millennials), with 
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up to 60% considering a public service career, 
also ascribing itself to the importance of relation-
ships, including with supervisors (Myers and 
Sadaghiani 2010). While this presents opportuni-
ties for mentors, it also requires a sensitivity to 
what extent a mentee embraces these genera-
tional needs, particularly for Baby Boom and 
Generation X mentors, who were often raised 
and trained with a strong ethic of “work first,” but 
often also experienced a world with fewer dis-
tractions, less indebtedness, and ladders of 
advancement more directly linked to extra work.

Finally, in 2019, 40.2% of the 38,770 psychia-
trists in the USA were women, compared with 
51% of all psychiatric residents and fellows 
(American Association of Medical Colleges 
2020). This demographic shift is affecting how 
psychiatry conceptualizes its occupational pro-
file, one that expands beyond traditional gender 
roles and affects double-income, married, and 
partnered professionals who share family respon-
sibilities. While each person dictates their own 
sense of how career fits into lifestyle, family life 
and child-rearing add compelling rationale to 
respect and encourage balance between work and 
nonwork. Sambunjak et  al. (2006) found that 
women perceived greater difficulty finding men-
tors than male colleagues. For women, evidence 
suggests that having a same-sex mentor leads to 
greater career satisfaction, though this need not 
render a policy of keeping MMRs sexually homo-
geneous, as indicated by this observation 
(Levenson et al. 1991):

My mentor during nephrology fellowship was 
male and completely understanding [vis-a-vis] 
stresses of both job and home. His household was 
a two career household with children and he defi-
nitely carried equal responsibility.

 Research Mentorship

A discussion of mentorship in psychiatry cannot 
be complete without noting its role in building 
research careers, relevant to community psychia-
trists who also strongly identify with the acad-
emy. Because the knowledge base in research 
scholarship builds on itself, developing a network 

of colleagues with similar interests is critical, not 
only for cross-fertilization of ideas but more ele-
mentally for a career to advance. Research men-
torship is key to this process, having two 
important functions: collegial and technical. The 
function of collegiality, in particular, along with 
the active ingredients described above, such as 
networking, is universal to all MMRs. In aca-
demia, finding a tenure-track faculty position 
happens frequently through a professional net-
work of people with similar intellectual pursuit, 
fueled by collegial acknowledgment of ability.

In academic psychiatry, two sets of research 
mentees have been described. The first arrives 
with a developed sense of technical competency 
(e.g., those with PhDs as well as MDs). 
Mentorship under these circumstances is less 
directive and narrowly instructive, with dialogue 
and support that begins at a high level of concep-
tual discussion and, in turn, may be more laissez- 
faire. In such cases, even critiquing drafted grant 
applications may not be overly time-consuming 
for the mentor. More commonly, however, aca-
demically oriented community psychiatrists may 
assume less intensive roles in research or join 
efforts peripherally as part of a larger research 
group. The process may begin as a resident, fel-
low, or in early career when a motivated individ-
ual has keen interest in a subject, but relatively 
less experience in actually formulating a func-
tional research question, constructing coherent 
methodology, expertly designing an analytic 
plan, and then executing it. For example, the 
mentee may depend on a mentor for close guid-
ance on writing a grant application, including 
reviewing grant submission drafts to achieve 
competitiveness.

Because of concern about an overall dwin-
dling supply of researchers, some academic 
departments have developed articulated research 
mentorship programs (Kupfer et  al. 2009), 
including training in services research (Yager 
et al. 2007). Regardless, a senior person not only 
educates their junior colleague in elements of 
technique but importantly helps the mentee to 
rigorously develop ideas for their own research, 
critically but supportively offering counsel as the 
person develops the craft of investigation and 
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deepens intellectual curiosity and rigor. 
Importantly, efforts within this relationship must 
be focused on the mentee’s growth, not on the 
mentor’s need for someone to merely do a service 
of labor for the mentor’s projects, although 
aspects of service within the mentor’s projects 
can serve as a learning tool.

 Benefits for Mentors

The benefits and satisfactions of being a mentor 
are manifold. If managed in a way that helps a 
person’s development, as an apprentice, a mentee 
can indeed be directly involved in the mentor’s 
work. If working as an assistant to a mentor’s 
grant or research project, the relationship not 
only helps the mentee’s career development but 
provides valuable service to the mentor. This is 
particularly important in busy service program 
environments, when a clinical leader needs an 
able and motivated junior colleague to take lead-
ership, and be tutored, on a project. This can 
work particularly well in the context of program 
evaluation, in which the mentee manages aspects 
of program process and outcome, while also col-
lecting and analyzing data. The mentor is guide 
and consultant while helping to shape the exper-
tise and skill set of the mentee. However, this 
only works well when there is active mentorship 
support and availability, fostering a sense of proj-
ect “ownership” in the mentee, and allowing for 
the mentor’s feedback.

Beyond this, as one senior mentor has 
expressed, the most valuable benefit may be a 
reciprocal learning process. A mentor conveys 
knowledge and wisdom to their mentee but 
acquires certain wisdom themselves. For exam-
ple, through what can be a mutual Socratic pro-
cess, a mentor can not only learn about their own 
management style but also enhance their under-
standing of advances in clinical and digital tech-
nologies and emerging social movements as they 
affect psychiatry. New approaches to behavioral 
health policy and issues concerning race and gen-
der may also be absorbed by the mentor. Included 
in this is the possibility of understanding the 
views and values of another generation at close 

range. Examples of these subtleties include 
evolving interprofessional roles within behav-
ioral health care and workloads. Crucially, it 
feeds an adaptive need for generativity (Erikson 
1950), which includes the professional matura-
tion of a next generation and also helps form the 
next cohort of mentors who have derived an iden-
tity from their experiences as mentees.

 Challenges to the Mentor-Mentee 
Relationship

Among challenges to the relationship, the most 
striking is also the most basic: getting the right 
fit. This is particularly true if the relationship is 
meant to be primary and supremely consequen-
tial, in which the mentor is expected to be a pri-
mary guide for the mentee, such as in research 
environments. Yet, the challenge extends beyond 
this. As noted above, in psychiatry, mentees 
acquire mentors more naturalistically and also 
for different aspects of their professional lives. 
Mentors must gauge the nature and level of what 
potential mentees wish to receive from the rela-
tionship and whether the mentor’s time will serve 
the purpose. Active mentorship interest in the 
mentee is important, but the mentee must be 
equally active and responsible. Diffidence, fre-
quent lateness to meetings, a certain willfulness, 
and failure to follow through on assignments 
bode poorly.

Associated with this is managing conflict. 
Both literature (Rodenhauser et  al. 2000) and 
experience indicate, as in all human relation-
ships, that conflicts between mentor and mentee 
need attention without delay, as avoiding it 
undermines necessary trust, potentially destroy-
ing the nature of the relationship. A key relational 
aspect in all MMRs is maintaining alignment of 
goals (O’Donnell, 2017). An example is when the 
mentor as manager must carry out a policy, pro-
cedure, or other administrative necessity, some-
times reflecting service demands or fiscal realities 
about which the mentee may disagree. This espe-
cially occurs when a mentor is also an adminis-
trative supervisor within an explicit power 
relationship. In such cases, in addition to the 
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mentor’s being able to listen to the substance of a 
disagreement (and possibly altering course), 
there is opportunity to examine a conflict’s 
administrative or systemic causes, with Socratic 
discussion, yielding an advance in the mentee’s 
understanding of the issue. In the discussion, the 
mentor may also gain insight into how to opti-
mally manage future controversy with the mentee 
or other staff.

An extremely important aspect of fit involves 
racial, ethnic, sexual orientation, and gender con-
cerns. As noted above, a female psychiatrist’s 
career satisfaction may well be enhanced by hav-
ing a same-sex mentor, offering role modeling 
and counsel in career goals, as well as being able 
to understand potential gender-based discrimina-
tion. Most dramatically, and as described in 
the  chapter “Cultural and Linguistic 
Competence”, the reality of systemic racism per-
meates our culture, including medicine and psy-
chiatry, and is frequently displayed in subtle 
forms (Wilkerson 2020). While through honesty, 
humility, and change there is hope that our future 
society will render it unnecessary, Black and 
other racially and ethnically underrepresented 
junior colleagues must be permitted, or better, 
encouraged, to seek out similarly racially or eth-
nically identified mentors as they may be avail-
able, either locally, through professional 
organizations, or elsewhere. This arrangement 
permits sharing mutual experiences that other 
race/ethnicity mentors have not had. Such men-
torship offers the mentee powerful reification of 
what is professionally possible and how to attain 
it. As one example of among many, these MMRs 
combat an experiential struggle with an “impos-
ter syndrome,” described as a person of color 
sensing they must appear to always be perfect or 
possess supercompetence, with accompanying 
painful self-doubt, feeling the need to overcome 
subtle but pervasive judgment (Ellis et al. 2020). 
This crucible requires support from a knowing 
senior person who shows what doors can be 
opened. It also helps a mentee form personal and 
professional pride while defining and meeting a 
self-defined goal of success and satisfaction.

People who identify as LGBTQ+ can have 
analogous experiences and benefit from those 

who have genuine respect for them or who them-
selves have successfully managed professional 
bias regarding sexual orientation or identity. Just 
as their Black, Latinx, Asian, or Indigenous col-
leagues do within their own MMRs to enlighten 
dominant cultural caste members about attitude 
and discrimination, these MMRs have vehicular 
capacity in educating binary heterosexuals. This 
helps advance social progress, with the ultimate 
beneficiaries being patients who then receive cul-
turally competent care.

Another, more circumstantial, challenge 
involves an emerging trend among Millennial 
physicians to not stay in a single organization or 
job through their careers to the degree that prior 
generations had. Frequent transitioning can have 
the effect of impeding naturalistic long-term 
MMRs. In turn, residency supervisors and direc-
tors should purposefully explore how to encour-
age long-term mentor relationship efforts to 
thrive across multiple mentee job transitions. 
How to do this without lapsing into assigning 
mentors to residents and fellows takes thoughtful 
programming, especially given that at least one 
study found that residents who themselves initi-
ated the mentor relationship (versus being 
assigned) were more likely to agree that their 
mentors had a positive impact on their research, 
publications, and scholarly projects (Amonoo 
et  al. 2019). These generational circumstances 
also open a door for professional organizations to 
develop mentorship activities, even though they 
can sometimes be challenging because of often 
brief interactions at professional meetings. Such 
challenges require systematic problem-solving.

Finally, a common MMR challenge concerns 
personal boundaries. On the part of the mentor, 
the risk of boundary violations may hover over 
misplaced parental protectiveness, infantilizing 
the mentee, but can concern sexual or romantic 
issues too. Many MMRs become close and may 
appropriately involve the mentee sharing per-
sonal issues, such as deaths in close family, child- 
rearing challenges, or marital or other relationship 
challenges. Romantic attraction on the part of 
either half of the relationship may occur. 
Professional ethics regarding romantic and sex-
ual transgression are clear, with even apparently 
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minor boundary crossings leading to risk of 
exploitation in a power relationship. Averting 
boundary violations requires more than ethical 
mandates. It requires knowledge of one’s own 
psyche and taking heed of contemporaneous per-
sonal challenges that may affect the MMR. This 
permits the MMR to continue its alignment with 
professional goals while offering flexibility to 
supportively discuss how mentee personal reali-
ties and challenges affect career.

 Conclusion

Mentorship can begin anywhere in the process of 
a person’s development, even from first glimmers 
of interest about career, and then extending across 
its life span. We have focused on mentorship 
attributes and mentee needs that occur in the 
early formation of their identity as a psychiatrist, 
especially in public and community psychiatry. 
Mentorship itself is an ancient institution. Though 
times change, even currently as digital technol-
ogy decreases a sense of personal space to engage 
in thought, mentorship will continue to be inte-
gral to learning about our work and ourselves. 
The mentor-mentee relationship offers a rare 
opportunity for two committed people to sit, dis-
cuss, and plan mutually satisfying intellectual 
and career development, gaining and offering 
support and, in turn, helping a profession to flour-
ish. This is particularly important in psychiatry, 
the practice of which depends on contemplating 
complexity as it relates not only to the underpin-
nings of psychiatric disorders and patient well- 
being but also in mapping the many paths 
psychiatrists can take in their careers.
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 Introduction

This chapter will provide summaries of the state 
of community mental health in some countries 
around the world, allowing readers to compare 
and contrast the nature of services and to further 
understand the successes and challenges of inno-
vative programing. We cannot hope to provide an 
exhaustive international survey of the rest of the 
world in such a short space, but the table (see 
Table 1 at the end of the chapter) and the section 
on global psychiatry redress this to some extent. 
We will describe examples from countries of 
which we have the most firsthand knowledge and 

focus on some leading-edge innovations and sys-
tems reforms. Although the countries discussed 
are different on many levels, it is intriguing to 
note that there are consistent themes across these 
nations: (1) movement away from institutional 
hospital-centricity; (2) greater provision of men-
tal health services in the community; (3) provid-
ing supported housing and purposeful and 
productive activity (e.g., work); (4) emphasis on 
human rights and facilitating individual  choice 
and control, voluntary or least restrictive care; (5) 
family education and  consultations wherever 
possible; (6) committed leadership enabling lived 
experience empowerment,  stigma reduction and 
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advocacy; (7) expansion of the mental health pro-
fessional and peer  workforce, supporting  inter-
disciplinary    integrated teamwork; (8) holistic 
and comprehensive assessment addressing social 
determinants; (9) providing trauma-informed, 
recovery-oriented treatment across the life span; 
(10) optimal balance between in-person or home 
delivery care  and telehealth or digitally aug-
mented care; (11) culturally respectful global 
mental health approaches  integrated in general 
health  services.  Structural reform of mental 
health services is easier to achieve than improve-
ments in service quality. Success comes when 
leadership is shared and inspired, trustworthy, 
and transparent, and when political exigencies 
and funding are stable and predictable. 
Accomplishing all or most of these objectives is 
rarely seen in countries around the world. In 
these national profiles, we will be describing the 
attempts of several countries to achieve them.

 Oceania

The histories of Australian and New Zealand psy-
chiatry are entwined with the impact of European 
(British) invasion and settlement, initially in 
Australia, in 1788, to form penal colonies to alle-
viate the overcrowding of English jails; this gen-
erated a masculine-dominated, individualistic 
culture. As European settlement in Australia and 
New Zealand expanded, the colonists began to 
struggle over land and resources with the original 
inhabitants, some of whom had been there over 
60,000  years. Culturally congenial methods of 
working with indigenous peoples are being inte-
grated into mental health services of both coun-
tries, i.e., increasingly training and employing 
indigenous clinical professionals, support work-
ers, and traditional healers. With accelerating 
immigration from many parts of the developed 
and developing world since the 1950s, both coun-

tries have become increasingly multicultural in 
their approaches.

 Australia

Australia serves as an example of a country 
whose mental health provision structure has been 
evolving from institutional to community-based 
care. We will trace its trajectory over the last 
50 years.

Reform Implementation By the mid-1950s, 
occupation of psychiatric institutions reached its 
peak in Australia, much like the USA. A random 
controlled trial (Hoult et al. 1984) replicating the 
research of Stein and Test (1980) and Polak and 
Kirby (1976) demonstrated that acute mental 
health care for people with severe and complex 
disorders could be shifted safely and effectively 
from institutions to mobile community teams that 
are available around the clock. This became the 
core of the community mental health reforms 
proposed in the Richmond Report (1983) in the 
most populous state, New South Wales (NSW). 
Crisis and assertive community treatment teams, 
residential programs, and community support 
services were developed to meet complex needs.

The First Australian National Mental Health 
Policy was endorsed in 1992. It provided initial 
transitional (bridging) funding as part of the 
National Mental Health Strategy. Communities 
of practice networks (teams of similar functions 
from different regions swapping experiences and 
solutions) emerged in NSW, and then nationally, 
ultimately through the support of The Mental 
Health Services (TheMHS) Conference of 
Australia and New Zealand. There have been five 
distinct phases of the National Mental Health 
Strategy over 27 years (1993–2020) (Department 
of Health and Family Services 2002; Australian 
Health Ministers’ Advisory Committee 2003; 
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Department of Health and Aging 2005; Rosen 
2006a, b; Rosen et  al. 2012a). The first phase 
effectively accelerated deinstitutionalization in 
the first 5 years, but these strategies have since 
lost much of their momentum (O’Halloran and 
O’Connor 2015). National Mental Health Service 
Standards based on the world’s first fully inte-
grated community and hospital (Rosen et  al. 
1995) became the national basis for integration 
and accreditation of all mental health facilities. 
However, subsequent regressive revisions of the 
national mental health service standards (Miller 
et  al. 2009; Rosenberg 2010) diminished full 
consultation with stakeholders and diluted the 
national strategy (Miller et al. 2009; Rosen and 
Sweet 2016).

Recovery Support Services Following intensive 
advocacy, individuals with severe and complex 
mental health disorders were included in the 
National Disability Insurance Scheme (NDIS), 
with personal budget packages allowing individ-
uals and their families to exercise choice of reha-
bilitation supports from the NGO or private 
sector. Pilot sites were developed starting in 
2013, but only with substantial national imple-
mentation since 2020. Too many people with 
moderate rehabilitation needs (80% of Australians 
with psychiatric disability) are still excluded, but 
hopefully,  this may now be addressed by a new 
federal government from mid-2022 which dem-
onstrates a greater commitment to the NDIS.

Workforce Australian governments are begin-
ning to focus belatedly on a nationally consistent 
workforce training system, which should include 
interdisciplinary team-based upskilling, supervi-
sion, pastoral support, and mentoring system for 
professionals and support workers, including 
peer workers operating in interdisciplinary teams. 
For example, a proposed national mental health 
workforce institute has been endorsed by a prom-
inent government committee with a high priority 
for implementation (Teesson et  al. 2021). As a 
result, people with lived experience and family 
peer workers with “Recovery College” or techni-

cal college certificate qualifications are being 
employed increasingly (Byrne et  al. 2021). 
Aboriginal Mental Health Workers (Brideson and 
Rosen 2013) are being trained and integrated as 
well, especially by Aboriginal community- 
controlled primary health services, NGOs, and 
the public sector. Active Australian participation 
is growing in internationally connected networks 
of people with lived experience and family edu-
cators, researchers, peer practitioners, and 
thought leaders (Byrne et al. 2021; Rosen et al. 
2020c).

Advocacy Mental Health Australia coproduced 
reports that reinforced the need for reform 
(Groom et  al. 2003; Human Rights and Equal 
Opportunity Commission 2005). The Mental 
Health Services (TheMHS) Conference (www.
themhs.org) (Andrews 2005) has provided a 
melting pot for deliberation between all stake-
holder interests. It provides binational (Australia 
and New Zealand) forums involving members of 
all mental health professions, peer workers, ser-
vice users, family, indigenous, and transcultural 
stakeholders. It promotes an inclusive, human 
rights approach (Rosen et al. 2012a). It also con-
venes the annual Australasian mental health ser-
vice achievement awards for interdisciplinary team 
innovations and implementation research.

Global pioneers and champions of early inter-
vention (EI) programs for young people with 
mental illnesses in Australia include Professors 
Patrick McGorry, Eoin Killacky (jobs and 
careers), Andrew Chanen (personality disorders), 
Ian Hickie (online applications and modeling), 
and Dr. Jackie Curtis (physical health algorithms 
for EI) (McGorry and Jackson 1999; Byrne and 
Rosen 2014; Rosen et  al. 2016). Australia has 
increased public awareness of mental health and 
illness through media campaigns, schools, and 
workplaces, expanding mental health literacy and 
ability to access resources (e.g., Rosen et  al. 
2000). Mental Health First Aid, a mental health 
equivalent of a physical first aid course originated 
by Betty Kitchener in Australia (Jorm et  al. 
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2019), has been widely disseminated to develop 
mental health lay resource people in many walks 
of life, in the UK, Canada, the USA, Ireland, and 
many other countries and translations.

Politics Following the examples of New 
Zealand, and then Canada, several independent 
statutory reform-oriented standing mental health 
commissions have formed, state and federal, to 
revive movement toward evidence-based, con-
sumer and family congenial, recovery-oriented 
mental health care, and suicide prevention (Rosen 
et al. 2004, 2010b; Rosen 2012; Rosenberg and 
Rosen 2012a, b). Despite some advances, they 
have not yet overcome fragmentary, poorly inte-
grated, and underfunded mental health services. 
They lack affordable services for the “missing 
middle” (not severe enough for public psychiatric 
services, but too complex for primary care) 
(National Mental Health Commission 2014; 
National Productivity Commission 2020; Royal 
Commission into Victoria’s Mental Health 
System 2021). Of these, the reforms in the State 
of Victoria have the most momentum with com-
mitted state funding. In other areas, federal fund-
ing streams and management structures have 
become even more separated into silos with poor 
coordination between them: public sector spe-
cialist clinical services funded by the states, pri-
mary mental health care, private professional, 
and nongovernment support services partly 
funded directly by federal government, some via 
the NDIS.

Implications These trends reflect the uneven but 
incremental evidence-based shift of the center of 
gravity of mental health services and resources 
from hospital-centric with occasional outreach 
when convenient for staff, to community-based 
services where people in need live, with in-reach to 
hospital only as necessary (Rosen et al. 2020a, b).

Mental health services are being eroded or 
have never developed sufficient breadth (Rosen 
et al. 2010a). Even after sporadic spending spurts, 
Australia has still lagged far behind similar 

Western countries (e.g., the UK and USA) in 
terms of the proportion of national health budget 
(e.g., 7.6% from 2016 to 2020, slightly more than 
Canada) spent on mental health services (Rosen 
et al. 2010a, b; AIHW 2022). Support of consum-
ers, carers, and workforce is a critical factor in 
the success of mental health reforms (Whiteford 
& Buckingham 2005). Mental health commis-
sions should be effective conduits to governments 
of all stakeholder voices and needs. As the only 
nation where both federal and most state and ter-
ritory governments have implemented reform- 
oriented commissions, Australia is in a unique 
position to determine what coordinated efforts 
between them could achieve  – almost like an 
opportunistic natural experiment. Eventually if 
stronger, more independent, focused, and com-
bined voices of Australian mental health com-
missions are heard and heeded, governments 
could still restore momentum and coherence to 
Australian mental health reforms (Rosen et  al. 
2010b; Rosen 2012; Rosenberg and Rosen 
2012a,  b; Van Spijker et al. 2019).

 New Zealand

New Zealand has had the benefit of being a close 
observer of the high-level decision-making of 
Australian reforms, and learning from their mis-
takes, they were able to improve that process. In 
the absence of private sector services, New 
Zealand created health services using public 
sources and nongovernmental organizations 
(NGOs).

Innovations New Zealand’s Mental Health 
Commission, operating since 1996, was the first 
worldwide to adopt a system-wide reform agenda 
as its priority (New Zealand Mental Health 
Commission 1998, 2001). It closely monitored 
the quality of all mental health services. 
Recovery-oriented competencies, workforce 
development (O’Hagan 2001), and grassroots 
strategies for challenging stigma (“Like Minds, 
Like Mine” (2022) http://www.likeminds.org.nz/
page/5- Home) were evaluated.
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One of the most important initial achieve-
ments of the New Zealand Commission was to 
produce the Blueprint (New Zealand Mental 
Health Commission 1998), a detailed plan to 
offer mental health services with a recovery 
agenda to be developed in regular consultations 
with all stakeholders, including indigenous peo-
ples. Financial commitment to the Blueprint from 
an incoming government enhanced the caliber 
and consistency of mental health services remark-
ably (New Zealand Mental Health Commission, 
2010). As a result, by 2012, more than 80% of 
mental health services were provided in the 
 community with 30% of mental health budgets 
spent on strict contracts with the NGO sector to 
enhance community services (Rosen et  al. 
2010b). New Zealand’s per capita expenditure on 
mental health far exceeded Australia’s, by more 
than 100% of public and NGO funding. However, 
the impact of the 2008 global financial crisis was 
much more severe in New Zealand than in 
Australia, and the budgets of both public and 
NGO services were cut back. Consequently, the 
pioneering, reform-focused, world-renowned 
New Zealand Mental Health Commission was 
“disestablished” in 2012 except for its Chair 
Commissioner, left in a Health and Disability 
Complaints Commission.

In 2014, the Ministry contracted with three 
organizations: (1) Te Rau Matatini, (2) the 
National Centre for Māori Health and Māori 
Workforce Development and Excellence, and (3) 
Le Va a Pasifika (Pacific Islander) Mental Health 
Support Organization, to establish a national 
Māori and Pasifika Community Suicide 
Prevention Program. Addressing unacceptable 
rates of compulsory orders for Māori became a 
priority (Director-General’s report 2016), as 
noted in the following examples:

Te Pou o te Whakaaro Nui The long-standing 
New Zealand national government-funded center 
of evidence-based workforce development for 
the mental health, addiction, and disability 
 sectors (https://www.tepou.co.nz/training- 
development).

Equally Well A Te Pou initiative that is a col-
laborative group of organizations and individuals 
with a common goal of reducing physical health 
disparities of those living with mental disorders 
and/or addictions.

He Ara Oranga (Pathways to Wellness) The 
Mental Health & Addictions Inquiry (New 
Zealand Government 2018, (https://mentalhealth.
i nqu i ry.gov t . nz / i nqu i ry - r epo r t / he -a r a - 
oranga/)  was commissioned by a new Labor 
Government to recommendations that were 
reported in 2018. Its mission is (1) to take a 
whole-of-government approach to well-being, 
tackling social determinants, and supporting pre-
vention activities that impact on multiple out-
comes; (2) to markedly improve access, wait 
times, and quality of care to a broader proportion 
of the population; (3) to provide more systematic 
attention to Māori and Pacific Islander mental 
and physical health and well-being, strengthen-
ing ties to family, tribal identity, language, spiri-
tuality, and addressing social determinants; (4) to 
undertake a mental health human rights focused 
reframing of mental health laws to honor their 
international treaty obligations; (5) to reduce 
involuntary care and eliminating restraints; and 
(6) to establish a new reform-oriented standing 
Commission to act as a watchdog at an arm’s 
length from government, providing leadership 
and oversight of mental health and well- 
being (Howie A, pers.comm. 13 May 2021). 

New Zealand’s current government has been 
highly responsive to mental health needs, 
promptly implementing the recommendations of 
the Mental Health Inquiry, particularly by 
enhancing well-being programs across all depart-
ments, based on both Māori and health economic 
approaches (e.g., Dalziel et al. 2018), and rees-
tablishing a Mental Health and Well-Being 
Commission (https://www.mhwc.govt.nz).

Efforts to achieve the goals of expanding 
access and choice have included being able to 
access specialist services, and the provision of a 
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broader menu and flexible choice of and self- 
referral to therapeutic roles by primary health 
organizations and general practices. This entails 
training counselor/behavioral health consultants, 
peer/cultural health coaches, and peer and com-
munity support workers to address practical 
needs. The public embrace of these approaches 
has been most encouraging, far exceeding IAPT 
(Improving Access to Psychological Therapies) 
(D.  Codyre, personal communication, 20 April 
2020; Appleton-Dyer and Andrews 2018). 

 Britain and Ireland

 The UK

In 1998, the UK Secretary of State for Health 
Frank Dobson noted that, “Care in the commu-
nity has failed” (Burns and Priebe 1999), refer-
ring to the process in the UK of 
deinstitutionalization, the closure of the old men-
tal asylum system, and transfer of patients to the 
community. While movement into the commu-
nity for some patients had been beneficial (Leff 
et al. 2000), for others it had led to homelessness 
and dislocation from care and their familiar com-
munity (Craig 1998). Dobson recognized that 
simply discharging many long-stay hospital resi-
dents (155,000  in 1954 to less than 20,000  in 
1998) into the “nonsystem” of community living 
without consistent care had been a mistake 
(Keown et al. 2008).

In 1999, the National Service Framework 
(NSF) for Mental Health was published, 
(Department of Health 1999) outlining a quality 
framework for services. This was accompanied 
by NSF’s detailed strategic approach to imple-
mentation of community care, known as the NHS 
(National Health Service) Plan (Department of 
Health 2000). The NSF clearly spelled out for the 
first time a blueprint for community-based men-
tal health  services. The NSF’s NHS Plan for 
Mental Health set out, again for the first time in 
the UK, a clear and progressive national mental 
health policy. Importantly, it included a prescrip-
tive, centrally driven, performance-managed, and 

relatively well-funded 10-year plan of 
implementation.

The performance management dimension 
involved clear targets, centralized monitoring, 
and primary care-based entities called Primary 
Care Trusts (PCTs). The latter involved payment 
by results and development of more competitive 
quasi-market forces. NHS Trusts (the main entity 
of public mental health) were redeveloped as 
more locally responsive “business” entities, 
which shifted planning away from a top-down 
direction and toward integration of health and 
social care functions.

In addition, priority was given to expanding 
and reforming the existing workforce through the 
introduction of new roles and tackling traditional 
problems. Collaboration with professional and 
accrediting bodies and higher education institu-
tions along with the introduction of progressive 
workforce training and educational methodolo-
gies were part of the plan. These efforts were 
enhanced by funding of over $ two billion (US) 
annually under the leadership of the National 
Institute for Mental Health in England (National 
Institute for Mental Health in England 2004). 
This was a partial redirection of savings from the 
closure of over 130 psychiatric institutions in 
England. Workforce reform led to an expansion 
of new roles in the practitioner workforce, includ-
ing 1000 new primary care mental health work-
ers, 500 additional “gateway” workers to work 
with primary care providers, 3000 support work-
ers, many with lived experience, and 14,000 
additional clinical roles, including consultant 
psychiatrists, clinical psychologists, and 10,000 
mental health nurses. These reforms pushed for 
24-h per day/7 days per week community treat-
ment with on-demand accessibility, early detec-
tion and prevention, consumer-centered care, 
evidenced-based practices, and care coordination 
(Department of Health 2007).

A multidisciplinary approach with greater 
promotion of self-management and peer support 
was planned. In 2008, the IAPT (Improving 
Access to Psychological Therapies) program was 
launched with teams of graduate psychologists 
offering team-supervised cognitive behavioral 
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therapy (CBT) based on primary healthcare prac-
tices  (https://www.england.nhs.uk/mental-
health/adults/iapt/). Colocated in general 
practices, these teams mainly  of graduate psy-
chologists maintain strict fidelity criteria. 
However, waiting times for admission to these 
services can vary between 6 and 124  days, its 
reach to most needy populations is limited, and 
the uptake penetration for them is still too low 
(D.  Codyre, personal communication, 20 April, 
2021).

New Horizons, the UK’s 2010 national mental 
health policy, was built on these NSF achieve-
ments with a greater focus on self-management, 
emphasizing social outcomes of work, housing, 
and inclusion (Department of Health 2009). It 
aimed at driving up quality and increasing choice, 
through encouraging a “plurality of providers.” 
The use of direct payments and individual 
service- user budgets were to open the market to 
alternative providers, increasing choice, with a 
greater emphasis on outcomes. General practitio-
ners’ willingness and capacity to be gatekeepers 
and determine need was a limitation. With many 
providers involved, coherent pathways to care, 
integration, and whole system functioning would 
be challenging. Other challenges that lie ahead 
included how a national health service with a tra-
dition of providing clinical treatment could 
deliver much more on outcomes, such as employ-
ment and housing, requiring greater integration 
and closer work with public welfare. 
Collaboration with the voluntary sector and other 
stakeholders would be required. However, by 
2015, only 14 percent of adults surveyed felt they 
were provided with the right response when in 
crisis, and only around half of community teams 
were able to offer an adequate 24/7 crisis service 
(Care Quality Commission,  2019,  2021). By 
2019, low fidelity to evidence guidelines was 
found in over a third of crisis teams (Lamb et al. 
2019).

The Health and Social Care Act 2012 created 
a new legal responsibility for the NHS to deliver 
“parity of esteem” between mental and physical 
health by 2020. Parity of esteem was meant to 
ensure as much focus on mental as physical 
health and that people with mental health prob-

lems receive equal standard of care. However, 
this benchmark was not met in the designated 
time frame (Care Quality Commission, 2021).

 Assertive Community Treatment
The more recent demise of “Assertive Outreach” 
(Assertive Community Treatment) teams in 
England, based on a dubious reading of the evi-
dence, proved costly, and was arguably politi-
cally motivated and discriminatory. The 
influential UK Schizophrenia Commission 
Report (2012) called for investment in high- 
quality services to deliver evidence-based treat-
ments for people with long-term psychosis. 
Ironically, this report did not include anything 
about the need to invest in Assertive Community 
Treatment (ACT) teams. It specifically recom-
mended extension of principles of early interven-
tion to support people experiencing ongoing 
psychosis but ignored fidelity guidelines specify-
ing an ACT pathway for these individuals (Rosen 
et  al. 2013). Financial constraints and some 
flawed evaluations in the UK led to the remodel-
ing of English ACT teams and their integration 
into standard care) (Killaspy and Rosen 2013, 
2022; Rosen et al. 2013). However most UK pur-
ported studies of or proxies for ACT did not meet 
the ACT fidelity standards established in the 
USA, Australia, and Canada. Subsequently, many 
affected individuals were sent from major city 
hospitals to distant inpatient facilities, dislocated 
from their families and familiar environments. 
This was using up the resources that could have 
been used for community-based rehabilitation 
services. This disinvestment in ACT in 
England has deprived many individuals and their 
families of the intensive support they needed and 
discouraged research to inform the intelligent 
evolution of the ACT model within different con-
texts (Rosen et al. 2013).

A review of UK mental psychiatric rehabilita-
tion services (Rethink Mental Illness & Royal 
College of Psychiatrists 2020) demonstrated that 
fewer than one in four mental health trusts 
employed a dedicated community mental health 
rehabilitation team to help these patients in their 
local area. Some UK community rehabilitation 
teams have endeavored to retain many features of 
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mobile ACT teams, but overall disinvestment in 
services for this complex needs group has been 
detrimental, prompting some moves toward 
rebuilding of community rehabilitation services 
for them (H. Killaspy, personal communication, 
18 February 2021).

 Rehabilitation Research
Research and practice promoting the recovery 
movements led by professors Mike Slade 
(Nottingham University) and Geoff Shepherd 
(Sainsbury Trust) now routinely include experts 
with lived experience, often trained in peer-run 
Recovery Colleges (Whitley et al. 2019). Of indi-
viduals living with severe mental illnesses, 90% 
were supported by the community mental health 
services. However, within these services, there is 
lack of access to, or very long waits for, most of 
the key interventions recommended by NICE 
(the National Institute of Clinical Excellence), 
such as psychological therapies. A review of UK 
mental psychiatric rehabilitation services in 2020 
(Rethink Mental Illness & Royal College of 
Psychiatrists 2020) demonstrated that nearly half 
of regional services which had decommissioned 
beds revealed that they also had placed patients 
out of area, 75% had no plans to reduce the num-
ber of patients with enduring mental health prob-
lems being sent often hundreds of miles from 
home, as such placements were “now routine, 
despite their negative impacts,” and fewer than 
25% of mental health trusts employ a dedicated 
community mental health rehabilitation team to 
help these patients in their local area. 
Disappointingly, 25% of people using secondary 
mental health services do not know who is 
responsible for coordinating their care or partici-
pated in treatment planning. Almost 20% had not 
had a formal meeting to review their care plan in 
the previous 12 months.

 The Early Intervention in Psychosis 
(EIP) Program
This program in England was co-led by Drs. 
David Shiers and Jo Smith, developing EIP NICE 
guidelines. Meaningful Lives (supporting young 
people with psychosis in education training 

employment and career development) and 
Healthy Active Lives (HeAL) led to physical 
health monitoring protocols for GPs, EIPs, and 
community mental health teams. They convened 
initially in the UK, together with Australians 
Jackie Curtis and Eoin Killackey, utilizing wide-
spread international translations, declarations, 
and adoption of the “Bondi Algorithm” and the 
“Lester Resource,” which are concise graphic 
physical monitoring protocols for GPs and EIP 
mental health team (Shiers and Smith 2014; 
Byrne and Rosen 2014; Curtis et al. 2012).

Multiple leaders facilitated  deployment of 
social movements as powerful dissemination 
tools in evidence-based knowledge translation 
(e.g., via the related IRIS initiative), which also 
disseminated understanding of the uses of “wood-
shedding” in recovery (Shiers et  al. 2009; Iris 
Initiative 2018).

 Crisis Intervention
The evidence-based practice guidance for Crisis 
Intervention teams in the UK is well developed 
via the Cochrane Collaboration and NICE guide-
lines. The Crisis Care Concordat, launched by the 
Department of Health in February, 2014, has trig-
gered joint agreements at the local level between 
the police, social care, mental health, and ambu-
lance services to improve how professionals 
work together. Achievements so far include a sig-
nificant drop in the number of people being 
detained in police cells during mental health cri-
ses. In October, 2014, the government announced 
access and waiting time standards for some men-
tal health services, the first time such targets had 
been set for mental health, psychological thera-
pies, and early intervention (EIP). The majority 
of people with first episode psychosis were to 
access EIPs within 2 weeks of first presentation 
for comprehensive EIP care.

A report of an independent taskforce to NHS 
England (2016) and the NHS Long Term Plan 
(2019) developed a 10-year strategy to improve 
and widen access to care for children and adults. 
It promised to transform mental health care so 
more people could access treatment by increas-
ing funding for a range of mental health services 
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matched to their age- and gender-related needs. It 
would also make it easier and quicker for people 
of all ages to receive mental health crisis care 
around the clock (Sashidharan S.P., pers. comm. 6 
March 21).

 Ireland

The Republic of Ireland is a high-income 
European country. The population has been 
growing in recent years and has passed 4.83 mil-
lion. In the middle of the twentieth century, the 
country had an extremely high rate of institution-
alization. In 1961, there were 7.3 psychiatric 
beds per 1000 population. This was possibly the 
highest provision in the world (Kelly 2016). A 
national mental health policy called A Vision for 
Change (AVFC) was launched in 2006. This was 
a progressive document that envisioned a wide 
range of community-based inputs and a shift to a 
recovery philosophy within services. While a 
good deal of progress has been made and many of 
the initiatives proposed in AVFC have been 
implemented, it is widely accepted that there is 
much left to do (Cullen and McDaid 2017). In 
1963, there were 19,801 people in psychiatric 
hospitals in the country. By 2017, this figure had 
dropped to 2324, a fall of 88% (Daly and Craig 
2018). Ireland now has one of the lowest beds to 
population ratios in Europe. However, the eco-
nomic crash of 2007/2008 hit Ireland hard, and 
community mental health service development 
suffered. With poor community services in place, 
some people are now calling for more beds.

An updated national policy called Sharing the 
Vision was launched (Department of Health, 
Ireland 2020) providing an overview of recent 
developments in the country. National Clinical 
Programmes (NCPs) for mental health in various 
stages of implementation include (i) assessment 
and management of service users presenting to 
emergency departments following self-harm; (ii) 
the national clinical program for eating disorders; 
and (iii) an early intervention in psychosis model 
of care. As in other countries, the voluntary sec-
tor now plays an important role in service provi-
sion in Ireland. Nongovernmental organizations 

(NGOs) and recovery colleges provide work-
shops and training on healthy living, mental 
health awareness, resilience, Mental Health First 
Aid and trauma-informed care, peer support, and 
service user involvement at national and regional 
level are being incorporated  (Bracken P.  pers. 
comm. 20 February 2021).

 Italy

 A Short History of Law 180
Learning from the experience of the historical 
and decisive anti-institutional movement in Italy 
is fundamental. This movement began with the 
pioneering experiences of Franco Basaglia and 
others in the 1960s and 1970s. Initially improv-
ing care conditions of inpatients of asylums, then 
promoting their freedom, and finally closing 
these institutions, Basaglia’s influence led to 
Italy’s renowned psychiatric reform Law 180 in 
1978 and ultimately had a considerable impact 
on community mental health system reforms in 
other countries (Sashidharan et al. 2019a, b).

Italy was the first in the world to mandate halt-
ing all admissions to mental hospitals (where 
more than 100,000 inpatients were confined in 
1970) and to severely limit involuntary care. 
Inpatient units were limited to 15 beds and 
attached to general hospitals, while most clien-
tele were cared for by community mental health 
centers and/or relocated to community dwellings, 
serviced initially by institutional staff and later 
by social cooperatives providing human services 
to “hosted” residents. It led to the healthcare goal 
plans of the 1990s and generated the political 
clout necessary to finally close all psychiatric 
hospitals and bring the Asylum Era to an end in 
the country by 2000. A well-staffed local CMHC, 
open up to 24/7, can be the core of an effective 
one-stop shop for all psychiatric requirements of 
its catchment areas (Mezzina 2018).

The existence of six forensic (“judiciary”) 
psychiatric hospitals in Italy was extended until 
they could be replaced by small units (no more 
than 20 beds each (Barbui and Saraceno 2015)). 
Forensic inpatient beds fell from 1400 in 2008 to 
652 in the range of residential facilities (Corleone 
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2018). The closure of all forensic  hospitals 
occurred a year later. Social acceptance of the 
reform  law and a general decrease of stigma 
attached to psychiatry mark a series of funda-
mental changes in public attitudes. After some 
initial strong resistance, families began to advo-
cate strongly for improved community services 
as it was demonstrated that family burden was 
much lower relative to European countries 
(Basaglia 2000; Magliano et al. 2002).

Compulsory treatments dropped dramatically 
after 1978 as an immediate effect of Law 180, 
and Italy attained the lowest annual rate of these 
events in Europe (15 per 100,000) (Ministero 
della Salute 2018). Many general hospital units 
are still inadequate and continue the use of 
mechanical restraints, even though there is a wide 
campaign to abolish them. Some regions also use 
short- and medium-term admissions to private 
hospitals (De Girolamo et  al. 2007). Sheltered 
community-based residences expanded to more 
than 17,000 places by the end of the 1990s (De 
Girolamo et  al. 2002) and to about 30,000 by 
2018 (Starace and Baccari 2018). In Italy, reha-
bilitation and reintegration of former long-term 
patients in transitional community residential set-
tings is more extensive than in any other Western 
country, although the quality of care varies by 
region regarding the range of staff coverage (up 
to 24 h) and community inclusion. The develop-
ment of personal recovery-oriented planning 
with associated healthcare individual budgets has 
been shown to speed up the move toward inde-
pendent living, with provision of daily life sup-
ports in some regions (Ridente and Mezzina 
2016).

For people with mental health problems, 
recovery includes citizenship and social reinte-
gration. Social cooperatives have been developed 
that provide work activities, such as gardening, 
building, cleaning, hotel, restaurant, radio sta-
tion  and tailoring businesses, as a vehicle to 
enhance such reintegration. These are social 
enterprises which try to be competitive in the 
market. All workers are voting members of these 
cooperative businesses. More than 8500 such 
cooperatives are now operating in Italy. These 
enterprises must include at least 30% disabled 

service users to qualify for tax benefits that sus-
tain a viable business (Leff and Warner 2006).

 Trieste: An Exemplary Model Fully 
Implemented
Trieste is one practical example of how the Italian 
movement achieved deinstitutionalization. In 
other countries, the situation is conceptualized as 
a bed-reduction process, limiting institutional 
resources (as a mere de-hospitalization; De 
Leonardis et  al. 1986). In Trieste, there was a 
gradual relocation of the economic and human 
resources to create 24-h CMHCs and community 
living for former inpatients. The institutional 
hierarchy was dismantled and replaced by a more 
flexible organization, with a critical paradigm 
shift, from a narrow focus on mental illness to the 
whole person’s needs (Rotelli 1988; Bennett 
1985; Mezzina 2014, 2016).

According to the WHO (World Health 
Organization) (WHO 2001), Trieste’s 50 years of 
experience in the field of mental health is a 
proven success. After a 9-year process, there was 
the creation of a system of open door, open access 
community services which completely replaced 
the old asylum (Dell’Acqua and Cogliati Dezza 
1986; Dell’Acqua 2010; Mezzina 2014; Muusse 
and Van Rojien 2015). CMHCs were made fully 
responsible for small catchment areas of 60,000 
on average, working 24 h/7 days per week with a 
small number (6–8) of “hospitality” (crisis 
respite) beds for an effective crisis care (Mezzina 
and Johnson 2008; Mezzina 2014, 2016). The 
organization and philosophy of these CMHCs 
were based on the principles of (1) non-selection 
of demand (i.e., not based on particular diagno-
ses, severity thresholds, or other exclusion crite-
ria); (2) non-hospitalization; (3) service flexibility 
and mobility; and (4) the involvement of multiple 
comprehensive resources, such as a wide range of 
welfare provisions, in the therapeutic and support 
programs (Mezzina and Vidoni 1995).

The budget of the Trieste Mental Health 
Department was 37% of the former psychiatric 
hospital. In Trieste, 94% of the mental health 
budget is spent in the community with only 6% of 
the budget going to a six-bed general hospital- 
based service which acts as an emergency first 
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aid station at night (Mezzina 2020). The wide 
range of responses include (1) supported commu-
nity accommodation for individual and small 
groups; (2) job training and placement for about 
300 service users annually; and (3) a range of day 
center activities, including sport and cultural 
events. About 150 people are supported by per-
sonal budgets in the areas of housing, work, and 
social inclusion each year (Mezzina et al. 2019).

This experimental WHO pilot area of deinsti-
tutionalization in 1974 (Bennett 1985) demon-
strated that a city like Trieste can manage and 
provide a safe environment and provide maxi-
mum safeguards for individual freedom. The sys-
tem became a regional model in Friuli Venezia 
Giulia and was implemented in other parts of 
Italy. Over the past 50 years, all forms of intru-
sive practices have been abolished, including 
physical restraint and ECT, using compulsory 
treatments only when absolutely unavoidable 
(from 7 to 9 per 100,000 inhabitants annually). 
There are continuous efforts to avoid incarcera-
tion of people with mental illness. The rate of 
suicide rate halved, from 25 per 100,000  in the 
mid-1990s, to 12 per 100,000 in 2003 (Dell’Acqua 
et  al. 2003). With a dedicated prevention pro-
gram, Trieste’s suicide rate is on a par with other 
Mediterranean countries, with much less com-
pulsion and hospital admissions (Mezzina 2010, 
2014).

The comparative impact of the Trieste model 
of care has been limited by uncoordinated 
regional policies and by the fact that Italian men-
tal health care is still severely underfunded with 
only 3.6% of the overall health budget allocated 
for mental health (Starace and Baccari 2018). It 
has inspired and sometimes shaped service 
reforms in other countries. It is an exemplary 
model for the recovery and human rights move-
ments (WHO 2021).

Current regional government policies are pos-
ing a major threat to Trieste and the Friuli- 
Venezia Giulia Region. Cuts in 24 hrs community 
mental health  services and staff, with the possi-
ble retreat to more inpatient care, may open the 
potential for privatization. This happens at a time 
when the COVID-19 has demonstrated the dire 
need for more community health systems 

(Mezzina et al. 2020; Sashidharan 2022; Frances 
2021). This could hamper any possibility of 
developing a comprehensive mental health ser-
vice network across the whole country, and inter-
nationally, that has been long awaited by 
stakeholder organizations (Mezzina 2018; United 
Nations 2020; International Mental Health 
Collaborating Network 2021).

 North America and the Caribbean

 Cuba

It is difficult to penetrate the mental health ser-
vice provision in Cuba because of a paucity of 
written descriptions or published research. It has 
been reported (Gorry 2013) that 25% of the 
Cuban population is depressed, that suicide is in 
the top ten causes of death, and that the rate of 
alcoholism is increasing. In 1995, in recognition 
of the importance of mental health, and in the 
face of limited access and few coordinated ser-
vices, the Havana Charter was developed: psy-
chiatric care was integrated with primary care 
and focused on the development of neighborhood 
clinics that offered prevention, treatment, and 
rehabilitation.

People would seek health care at neighbor-
hood clinics and be referred to specialty mental 
health clinics if need be. While the move to inte-
grated care has improved access, particularly in 
urban areas (101 community mental health 
offices exist), Cuba continues to struggle with 
access in rural clinics. There are 17 specialized 
psychiatric hospitals, but access to outpatient 
care is always a concern. However, the creation 
of local day hospitals has helped those transition-
ing back to the community and allows for more 
intense community-based care. There is growing 
understanding of the importance of including 
family members in community care and stabili-
zation of patients. As with other medical special-
ties in Cuba, access to and quality of care is much 
more assured at the primary healthcare level than 
at the specialty psychiatry level.

Access to a variety of pharmaceutical prod-
ucts has been limited by the level of poverty and 
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the US embargo. Workforce issues are reflected 
in less than adequate numbers of mental health 
professionals (in 2012, there were 1051 psychia-
trists = <10/100,000 psychiatrists for 11.26 mil-
lion population). While access to medication is 
free in the hospital, outpatient medications must 
be paid for, and there is limited access to medica-
tions for those living with psychoactive sub-
stances use disorders. Concern has also been 
expressed about declining services for the 
expanding elderly population. There are some 
positive results regarding a significant subset of 
the population utilizing and responding to natu-
ral/traditional approaches to treatment (ACN 
2022). More contentious as potential contributors 
to well-being are widespread locally inclusive 
communal projects, like urban communal vegeta-
ble gardens and cooperative house-building ini-
tiatives by “micro-brigades,” possibly motivated 
more by political ideology, the prospect of food 
insecurity, shortages of affordable housing, and 
tradespeople (Marsh 2020; Minoff 2015).

 Caribbean

Multiple island nations as well as land-locked 
countries are included in this survey (e.g., 
Bahamas, Turks & Caicos, Belize, Guyana, 
Surinam, Trinidad, Tobago). Schizophrenia and 
depression top the list in terms of clinical presen-
tations. It is noted that the prevalence of mental 
illness seems high and that services are absent or 
inaccessible in most places. Sixty percent of 
those with symptoms of mental illness are unable 
to access services. An average of only 3% of their 
health budget is expended on mental health 
across the region. Care is typically centralized; 
some nations offer mainly hospital care for men-
tal illness (where rates of seclusion and restraint 
appear high), while others offer only outpatient 
care.

Poverty and economic instability combined 
with overwhelming stigma and discrimination 
contribute to development of depression and dis-
incentives to seek care. The increasing popula-
tion, anxiety, and stress related to the 
consequences of climate change, trauma, disas-

ters, social decline, and the lack of political lead-
ership all negatively impact attempts at 
improvement in the development of plans and 
policies. Some innovations are moving systems 
of care forward: consideration of day hospitals, 
increased nonprofessional workforce develop-
ment, and integrative care (primary care and psy-
chiatry) have been instituted in some locations 
(enhancing access). The mental health workforce 
is limited, though numbers of psychiatric nurses 
are climbing significantly. Surprisingly, access to 
psychotropic medication is relatively good, and 
medication seems affordable for most (WHO 
2011b).

Exceptionally, the Dominican Republic is 
now a WHO model for LMIC’s mental health 
services. Its asylum was closed in the 1990s with 
ongoing support from Trieste. It was repurposed 
as an open rehabilitation center, with other func-
tions completely replaced by a comprehensive 
range of services, from primary care to commu-
nity care, encompassing general hospitals acute 
units, crisis services with respite beds, day cen-
ters, supported living, and outpatient psychiatric 
and psychological care (Plan Nacional de Salud 
Mental: República Dominicana 2019).

 Mexico

It is reported that at least 17% of the Mexican 
population is living with at least one psychiatric 
diagnosis. Workforce development and access to 
mental health services are challenges faced 
across the nation, particularly in rural areas. One 
study reflects in the Jalisco region found that 
there are limited numbers of outpatient clinics, 
and those that do exist are often long distances 
from those patients who need them, creating bar-
riers to access.

MD staffing (psychiatrists) is inadequate 
(3.71/100,000). In the face of limited outpatient 
mental health services, it is difficult to address 
the challenge of mental illness. The need for an 
expanded array of services has been identified 
(Carmona-Huerta et al. 2021). A nonprofit group 
of organizations has formed the Red Voz Pro 
Salud/Borgan Project to increase access to men-
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tal health services by combatting stigma with 
psychoeducation. They report that Mexico ranks 
second in the world in level of stigma associated 
with mental health services, 40% of the popula-
tion lacks insurance, and that Mexican youth 
have twice the numbers of mental disorders when 
compared to the USA and Canada. Red Voz Pro 
Salud is working to provide education (via NAMI 
family-to-family lessons, social media, advocacy 
with political leadership) to tackle stigma 
(Daniels 2022).

 Canada

Canada has an impressive record of community 
mental health innovation and of being early repli-
cators and adopters of evidence-based initiatives 
(Fenton et al. 1979; Wasylenki et al. 1985, 1993). 
Earlier programmatic examples include collabo-
ration of greater Vancouver’s “Car 87” joint men-
tal health and police crisis intervention team with 
Venture House, a community sited 24-h low-key 
respite facility (Torrey et al. 1993). Other key ini-
tiatives include crisis intervention and integrated 
care delivered in naturalistic settings (Mercier 
1990; Fenton et  al. 1979), system-wide imple-
mentation of ACT in Ontario (George et  al. 
2009), and Quebec (Latimer and Nadeau 1998), 
as well as early psychosis intervention teams 
(Malla et  al. 2005). A national Mental Health 
Commission (MHCC) was launched in 2007, 
developing a national mental health strategy to 
support movement toward community-based 
care, recovery orientation, a knowledge exchange 
center, community awareness, and anti-stigma 
campaign (Mental Health Commission of Canada 
2015; Goldbloom and Bradley 2012). Programs 
focusing on developing and adapting evidence- 
based practice of providing homes and support 
services for those living with mental illness who 
were homeless (“Chez Soi” housing) were 
launched by MHCC in 2009 with considerable 
success, supported by a sizeable federal research 
and implementation grant to MHCC enabling 
large-scale research supporting its effectiveness 
(Latimer et al. 2020). “Housing  First”-type pro-

grams are being widely disseminated, partly 
based on these studies.

In 2015, 15.8 billion dollars were spent on 
mental health (private and public funding) which 
is only 7% of the total healthcare budget (much 
less that England or France). Barriers to care 
included stigma, membership in some demo-
graphic groups (child/adolescent, rural, 
Indigenous), and lack of public funding (espe-
cially psychotherapy services). In 2017, $950 
million dollars were paid for private practice 
therapists, while 30% of those needing these ser-
vices had to pay out of pocket. At the same time, 
it was reported that the unmet needs of those with 
mental health problems were responsible for $51 
billion dollars in additional healthcare spending, 
lost productivity, and decreased quality of life. It 
was reported that there was a 75% increase in 
emergency room mental health services since 
2007. Extended wait times for mental health ser-
vices peaked, especially for children; the average 
wait time for intensive services was 92 days.

In 2017, the government (federal and provin-
cial) responded by drafting and accepting the 
Common Statement of Principles in Shared 
Health Priorities, which seeks to increase mental 
health priorities by (1) increasing mental health 
spending to 9% of health costs; (2) maximizing 
the use of technology (e.g., the use of telehealth 
mental health, which has proven especially help-
ful during the COVID pandemic); (3) increasing 
the mental health workforce; (4) improving sta-
ble housing opportunities; (5) developing and 
using “stepped care” (utilization of primary care 
resources first and establishing policies and pro-
cedures for integrated care); (6) promulgating 
early intervention; and (7) increasing access to 
therapy (Moroz et al. 2020).

 Global Community Mental Health 
Practices of the Future

The Global Mental Health movement (Patel and 
Prince 2010; WHO (mh-GAP) 2019a) is still 
largely dominated by Western models of care. 
Low- and medium-income countries often have 
national mental health systems severely limited 
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by a paucity of resources. Many of these coun-
tries have systems that still retain asylums and 
other forms of long-term institutionalization 
(WHO 2011a). Task-shifting approach from psy-
chiatric clinicians to primary care disciplines 
(Patel and Prince 2010) appears to be an effective 
strategy when combined with a development 
approach addressing the social determinants of 
poor health and the environmental contexts 
(Sashidharan et al. 2016). Global mental health is 
still in a process of growth and development. This 
has much to do with operationalizing the prem-
ises of deinstitutionalization overcoming colonial 
legacy in many LMIC (low- and middle-income 
countries). This transition must be combined 
with retention of human and economic resources 
to be converted into community supports and ser-
vices. Cultural sensitivity must be respected 
through a “two-ways” or “two worlds” approach 
to implementation, combining least restrictive 
Western evidence-based interventions with 
expert traditional healing, extended kinship sup-
port and guided progression through rites of pas-
sage (Rosen 2006b, Gayaa Dhuwi (Proud Spirit) 
Declaration (https//:www.gayaadhuwi.org.au/
resources/the-gayaa-dhuwi-proud-spirit- -
declaration/,  Durie M, Foreword, in  NiaNia 
W,  Bush A, Epston D, Collaborative and 
Indigenous Mental Health Therapy: Tataihono, 
Routledge, New York, 2017, (https://www.rout-
ledge.com/Collaborative-and-Indigenous- 
Mental-Health-Therapy-Tataihono-Stories/
NiaNia-Bush-Epston/p/book/9781138230309).       

Any effective community mental health care 
can only be realized with a sincere process for 
phasing out psychiatric hospitals. The WHO 
reports that 80% of resources are still spent in 
psychiatric hospitals worldwide (WHO Atlas 
2021; Saxena et al. 2011), while a clear gap still 
exists between the need for care and the available 
services. Even in Europe, only few countries are 
considered by WHO to have a full range of ser-
vices for people with mental illness living in the 
community. Up to 50.3% of those with severe ill-
ness did not receive any treatment within the 
prior year in developed countries, while in devel-
oping countries, these data were much higher – 

76–85% (WHO 2004a, b; Economist Intelligence 
Unit (2014).

The “balanced care model” (Thornicroft and 
Tansella 2013) was proposed, and although unin-
tended by these authors, it can be misconstrued to 
suggest that the evidence base for psychiatric 
hospitalization is as strong as intensive commu-
nity care and to support the persistence of stand- 
alone hospital-based services (Rosen et al. 2018, 
2020b). The Lancet Psychiatry-WPA Future of 
Psychiatry Commission’s uncritical endorsement 
of the balanced care model (Lancet Mental 
Health Group 2007; Bhugra et al. 2017) implies 
such scientific justification for hospital care, 
which is unwarranted. Virtually all rigorous stud-
ies have demonstrated the superiority of high- 
fidelity mobile outreach community mental 
health systems over hospital-based care (Rosen 
et  al. 2018, 2020a). The evidence supports an 
integrated mental healthcare ecosystem model, 
shifting of the center of gravity of services toward 
a greater proportion of community care (Rosen 
et al. 2020a).

One important aspect of newly implemented 
mental health policies in several countries was 
the integration of mental health into primary 
care. Cuba was the first to include mental health 
in primary care as the basis of the new mental 
health system and to implement this strategy at 
the national level. The existence of a network of 
primary care covering the entire population was 
certainly a factor that greatly facilitated this strat-
egy, but arguably (Caldas de Almeida and Cohen 
2008), it would never have been implemented 
without a detailed mental health plan, making it 
possible to train professionals, create specific 
programs, and develop new facilities in the 
community.

Beyond the relevant issue of expanding cover-
age, the concept of comprehensive services orga-
nized in several steps, from self-care to specialist 
services (WHO 2003, 2011a), doesn’t seem to 
“get” or convey the real issue of the need to trans-
form cultures and practices. The Global Mental 
Health Action Plan (WHO 2020) points out four 
objectives, two of which deserve extra emphasis:
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 1. To strengthen effective leadership and gover-
nance for mental health with a highly consul-
tative interdisciplinary leadership team.

 2. To provide comprehensive, integrated, and 
responsive mental health and social care ser-
vices in community-based settings and the 
empowerment of persons with mental disor-
ders and psychosocial disabilities.

Regarding these objectives, the World Health 
Organization states:

Community-based service delivery for mental 
health needs to encompass a recovery-based 
approach that puts the emphasis on supporting 
individuals with mental disorders and psychoso-
cial disabilities to achieve their own aspirations 
and goals,” while “more active involvement and 
support of service users in the reorganization, 
delivery and evaluation and monitoring of services 
is required so that care and treatment become more 
responsive to their needs. Greater collaboration 
with ‘informal’ mental health care providers, 
including families, as well as religious leaders, 
faith healers, traditional healers, school teachers, 
police officers, and local nongovernmental organi-
zations, is also needed (WHO 2020).

and sometimes also welfare workers, pharma-
cists, hairdressers, real estate agents, and help- 
line workers.

 Conclusion

Are we destined to fight the same battles to save 
community mental health over and over again? 
For example, although a celebrated global and 
WHO beacon of mental health reform, the fate of 
Trieste mental health services and many years of 
humane Italian reforms again hang in the balance 
(Frances 2021; Sashidharan 2022), and too many 
Australian community mental health services 
have suffered funding diversion and retraction to 
hospital sites (Rosen et al. 2012b). A shift of the 
center of gravity of mental health services to 
community-based care is squarely supported by 
worldwide evidence and is long overdue in many 
countries. However, community teams and facili-
ties do not have a high public profile, so they are 
vulnerable to variable and chronic underfunding 
and recurrent attempts to dismantle them on the 

basis of faux economy of scale (Rosen et  al. 
2010a). Some dismiss community mental health 
reforms as having a marked ideological compo-
nent and being extremely dependent on and vul-
nerable to political shifts (Caldas de Almeida and 
Cohen 2008). However, inpatient bed- 
preoccupied institutionally centered services 
have been defended on the basis of habit, ideol-
ogy, and political expediency for several centu-
ries (Rosen et al. 2020b).

The WHO has embraced for many years now 
a clear direction toward a comprehensive mental 
health service system, where hospital beds 
should be better located in general hospitals or 
community residential respite facilities. Long-
term institutions were even officially (WHO 
2009) considered as the relics of the past. The 
Global MH Action Plan encompasses some of 
the principles of the community mental health 
movement: facilitating an integrated multisec-
toral and interdisciplinary approach, where 
those with lived experience and family members 
become empowered and engaged in co- 
leadership. Services should actively facilitate 
both recovery and human rights agendas (Rosen 
et  al. 2012a; Rosen and O’Halloran 2014; 
Mezzina et al. 2019; Rosen et al. 2020a; WHO 
Quality Rights 2019b).

Community mental health services have 
been strengthened and enriched by empowering 
of individuals with  lived experience and 
their  families  as  advocates and mutual support  
networks, and the accelerating valuing and inclu-
sion of peer workers in interdisciplinary teams. 
These networks have now engaged the mental 
health services sector in the quest to include lived 
experience leadership and research at every level 
of the system: teams, services, organizations, and 
governments (Byrne and Wykes 2020; Jones 
et al. 2021).

Too many lower- and middle-income coun-
tries’ mental health systems are still concentrated 
in postcolonial asylums and other forms of total 
institutions (Raja et  al. 2021). The data in the 
WHO Mental Health Atlas (WHO 2021) and 
DESDE Atlas (Salvador-Carulla et  al. 2013; 
Romero-López-Alberca et al. 2019; Rosen et al. 
2020a, b) demonstrate that the availability of 
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much evidence-based community components of 
service for moderate to severe and complex men-
tal illness is still limited to higher-income coun-
tries. To complete deinstitutionalization of mental 
health care (WHO 2021a), we must converge 
human rights, person-centered, and recovery 
approaches with comprehensive, strong, account-
able, and responsive community-centric services. 
The centrality of innovative and cost-effective 
service arrays based in  local communities, with 
in-reach to acute care transitional admissions 
only as needed, should replace the hospital- 
centric approaches of the past.

There is a true paradigm shift from a reduc-
tionist  biological-medical approach to  treating 
mental illness to a model that helps people with 
mental health problems in their journey of recov-
ery and social inclusion (Mezzina 2005).  This 
entails a mental health care ecosystems approach 
at both micro and macro levels  (Rosen et  al. 
2020a) facilitating  human rights,  ensuring free-
dom, choices, opportunities (Mezzina et al. 2019, 
Rosen et  al. 2012);  transcultural awareness, 
respect, safety and responsiveness; and community 
alternatives, from entering to leaving the service 
network (Rosen 2006a, b); while addressing the 
mental health impacts of warfare,  climate 
change, environmental and economic disasters in 
small communities to large populations. 
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Community Psychiatry: Past, 
Present, and Future

Wesley E. Sowers, Hunter L. McQuistion, 
Jules M. Ranz, Jacqueline Maus Feldman, 
and Patrick S. Runnels

 Introduction

With the final chapter of this book, we hope to 
use many of the concepts developed in its chap-
ters to construct a concise and coherent vision of 
what community psychiatry is and what it can be. 
In this construction, the pillars of community 
psychiatry will be revisited along with the his-
torical roots of the systems that have been in 
place in recent times. Against this backdrop, the 
elements of our major systems of care can be 
evaluated regarding their effectiveness in meet-
ing the needs of individuals and communities. An 

environmental analysis, assessing both the 
strengths and weaknesses of community psychia-
try as a discipline, as well as the threats and 
opportunities that it must prepare for, will be pro-
vided. In conclusion, we will consider the strate-
gies that may be useful in meeting the challenges 
that lie ahead and that must be confronted if our 
vision for community psychiatry is to become 
reality.

 Historical Factors: Past to Present

 Culture

While American society is extremely diverse and 
it would be simplistic to suggest a monolithic 
view of mental health that penetrates the many 
subcultures that make it up, there are many 
beliefs and attitudes that have been pervasive at 
any point in time. These pervasive attitudes and 
beliefs have been quite variable over time and 
have had significant influence on the treatment 
and policies related to those with mental illnesses 
and/or substance use disorders. They are evident 
in the representation of people with MI in theater, 
cinema, and literature, as well as in the structures 
created in reaction to their presence. Mental 
 illnesses have for the most part been considered 
quite differently from other health problems as 
there has usually been a degree of shame associ-
ated with all types of emotional disturbances.
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The prevailing reaction of the states toward 
people with MI in the nineteenth century was to 
remove these individuals from mainstream soci-
ety. The era of the asylums, which began with an 
emphasis on “moral treatment” (with some simi-
larities to what we now term recovery-oriented 
care), devolved by the early twentieth century 
into an isolative, custodial model as institutions 
became overcrowded and unable to treat large 
numbers of the old and infirm for which they 
were not designed (Thompson 1994). As finan-
cial pressures grew and new treatment modalities 
became available that allowed the release of 
many patients from state hospitals by the mid- 
century, communities were not well prepared to 
receive them and were slow to develop adequate 
services to meet their needs. As a result, many of 
these patients ran into legal trouble, became 
homeless, or involved with substance use, caus-
ing further stigmatization and discrimination 
from an unwelcoming public. The shame associ-
ated with substance use spawned the Alcoholics 
Anonymous movement, which discouraged pub-
lic disclosure from, and identification of, indi-
viduals with addictions (White 1998). 
Confidentiality laws were developed in response 
to the discrimination suffered by people with all 
kinds of emotional disturbances.

Attitudes toward people with MI have shifted 
gradually in the latter part of the twentieth cen-
tury and into the early part of the twenty-first 
century. The recovery movement has asserted the 
rights of people with mental illnesses and their 
ability to regain capacity to make positive contri-
butions to society and the economy. More people, 
including those who work in the mental health 
and substance use fields, have been comfortable 
coming “out” with their identity as people who 
have suffered with MI or SU. Nonetheless, there 
remains significant stigma associated with these 
conditions and overt and subtle forms of discrim-
ination still persist (Feldman 2012).

 Costs of Care

The costs of providing care for people with emo-
tional disturbances have traditionally resided 

with families first, and when they have been 
unable or unwilling to provide the needed care, 
local and state governments have had to bear the 
cost. People with these disorders were often met 
with cruel or punitive measures to control them 
and found few opportunities to improve their 
condition. The establishment of state mental hos-
pitals in the latter part of the nineteenth century 
following the crusade of Dorthea Dix shifted the 
burden of paying for care directly to the states. 
Conditions were quite variable from hospital to 
hospital and state to state, but the costs of main-
taining these institutions grew as greater numbers 
of people were admitted, many of whom were 
demented or had other forms of cognitive decay. 
States became anxious to find other sources to 
pay for the care of this population (Thompson 
1994).

This relief finally came from the federal gov-
ernment, which had for a long time refused to 
accept responsibility for paying for the care of 
people with MI. The Community Mental Health 
Centers Act of 1963 made federal money avail-
able to catchment areas established across the 
country to build mental health centers, which 
would provide services in the community rather 
than in hospitals. The establishment of Medicare 
and Medicaid in 1965 provided a further source 
of revenue to these catchment areas via the 
Federal Medical Assistance Percentage. It incen-
tivized states to decrease the census of their state 
hospitals since this funding was not applicable to 
services provided there. This “deinstitutionaliza-
tion” gradually compelled states to develop more 
comprehensive community services to extend the 
tenure of people with mental illness in homes in 
the community, rather than having them become 
homeless or ending up in the penal system where 
the states would again bear the full burden of 
expense for their care (Sastry 2021; Everett et al. 
2012).

In the latter part of the twentieth century, there 
was growing dissatisfaction at the federal and 
state levels with the global funding arrangements 
within the catchment areas. The perception was 
that there was a lack of accountability for how 
this money was used, and that people with severe 
mental illnesses were not getting their needs met. 
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This dissatisfaction led to a transition of commu-
nity mental health (CMHC) funding from federal 
grants to fee for service (FFS) payments from 
Medicaid in which narrowly defined service ele-
ments were reimbursed for each instance they 
were provided. In addition, recipients were lon-
ger restricted to the CMHCs of their catchment 
area, ostensibly creating competition between 
providers. These changes provided greater 
accountability, but it severely limited flexibility 
and creativity from the CMHCs (Shoyinka 2021). 
These FFS arrangements have been predominant 
through the early part of the twenty-first century 
and have forced CMHCs to focus on billable ser-
vices and to require high volumes of patient con-
tact from those professionals (particularly 
psychiatrists) that generate revenue. Since 
demands have been greater than the supply of 
services, competition has done little to improve 
the satisfaction of service users (Sowers 2020; 
Everett et al. 2012).

The rising costs of care also became a particu-
lar concern during this period. By the 1980s, cost 
management started to become a priority for 
many states, as it was with private sector insurers. 
They began to transfer their risk (and costs) to 
private resource management companies who 
stood to profit by limiting care and services. 
These arrangements often had disastrous results 
with regard to the quality of care and the treat-
ment opportunities available for people with 
severe mental illnesses and/or substance use dis-
orders. Flexibility and creativity for the CMHCs 
were further limited by these upheavals, and this 
often made it difficult to sustain the evidence- 
based practices (EBPs) established through grant 
funding when those funds expired during the lat-
ter part of the twentieth century. Administrative 
silos have created distinct funding streams for 
particular types of services, making the integra-
tion of care for people with co-occurring illnesses 
(mental health, substance use, physical health) 
more difficult (Everett et  al. 2012). Since the 
2010s, there have been attempts to reign in some 
of the excesses of cost containment. There has 
been increased experimentation with alternative 
funding mechanisms that encourage innovation 
and flexibility while maintaining accountability 

to established outcome measures. Placing greater 
risk in the hands of providers creates incentives 
for them to contain costs while pursuing these 
outcomes. The survival of these arrangements 
will depend to some degree on the evolution to 
the healthcare system in the years ahead 
(Shoyinka 2021; Mauri et al. 2017).

 Demographics

Although the USA is one of the wealthiest coun-
tries in the world, that wealth has always been 
unevenly distributed between the rich and poor. 
While its constitution promises liberty and equal-
ity, exploitation and oppression have plagued this 
nation, as it has many others, throughout its his-
tory. It is a nation of immigrants, often described 
as a great melting pot, but new arrivals have been 
variably welcomed and have often suffered deri-
sion and abuse for many years before assimila-
tion and acceptance into a mainstream society. 
Many ethnic or racial groups (primarily people of 
color) have long been, and remain, part of an 
underclass that is structurally maintained and 
deprived of equal opportunity and protection by 
the plutocracy. Economic and political forces 
have long played a significant role in determining 
the complexion of this diverse and segregated 
society.

The past half century has brought measurable 
contraction in the middle class, especially in its 
purchasing power, with a now well-known wid-
ening gap between the rich and the mass of fami-
lies struggling to support themselves (Pew 
Research Center 2018). The pandemic of 2020 
made the consequences of these disparities pain-
fully obvious. Unmet basic needs (food, shelter, 
income) have a significant impact on emotional 
health and increase the incidence of Adverse 
Childhood Experiences (ACEs) and victimiza-
tion. The sequelae of trauma, discrimination, and 
persecution have led to significant disparities in 
health, wealth, and quality of life between the 
privileged members of society and a growing 
underclass (Rodenbach 2021; Picket and 
Wilkinson 2007). This underclass has found it 
increasingly difficult to succeed in an economi-
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cally divided society and often suffer from ill-
nesses that are sometimes referred to as “diseases 
of despair” (i.e., violence, suicide, substance use, 
crime, apathy, chronic anger).

Social structures have further entrenched 
these disparities by limiting opportunities and 
creating barriers to the successful engagement in 
the legitimate economy. Rates of incarceration in 
the USA are among the highest in the world and 
disproportionately impact people of color and 
impoverished communities (Mauer 2011). The 
ramifications of this circumstance extend far 
beyond the damage to an individual’s life, how-
ever devastating that might be. It affects their 
families, communities, public safety, emotional 
health, and financial security. The resources 
available for education, and by extension its qual-
ity, are determined locally and based on tax rev-
enues. Those revenues are decidedly lower in 
impoverished communities, limiting opportuni-
ties for higher education and access to well- 
paying jobs. Underemployment and hopelessness 
are common in these circumstances, and partici-
pation in alternative illegal economies appears to 
be the only means of escape to many. Once again, 
people of color and impoverished families are 
most severely affected. Access to health care, 
healthy foods, transportation, legal resources, 
and healthy recreational activities are all 
adversely affected in distressed communities 
(Picket and Wilkinson 2009).

These demographic shifts have created 
increased demand for services in publicly 
financed mental health facilities. One of the 
tenets of community psychiatry has always been 
the recognition that social justice equates with 
social health. It follows that treatment and 
empowerment of underserved populations and 
communities are part of what is needed to achieve 
greater balance. Public psychiatry began in state 
institutions, but as people were moved out of 
these hospitals and into the community, new ven-
ues and modalities of care were needed. The sub-
specialty of community psychiatry emerged from 
this. Through the work of psychiatrists in mental 
health centers, jails, and prisons, substance use 
treatment programs, homeless shelters, and in the 
streets, an identity was created. Community psy-

chiatry may be considered a primary care spe-
cialty, but its emphasis on community health, 
prevention, empowerment, and advocacy creates 
a more complex profile and sets it apart from that 
simple formulation. These elements are essential 
aspects of establishing a social order that respects 
the rights and meets the needs of all members of 
the larger community.

 Politics

The demographic shifts discussed above are 
obviously related to political determinants that 
have overridden the constitutional intentions of 
the US republic. Even as the words of the 
Constitution and the Bill or Rights were being 
written, large portions of the population were 
excluded from its protections and from participa-
tion in political processes. Putting aside these 
deliberate transgressions, the two-party system 
and the assertion of states rights in the federation 
have been the source of conflicting interests and 
great antagonisms. The stalemates resulting from 
partisan squabbles have made it difficult to pass 
needed legislation and take advantage of oppor-
tunities to find non-partisan solutions to urgent 
problems. While this has been markedly limiting 
in the early part of this century, it has plagued 
American politics of most eras.

The veto by President Pierce of legislation 
that would have established a role for federal 
governments financing of mental health care in 
1854 and the Mental Health Centers Act of 1963, 
which did the opposite over 100  years later, is 
one example of the shifting winds of politics and 
how they affect mental health care (Feldman 
2012). The availability of resources to treat men-
tal illness and substance use disorders has been a 
very small part of the healthcare budget, despite 
evidence that it is one the major sources of dis-
ability. The Federal Medical Assistance 
Percentage (FMAP) is the degree to which the 
federal government contributes to a state’s 
Medicaid expenses. These matches have been 
available for 75 years with the intention of equal-
izing the quality of care across state borders. 
Despite the greater contributions in federal 
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matching funds to poorer states, large disparities 
remain in per capita spending for Medicaid and 
behavioral health services from state to state. 
Fragmentation in the administration and financ-
ing of various service sectors has resulted in 
competition for resources and the formation of 
discreet funding streams that interfere with 
attempts to integrate care for the large number of 
people with coexisting and chronic health prob-
lems (Everett et al. 2012).

Although it appears that we have come a long 
way from the days when people with mental ill-
ness were imprisoned and shackled, US prisons 
and jails have become the most common recep-
tacle for people with mental illness and substance 
use (Pinals 2017). Many of those inmates are vic-
tims of severe mental illness, substance use, and 
the “diseases of despair.” The incarceration of 
these individuals only exacerbated these condi-
tions and placed many in a seemingly endless 
cycle of homelessness, hospitalization, and incar-
ceration (Dvoskin et al. 2017). As noted earlier, 
this has had a significant impact on the communi-
ties from which they come. The “War on Drugs,” 
waged throughout most of the latter twentieth 
century, has actually been a war on the people 
that use them and has been a major contributor to 
the swollen prison population. At the same time, 
it did little to ebb the flow of illegal substances 
into US communities. Little was done to reduce 
the harm caused by substances until they touched 
more affluent members of society. It has only 
been since the 2010s that the fallacy of punitive 
solutions to social problems has become more 
widely recognized and politicians on both ends 
of the political spectrum have sought penal 
reform and harm reduction strategies. Although 
adequate resources are not yet available to meet 
the demand for treatment, there is now greater 
recognition in political circles of its advantages 
over punishment.

Unlike most developed countries, the USA 
has allowed market forces and for-profit business 
interests to be the major drivers of the structure 
and priorities of the healthcare system. This has 
been increasingly responsible for the poor out-
comes and high costs of services in the 
USA.  Corporate interests have always had sig-

nificant influence in American politics, but their 
influence has grown steadily over the years since 
the rapid industrialization of the Gilded Age in 
the late nineteenth century. Politicians have been 
beholden to corporate donations for their election 
and reelection, and this has made it very difficult 
to reform health care so it is less costly and more 
responsive to the needs of the population. Both 
public and private payers have often limited cov-
erage of mental health and substance use disor-
ders with the dubious belief that this will 
minimize their expenses. The Mental Health 
Parity ACT of 2007 attempted to equalize cover-
age for behavioral health (BH) care with respect 
to physical health coverage, but change has come 
about slowly as health plans have resisted full 
parity and enforcement has been difficult. 
Restrictive medical necessity criteria used by 
managed care organizations have maintained 
these disparities, but recent lawsuits and addi-
tional legislation in many jurisdictions have 
begun to unravel the web of obstacles to the 
access to comprehensive BH services (Wit v. 
UBH 2019).

 Science

Unlike most other diseases, the pathophysiology 
of emotional health problems has remained 
obscure throughout medical history. Through 
most of its existence as an identified medical spe-
cialty in the nineteenth century until the middle 
of the twentieth century, there were very few 
proven treatments that fit into a biologic model of 
mental illness. Despite this, many crude physical 
treatments were devised and carried out, mostly 
serving to subdue and control people with emo-
tional disturbances. Prefrontal lobotomies, ice 
baths, and insulin shock are a few examples of 
this.

During this same period, the development of 
humanistic and intellectual therapies was devel-
oped based on theories of the “mind” rather than 
the “brain.” Although these approaches struggled 
to produce evidence for their effectiveness and 
had limited application for people with more 
severe mental illnesses, they had great appeal to 
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well-educated and affluent elements of society. 
These two paradigms divided the psychiatric 
community, and their relative dominance varied 
much like how a pendulum swings over this 
period.

While this dialectic continues into the present 
era, significant changes occurred beginning in the 
second half of the twentieth century that changed 
the content of the discussion. One was the 
advance of psychotherapy research, which was 
shown to be effective for certain clinical syn-
dromes. At the same time, ongoing elucidation of 
the neurophysiology of the brain, the biologic 
aspects of human behavior became more compel-
ling. The resulting development of pharmaco-
logic agents, which to varying degrees mitigated 
the symptoms of emotional disturbances, further 
contributed to the legitimization of biologic treat-
ments and a decided swing of the pendulum back 
in the direction of a “medical model” for mental 
illness. Combined with the high cost of psychiat-
ric services compared to those of other mental 
professionals, this shift has resulted in psychiatry 
taking a more limited role, focusing mostly on 
medication management, with less training 
in and fewer opportunities to engage in various 
psychotherapies and especially psychosocial 
treatments.

Despite this shift, it was during this same 
period that community psychiatry solidified its 
identity with the establishment of CMHCs, com-
munity funding by localities, and especially 
Medicaid to support community-based treatment. 
This development brought with it greater recog-
nition of environmental influences on emotional 
health, the interaction of co-occurring illnesses, 
the development of psychosocial rehabilitation, 
and an increased emphasis on the emotional 
health of communities and prevention. 
Community psychiatrists did not eschew treat-
ment with medication but rather saw it as one ele-
ment of more comprehensive service planning. 
Engel (1980) articulated this holistic approach as 
the biopsychosocial model of the determinants of 
mental illnesses. In partnership with those in 
recovery from mental illnesses and substance 
use, a recovery-oriented paradigm for clinical 

care evolved that emphasized hope, collabora-
tion, and affiliation. This approach was codified 
in the President’s New Freedom Commission 
Report in 2003 (Hogan 2003) and in the 
SAMHSA Recovery to Practice initiative that 
was funded from 2008 to 2016 (AACP/APA 
2012).

During this same period, EBPs in community 
psychiatry have expanded greatly. Services 
research has been the basic science of commu-
nity psychiatry, and many non-pharmacologic 
EBPs have been identified. The limitations of 
biologic treatment in alleviating the symptoms 
related to emotional disturbances arising from 
social determinants of mental health such as pov-
erty, discrimination, and social disruption have 
become evident, and the simplification of unnec-
essary polypharmacy and assistance with medi-
cation discontinuation has become an integral 
part of community psychiatric practice.

 Professional Identity

Psychiatry had its origins as a specialty with the 
formation in 1844 of The Association of Medical 
Superintendents of American Institutions for the 
Insane in Philadelphia. Many of these facilities 
provided “Moral Treatment,” in which clients 
were treated with kindness and encouraged to 
engage in productive and social activities. Despite 
this promising start, the profession and the treat-
ment it provided diverged considerably from this 
beginning for more than 100  years. Many psy-
chiatrists continued to work in state hospital set-
tings during this period, but treatment moved 
steadily toward control and custodial care. It was 
not until the latter part of the twentieth century 
that humanistic, recovery-oriented services 
(ROS) once again became a prominent aspect of 
community psychiatry (Sastry 2021; Amadeo 
2018).

The establishment of CMHCs in the late 
1960s created a new venue for psychiatric treat-
ment and the opportunity to develop creative 
approaches to meeting the needs of people with 
severe mental illness. Group therapies, family 
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therapy, and the development of supportive ser-
vices grew out of this new environment. It also 
brought psychiatrists working in these settings 
into closer contact with the communities in 
which they served, and with that, a greater 
awareness of the environmental factors, such as 
poverty, violence, and racism, that had an 
impact on emotional health. These develop-
ments took place in the context of social disrup-
tion related to the civil rights movement, the 
unrest related to the Viet Nam War, and the 
expansion of a drug culture in neglected com-
munities. This experience was the backdrop for 
the incorporation of social justice and a public 
health emphasis into the mindset of the psychi-
atrists working in these settings.

Psychiatrists played a prominent role in the 
leadership and administration of community 
mental health centers at their inception. By the 
1980s however, reduced funding, lack of ade-
quate training for those roles, and the need to 
maximize billing in FFS systems forced many 
psychiatrists out of those roles. These changes 
were the impetus for the formation of the 
American Association of Community Mental 
Health Center Psychiatrists in 1985, later 
becoming the American Association of 
Community Psychiatrists in 1987, and more 
recently the American Association for 
Community Psychiatry (AACP) in 2019. These 
name changes reflect the evolving focus of the 
organization. While the initial formation 
revolved around defining the leadership role of 
community psychiatrists, the organization 
quickly moved toward an emphasis on serving 
underserved populations and disrupted com-
munities and currently on its collaboration 
with other stakeholders in delivering psychiat-
ric care. The AACP developed a series of clini-
cal tools, service guidelines, and position 
statements regarding systems of care that 
brought this subspecialty recognition, even 
though only a small percentage of community 
psychiatrists actually became members.

The systems in which community psychia-
trists worked were far from ideal. In most cases, 
resources were scarce, and it was no easy task to 

obtain all of the services that were required to get 
people on the road to good health. Clearly, 
beyond the clinical interventions that were 
deployed to address emotional health issues, it 
was also necessary to advocate for both individ-
ual clients and system changes in the face of 
political, social, and cultural barriers. Although 
advocacy activities were not necessarily part of 
mainstream psychiatric identity, it has been a 
hallmark of community practitioners as they 
work with the members of society who have the 
greatest need. The AACP and several other 
national and local organizations have often joined 
together to promote needed changes in systems 
of care.

These influences coalesced to create an iden-
tity unique to community psychiatrists, consist-
ing of:

• A relationship-centered, recovery-oriented 
approach to clinical care

• An emphasis on prevention, health promotion, 
and community health

• Advocacy for social justice and equal 
opportunity

• A focus on comprehensive integrated systems 
of care

• Provision of leadership and interdisciplinary, 
interagency, and community collaboration

In the early part of the twenty-first century, 
interest in community psychiatry has grown rap-
idly. In 2007, there were two advanced training 
programs in public and community psychiatry, 
but by 2022, there were 26, training over 60 psy-
chiatrists annually to work in community service 
settings. In 2010, the AACP began offering a cer-
tification examination to eligible community psy-
chiatrists. The need for psychiatrists in 
community settings far exceeds the supply, and 
greater numbers of psychiatrists are spending at 
least part of their time in these community set-
tings, even if they do not actively identify as 
community psychiatrists or embrace all of its 
principles. Community psychiatry may be vari-
ably defined, but its principles would serve all of 
psychiatry well. It is a primary care psychiatry, 
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which calls its members to be proficient in a vari-
ety of ways, to meet the needs of the communi-
ties they serve.

 A Vision for the Future 
of Community Mental Health 
and Psychiatry

Throughout this book, the basic building blocks 
of community psychiatry have been laid out and 
applied to the construction of a comprehensive 
vision of community mental health. This section 
will attempt to offer a coherent and concise over-
view of that vision and its relationship to psychi-
atry in general and health care overall.

 Clinical Care

Providing clinical care to underserved popula-
tions has been the hallmark of community psy-
chiatry throughout its evolution. With the 
development of psychiatric rehabilitation and 
recovery-oriented services, collaborative and 
empowering relationships became a dominant 
part of the clinical approach, with motiva-
tional interviewing incorporated as a frame-
work for achieving them. Continuing to move 
clients out of custodial and restrictive circum-
stances and putting them on track to achieve 
their full potential will continue to be a prior-
ity. Facilitation of autonomy, hope, and affili-
ation will provide a pathway to meaningful 
and fulfilling lives. A holistic view of individ-
ual health must include the capacity to address 
physical health issues as well as those of emo-
tional health and to draw the lines that will 
allow clients to connect them.

 Systems of Care

Clinical care can only be as good as the systems 
in which it is delivered. The service system must 
evolve in a manner that assures that a comprehen-
sive service plan can be delivered. A comprehen-

sive array of services must be available that allow 
these service plans to be customized to individual 
needs. This will include the ability to provide 
adequate shelter, nourishment, and resources that 
allow all individuals to access needed services 
and live safely. The efficient use of resources, 
eliminating administrative waste, judicious use 
of expensive interventions, and value conscious 
prescribing will help offset some of the expense 
of expanded services.

The financing of services must be realigned to 
provide incentives for provider organizations to 
offer high-quality care as their prime goal, while 
exploiting available funding to achieve it as best 
as fiscal realities can absolutely tolerate, and 
doing so without excessive administrative over-
sight. This realignment will encourage innova-
tion and allow providers to design the services 
that best meet the client’s and community’s 
needs. Integration of financing for mental health, 
physical health, and substance use services will 
help assure that every entryway is the right one 
and that all people in need will be welcomed. 
Such value-based reimbursement arrangements 
that eliminate the cumbersome and inefficient fee 
for service funding should prevail.

Training of professionals entering the field, 
as well as those who have worked in the 
trenches for many years, must incorporate the 
principles and skills that help define commu-
nity psychiatry. Early career psychiatrists and 
trainees must have access to supervision and 
mentors that can prepare them to practice effec-
tively in the community and allow them to work 
collaboratively with other members of the 
healthcare team. Opportunities for transdisci-
plinary training will be an essential aspect of 
new training initiatives.

 Prevention and Community Health

A complete vision for community mental health 
cannot be realized without an emphasis on pre-
vention and its relationship to overall commu-
nity health. Primordial prevention will include 
the local economy and jobs, the status of human 
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rights, housing stock, broad social welfare pol-
icy, and universal environmental engineering to 
assure that communities are safe (i.e., free of 
toxins and violence) and allow residents to 
access the resources (i.e., nutritious food and 
housing) and services that they need. They are 
augmented by primary prevention efforts such 
as aspects of basic primary care, nutrition, and 
broad psychoeducational interventions. These 
efforts will reduce exposure to adverse child-
hood experiences (ACEs) and diseases of 
despair. Associated stress reduction will miti-
gate the manifestations of illness experienced 
by those with severe mental illnesses. The 
reduction in the incidence of illness will also 
allow systems to meet the needs of individuals 
who do become ill more effectively.

Healthy communities provide significant sup-
ports to their residents in the form of social and 
recreational activities, youth programs, religious 
affiliations, advocacy activities, and assistance to 
those in need. Bringing resources and profession-
als experienced in community organization to 
distressed communities will reduce the detrimen-
tal health effects their residents experience. 
Enhancing education and employment opportu-
nities will also strengthen the community’s 
capacity to thrive.

Community psychiatrists and other behavioral 
health clinicians may not have a direct role in pri-
mordial or primary prevention activities or in 
strengthening communities, but their understand-
ing of the impact of the factors that contribute to 
illness will allow them to be more empathic and 
fashion their clinical activities more realistically. 
They can participate in selective and indicated 
prevention efforts that will provide critical atten-
tion to those at greatest risk. Routine secondary 
prevention activities (i.e., screening, early detec-
tion, and treatment) will be especially helpful in 
primary care settings. Incorporation of these 
interventions will allow them to contribute to the 
reduction in the prevalence of illnesses in the 
communities they serve. Training must provide 
this perspective and focus a greater percentage of 
its instruction on prevention and health promo-
tion rather than illness.

 Public Policy and Social Justice

Envisioning an ideal social order for community 
mental health and well-being cannot be con-
structed without consideration of the inequities 
sustained by current social policy and the dis-
criminatory practices that adversely affect all 
members of society, either directly or indirectly. 
Among the most egregious factors associated 
with community distress are the discriminatory 
and punitive criminal justice system, and the 
disparate quality of education, employment, and 
health care for the privileged relative to the 
underclass. Gun violence, the war on drug users, 
and the suppression of participation of the 
underclass in a distorted democratic process are 
also significant factors associated with social 
decay.

Reduction and elimination of these factors are 
critical aspects of the prevention agenda described 
above. Community mental health professionals 
must play an active role in changing the political 
agenda in partnership with the individuals and 
communities that they serve. Concerted advo-
cacy and community awareness will emanate 
from a shared vision for a more harmonious 
future and leadership from the mental health pro-
fessional community in bringing it to fruition. 
Compiling convincing evidence of the negative 
impact of the existing disparities on people of 
privilege will be required to enact needed changes 
for a safer, less wasteful, and less threatening 
social order. The unfortunate impact of climate 
change, institutional violence toward under-
classes, and the pandemic of 2020 will create 
opportunities to make this case more 
convincingly.

This vision for community psychiatry and 
mental health ought to be the vision for psychia-
try in general. Although there will no doubt be an 
ongoing need for psychiatric specialists in areas 
such as research, forensics, pharmacology, or 
refractory conditions, transforming general psy-
chiatry to embody the knowledge and skills enu-
merated here would produce a workforce that is 
better suited to function in a system oriented 
toward primary care, which will be required to 
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meet the needs of the population. These ideals 
should not be confined to a small group of psy-
chiatrists bold enough to expand their scope of 
practice.

 A Contemporary Perspective 
on the Environment of Community 
Psychiatry

Twenty years into the twenty-first century, the 
complexion of community mental health has 
undergone significant changes. The provision of 
adequate psychiatric care requires creative 
thinking for many of the challenges that lie 
ahead. It has become clear that the scope of psy-
chiatric practice must extend beyond psychia-
trists, and new models for the profession must 
emerge. This section will use a modified format 
of a SWOT (strengths, weaknesses, opportuni-
ties, and threats) analysis to consider the envi-
ronment from which this new paradigm will be 
formed. As is often the case, the line between 
strengths and weaknesses or opportunities and 
threats can be a thin one in a dynamic environ-
ment. In the best scenario, planners will attempt 
to use their strengths to overcome some of their 
weaknesses and turn threats into opportunities. 
For that reason, this section will first look at 
weaknesses and threats, followed by strengths 
and opportunities.

 Weaknesses

Psychiatrists who identify as community psychi-
atrists can see themselves as mavericks, outside 
the established order of the profession. With this 
perception comes a reluctance to join guild orga-
nizations such as the American Psychiatric 
Association. This mindset has hampered the abil-
ity of the AACP, which has fashioned its mission 
differently from guild groups, to achieve penetra-
tion with its vision and to recruit and effectively 
grow the organization. This has arguably limited 
its capacity to fully promote the agenda of com-
munity psychiatry.

In addition, the value of community psychia-
try has not been widely recognized by adminis-
trative and management professionals working in 
the field, and many of the positions available in 
the public sector have been poorly compensated 
and supported. FFS funding created direct ser-
vice volume, or “productivity” pressures that 
were unrewarding to many practitioners and 
exposed them to potential burnout. Although 
these conditions have become somewhat less 
common, and well-trained psychiatrists have 
become more adept at negotiating more favorable 
working conditions, some of these negative per-
ceptions associated with community practice 
persist.

Another factor that has limited attraction to 
community psychiatry is a lack of prestige or 
respect that community psychiatrists receive 
within the psychiatric community at large. This 
has been most significant in the academic set-
tings where most psychiatrists are trained. Grants 
for services research are more limited than for 
those related to biologic research and so they are 
less valued by psychiatric departments. Well- 
trained community psychiatrists with faculty 
positions often have limited time allocated for 
teaching, leaving trainees with little exposure to 
role models and mentors. Space in the curricula 
of training programs often devote minimal time 
to topics related to community psychiatry, indica-
tive of how these topics are valued. This is not 
lost on trainees.

These factors have limited the strength of the 
workforce and the discipline. Without significant 
numbers of well-trained community practitioners 
joining together to promote the agenda of com-
munity psychiatry, the political influence of the 
field and the organization that represents it is 
diminished.

 Threats

There are several issues and conditions that may 
stand in the way of progress toward solidifying a 
prominent place for community psychiatry in the 
healthcare spectrum. While some of these items 
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may have immediate and predictable aspects, 
many of them loom in the future, and it is  difficult 
to determine their evolution and impact. This dis-
cussion will begin with those which are most 
apparent.

Political polarization and power struggles 
have made it difficult to move legislation of any 
kind forward. Conservative political forces have 
stood in opposition to measures that would estab-
lish universal health insurance. Progressive inter-
ests are more likely to support these measures, 
but a politicized judicial system could further 
complicate the establishment of any successful 
legislative intervention.

If this scenario, with its related issues of social 
welfare, is not disrupted, societal unrest could 
grow, correctional reform could flounder, and 
homelessness may continue to plague individuals 
and communities. In our view, corporate interests 
will continue to set the health care and social 
agenda. While these conditions create the dis-
eases of despair that community psychiatrists are 
best equipped to manage, need will outstrip the 
supply of these professionals, and resources will 
likewise be inadequate.

Complicating the need for a larger, more 
diverse, and well-trained workforce is the relative 
academic conservatism of many departments of 
psychiatry and their associated training pro-
grams. It may prove difficult to penetrate the con-
tent of these programs and reopen the narrowed 
scope of practice that has been promulgated by 
professional training curricula. While the 
American Psychiatric Association has elected 
officers who have been leaders in community 
psychiatry in recent years, their influence is tran-
sient with a 1-year term, and the permanent 
administrative leadership has not robustly 
embraced the principles of community psychia-
try as well. For example, The Institute for 
Psychiatric Services, a major community- 
oriented conference held annually by the APA, 
had been under attack from within the organiza-
tion for many years, and its survival was chroni-
cally uncertain. The meeting was reorganized 
and renamed the Mental Health Services 
Conference in 2021, but whether it will continue 

to support the aims of community psychiatry has 
not been determined at the time of this writing. 
This is one example of the lack of support for the 
community psychiatry agenda from the profes-
sion’s strongest organization.

The pandemic of 2020 created some dra-
matic changes in lifestyles that were very 
stressful for individuals, particularly for those 
living in crowded urban environments. It is not 
yet clear the extent to which the effects of iso-
lation, economic disruption, unemployment, 
and fear will have a lasting impact in the years 
to come. It has become clear however that 
exposure to infection and other environmental 
toxins falls disproportionately on minorities 
and people of lower economic status. Leaving 
a portion of the population without health 
insurance, and otherwise vulnerable to envi-
ronmental threats, adversely affects the entire 
population. Similarly, the impact of climate 
change has been of growing concern as it cre-
ates increasing social and economic changes 
that threaten to overwhelm the systems that 
serve impoverished populations, community 
psychiatry among those that will be taxed.

 Strengths

Community psychiatry has made great progress 
in establishing a sturdy identity. It has largely 
overcome a past in which it was not uncommon 
to find that many in the mental health community 
had difficulty defining the field. Its elements were 
splintered, often identified with other designa-
tions, such as public psychiatry or social psychia-
try. Part of this newly established identity has 
been rooted in public service and relationship 
building, characteristics that are attractive to 
many medical students entering the profession. 
Recovery-oriented care is now well established 
as its philosophy of care, providing a coherent 
paradigm that extends beyond clinical care and 
will guide adherents in a variety of activities that 
define community psychiatry (e.g., leadership, 
advocacy, program development, and quality 
improvement).
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The development of a well-trained workforce 
through dedicated training programs is a growing 
asset. Collaboration with allied professionals has 
strengthened the capacity of the system to accom-
modate expanding needs. There are now well- 
established resources for community psychiatric 
practice. Evidence-based practices, clinical 
guidelines, and decision supports tools are part of 
that expanded catalogue. Services research pro-
vides a mechanism to grow the scope of resources 
further. The knowledge base for the application 
of the principles of community psychiatry has 
been well defined through training curricula and 
a certification examination. While the number of 
psychiatrists remains far from adequate, the per-
centage working in community settings is grow-
ing, along with interest in advanced training.

The AACP provides a home base for clini-
cians who identify with community psychiatry 
and has ably represented the interests of the field. 
It has taken an active role in promoting social jus-
tice, cultural sensitivity, and trans-professional 
reforms, which enhances community psychia-
try’s appeal to minority clinicians. This diversifi-
cation will better serve multicultural communities 
as they grow.

 Opportunities

The growing interest and practice of community 
psychiatry creates some opportunities to change 
some of the vulnerabilities described above. As a 
larger percentage of psychiatric care is delivered 
in publicly financed service centers, the need for 
an expanded and well-trained workforce will 
continue to increase. Graduates of fellowships in 
community psychiatry are more likely to take 
faculty positions in academic centers, increasing 
the exposure trainees will have to the discipline 
and the availability of mentors to nurture their 
interests. The presence of more community psy-
chiatrists in academic settings will also open up 
possibilities for curriculum reform with greater 
inclusion of skills (group facilitation, leadership, 
program planning, consultation, advocacy, etc.) 
and topics to prepare graduates of general adult 
and child psychiatry programs to work more 

effectively in the community and be better pre-
pared to practice in a new treatment 
environment.

This latter point relates to another opportu-
nity that healthcare reform could provide. As 
the strength of the psychiatric workforce 
increases, pressure to make necessary changes 
in the system can be expanded. The growing 
need for psychiatric care will require a refash-
ioning of the scope of practice for the profes-
sion even if the numbers of medical students 
choosing psychiatry grows significantly. With a 
large portion of the current workforce approach-
ing retirement, reliance on allied professional 
prescribers must grow, and psychiatrists will be 
called upon to spend a greater portion of their 
time in consultation and supervision and for 
curricula to provide a wider range of expertise. 
Advancing technology will change the way that 
many services are delivered to expand access to 
psychiatric care. The pandemic of 2020 demon-
strated what can be accomplished via remote 
platforms. New arrangements for reimburse-
ment will be required to support this changing 
work environment.

The social unrest and protest, fomented by the 
pandemic, violence directed toward people of 
color, and signs of relentless climate change, may 
be a force that will open doors for social change 
that will better meet the needs of the disenfran-
chised and oppressed members of the population. 
Advocacy from community psychiatrists for 
change within the profession and in the structure 
of its institutions will be more compelling in this 
environment. Issues such as penal reform, gun 
control, and eradication of homelessness can be 
more clearly connected to their impact on public 
health and the well-being of all members of 
society.

 Realizing the Vision: Strategies 
for Progress

It is not as difficult to imagine an ideal environ-
ment for community mental health as it is to fig-
ure out how to achieve it. There are clearly some 
opportunities that would move the field closer to 
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that ideal, but also some factors that threaten to 
block any progress toward it. As noted earlier, the 
challenge will be to use the strengths of CP in a 
thoughtful planning process to overcome some of 
those barriers. Multiple strategies and an incre-
mental, step-by-step process may be needed to 
develop communities ready for the challenges the 
future holds.

 First-Person Strategies

Some of the issues identified in the vision can be 
addressed simply, by individual community psy-
chiatric clinicians. Relationship building, 
recovery- informed care, evidence-based and 
cost-conscious prescribing, holistic service plan-
ning, and the use of motivational techniques are a 
few of the basic interventions that individual psy-
chiatrists can engage in without a significant 
increase in resources or “permission” from the 
system. Self-education or CME activities will 
enable the acquisition of necessary knowledge 
and skills to deliver this care. Those who are 
committed to meaningful change will find a vari-
ety of voluntary activities that can further these 
goals. Advocacy may take several forms, ranging 
from helping individual patients to access the ser-
vices and resources they need for recovery, to the 
active education and persuasion of the public and 
elected officials regarding the social and policy 
issues that must be in place. These activities will 
be considered further in the following sections.

 Local Systems Strategies

On a local level, psychiatric care providers work 
in systems that are imperfect. In some cases, 
these local systems are constrained from making 
changes by the larger systems in which they 
reside, but in many cases, opportunities for 
improvement exist. Even in the context of high- 
volume demands, psychiatrists can often find 
time and encouragement to participate in pro-

gram development and quality improvement 
activities, particularly when they are knowledge-
able about the systems in which they work and 
understand the financial realities that must be 
addressed. Clearly, psychiatrists will be most 
effective in these activities in collaboration with 
others who have similar values and concerns. 
Transdisciplinary consensus and action in col-
laboration with local advocacy organizations 
composed of people in recovery and/or their fam-
ily members will have greater impact than a nar-
rowly defined interest group.

While there may be limits to the expansion of 
public funding for clinical and supportive ser-
vices, engagement with private foundations and 
grant applications may offer some opportunities 
to meet growing needs for services and for the 
development of innovative programming. 
Developing an evidence base for this program-
ming will increase the chances for their survival 
beyond the life of grant funding. However, data 
gathering must extend beyond academic settings 
and the limited availability of grant funding. 
Data-driven care can permeate all services and 
demonstrate their value to the system, or the lack 
thereof. Development of clinical systems that 
reduce fragmentation (e.g., common electronic 
health record, unified treatment plans, unified 
service intensity criteria, and especially inte-
grated, value-based funding) can be implemented 
on local levels with concerted efforts by 
stakeholders.

Perhaps the most effective strategy for system 
transformation is also the most difficult to 
achieve. Engagement with the community, par-
ticularly those which community mental health 
clinicians typically serve, is often fraught by per-
ceptions formed from years of neglect, discrimi-
nation, and exclusion. Building trust and 
developing partnerships can be a slow and pain-
ful process, but one that is necessary and worth-
while. Perceptions and mistrust that exist locally 
are often determined by structures and policies 
kept in place by larger systems, which will now 
be considered.
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 Larger System Strategies

Many of the changes that are critical to the path-
way toward healthy communities are obstructed 
by public policy and laws that emanate from 
local, state, and federal governments. While 
divided and contentious government often cre-
ates stalemates when progressive policies are 
considered, compelling arguments for just social 
policy, based on sound data may be a basis for 
consensus and bipartisan support. Moral indigna-
tion and self-righteous scolding will find little 
purchase, but respectful engagement with those 
with apparently incongruous political views may 
result in the discovery of common ground and 
create opportunities for incremental changes. 
Epidemiologic information related to demo-
graphic variables will be an important element 
for success. Because American politicians always 
have a view toward the next election, public opin-
ion in their districts can have a significant impact. 
In that regard, public education around the impli-
cations of inequalities and injustice may shift 
voter’s perspectives.

Efforts to engage politicians and change pub-
lic opinion will be most successful when broad 
collaboration with multiple stakeholders is in 
place. Community psychiatrists must overcome 
their reluctance to “join” in order to have a stron-
ger voice and increase their influence. 
Organizations like the American Association for 
Community Psychiatry and the Global Alliance 
for Social Justice in Mental Health (formerly 
Orthopsychiatry) attempt to develop a coalition 
of professionals to advocate for the elements of 
the community mental health agenda, but they 
need to grow their membership to be successful. 
Penetration of other organizations such as the 
American Psychiatric Association or the 
American Medical Association will be crucial to 
the effort to shift their agendas to be more in tune 
with community mental health rather than pro-
fessional interests.

Voters’ decisions are often based on personal 
interests and emotional responses to the events 
and circumstances of their environment. These 
responses and perceptions have become increas-
ingly influenced by confusion regarding the 

accuracy of the information to which they are 
exposed. Misinformation and propaganda have 
become part of their daily lives and have fostered 
a mistrust of science. Changing those responses 
is difficult. The pandemic of 2020 and the eco-
nomic disruption associated with it, growing pro-
test over discriminatory laws and their 
enforcement, and calamities associated with cli-
mate change will help illustrate how each voter is 
negatively affected, and using that illustration to 
change voting behavior may give greater success 
to public education efforts. It can only succeed 
through the discovery of consensus and broad 
promotion of the prevailing wisdom.

 Closing the Book

Sixty-two chapters later we have come to the end 
of this textbook. The length of the book has 
grown along with the breadth of the topics con-
sidered in this second edition. Our hope is that 
this project will provide an ongoing resource for 
professionals working to promote community 
mental health and especially for community psy-
chiatry. The continued recognition of its profes-
sional identity and the values it represents will 
eventually determine the success of the vision 
laid out in this final chapter. The definition of that 
identity has grown and embodies the ideals of 
many who have chosen to go into medicine. An 
increased understanding of the significance of 
emotional health issues in the overall health of 
individuals and communities will hopefully 
attract these individuals to join us in our pursuit 
of healthy communities that are inclusive, sup-
portive, and fair for everyone.
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