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Caring for Persons
with Serious Mental Illness:

Policy and Practice Suggestions

Steven P. Segal
Sharon Riley

ABSTRACT. This article places evidenced-based knowledge of prac-
tice within the social context of care and proposes five policy objectives
and specific policy and program changes to address care needs of people
with serious mental illness. In spite of demonstration programs that pro-
vide the basis for proposed policy initiatives throughout the United
States, treatment provision for this population remains inadequate and
their safety and well-being continues to be at risk. The authors suggest
that treatment initiatives need to be tied to stable policies protecting the
mentally ill from adverse social context changes. The authors conclude
that policies are needed that will enhance housing assistance, independ-
ent social functioning, personal empowerment, and treatment engage-
ment. In addition, efforts are needed to make better use of inpatient
hospital care, to better understand the role of assisted treatment, and to
better develop consistent long-term fiscal support for the seriously men-
tally ill. They offer specific policy recommendations for changes in HUD
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programs, Medicaid and Medicare funding, and treatment programming that
address these needs. [Article copies available for a fee from The Haworth Document
Delivery Service: 1-800-HAWORTH. E-mailaddress:<docdelivery@haworthpress.com>
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There is expanding emphasis on evidenced-based model programs
combining psychosocial treatment with the effectiveness of new psy-
choactive medications in meeting the care needs of people with serious
mental illness. This emphasis is reflected in demonstration programs
that are the basis for proposed policy initiatives throughout the United
States. Nevertheless, in spite of these efforts, both mental health ser-
vices researchers and various stakeholders concur that treatment provi-
sion for this population is inadequate and the population’s safety and
well-being continues to be at risk (Lamb, 1998; Lamb & Bachrach,
2001; Lamb & Weinberger, 1998; Munetz, Grande, & Chambers,
2001). All involved have an increasing concern for the welfare of the
seriously mentally ill–i.e., their deteriorating health and mental health
status, their increased involvement with the criminal justice system, and
their experience of the consequences of abject poverty and homeless-
ness (Baumohl, 1996; Blau, 1992; Burt, Aron, Lee, & Valente, 2001;
Huston & Clapham, 1999). This article places evidenced-based knowl-
edge of practice within the social context of care and proposes five pol-
icy objectives and specific policy and program changes to address
observed patient care needs.

THE SOCIAL CONTEXT OF TREATMENT

The mentally ill are extremely vulnerable to adverse social context
changes and treatment is not robust–i.e., its positive contributions are
easily overwhelmed by negative circumstance. The social context of the
seriously mentally ill is fraught with negative circumstances.

Serious mental illness frequently leaves people in abject poverty and
exposes them to all the risks associated with a poverty life style. Per-
haps the most adverse consequence of living in poverty is premature
death. Early death due to tuberculosis has long been associated with
poverty conditions to cite but one example. Many researchers have re-
ported elevated age specific death rates among the seriously mentally ill
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along with an unstated assumption that early death is somehow linked
to their illness (Tsuang, 1978; Mortensen & Juel, 1990). Yet, one half
of this elevation in death rates reported for people with schizophrenia
can be attributed to the poverty circumstances in which they reside
(Segal & Kotler, 1991).

Poverty and a lack of affordable housing are responsible for home-
lessness among the seriously mentally ill. Deinstitutionalization, per se,
is not directly responsible for the mentally ill on the streets; rather, it is
the way the policy has been implemented (Lamb, 1984; Lamb, Bachrach, &
Kass, 1992) or more accurately the way its objectives have been under-
mined by other policy initiatives and economic priorities. At the outset of
deinstitutionalization efforts, there was a surplus of affordable housing
(Blau, 1992). The pre-1980 representation of the mentally ill among
the homeless population was about 8%; today it is about 33% (Segal &
Baumohl, 1988). Thus, a full decade after deinstitutionalization began
much of the seriously mentally ill had housing. Housing policies, most
notably urban renewal, and the reduction of support for new affordable
housing, coupled with their vulnerability have put the mentally ill on the
street (Belcher & Deblasio, 1990; Lamb & Bachrach, 2001).

Research supports the observation that mental health treatment pro-
grams that have received attention as models of care flourish because of
an affordable housing component provided by the program itself (Hurlbert,
Wood, & Hough, 1996) or because of their location in areas with afford-
able housing surpluses. The successes in reintegrating the seriously men-
tally ill into the community reported in Trieste, Italy, were underpinned
by a surplus of housing in the city. Apartments for supervised residen-
tial care placements were available at a cost within the purchasing range
of service providers and government subsidy grants. Housing provision
was also a key component of the successful replication of the Program in
Assertive Community Treatment (PACT) in Sydney, Australia (Hoult,
Reynolds, Charbonneau-Powis, Weeks, & Briggs, 1983). Affordable hous-
ing was readily available in the initial PACT program in Madison, Wiscon-
sin. A randomized controlled study of Massachusetts homeless mentally ill
adults in the Boston McKinney demonstration project found that regard-
less of the original assignment to two housing types, the large majority of
clients were able to remain housed and avoid homelessness (Dickey et al.,
1996). Thus, with housing, perhaps even of the poverty type available at
the outset of deinstitutionalization (i.e., run-down boarding houses or sin-
gle-room occupancy (SRO) hotels), programs can be successful. As
noted above, urban renewal policies have eliminated affordable hous-
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ing (particularly SRO hotels) and doomed program efforts without di-
rect housing support.

The mentally ill are extremely vulnerable to the vicissitudes of the
policy process. For example, the Mentally Ill Offender Crime Reduc-
tion Grant outpatient program, a recently enacted piece of California
legislation (AB2034), aims to reduce crime, jail crowding and criminal
justice costs associated with mentally ill offenders. Through June 2004,
the California Board of Corrections will have awarded a total of approx-
imately $87.5 million to 30 demonstration projects. This is an excellent
attempt to bring comprehensive integrated care services to the criminal
justice involved and homeless mentally ill. Its reliance on the grant
mechanism for continued funding, however, instead of general budget
increases with appropriate utilization review, makes the long-term na-
ture of this effort tenuous at best and subject to cyclical changes in pub-
lic policy population interests. The ephemeral nature of such efforts are
illustrated by the limited duration of several other model program ef-
forts proceeding it (Wright-McCorquodale-Bronzan Act, 1988) and the
past use of financial incentives to foster reduced hospitalization (Cali-
fornia Mental Health Services Act, 1984). The latter incentives, de-
signed to allow the investment of inpatient care savings in outpatient
programs, were subsequently eliminated leading to reductions of over
50% of California State general fund investment in the care of the seri-
ously mentally ill (Okin, 1992). The grant mechanism for funding treat-
ment efforts contributes to a lack of program continuity and the failure
to support programs that are not “new and innovative.” Utilizing this
type of discontinuous funding disrupts the process of ongoing benefi-
cial change and negatively affects the mentally ill in the long run.

The State, perhaps most in response to fiscal incentives included in
the Federal Medicare/Medicaid legislation, has effectively abandoned
the responsibility for the mentally ill, placing it on the shoulders of in-
creasingly desperate family members who are exasperated with the of-
ten disjointed, limited and resource poor efforts of the system to help
their family members in times of greatest need–i.e., before they become
dangerous to themselves or others. The “IMD exclusion,” which limits
federal funding for the mentally ill in many settings including state hos-
pitals and other facilities considered “institutions for mental disease”
(IMDs), has created fiscal incentives for states to move patients out of
mental hospitals. This legislation along with the federal subsidies of
nursing homes and board and care (via Supplementary Security Income
(SSI)) has created a residential care calculus that makes the use of
mental hospitals, regardless of how appropriate they may be for patient
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care, a fiscally unsound decision. It has contributed to homelessness
through premature release of patients from mental institutions (Segal,
Watson, & Akutsu, 1998) and to the use of incarceration as an alterna-
tive to hospitalization (Geller, 2000). In fact, the elimination of the IMD
exclusion would in all likelihood correct the adverse transfer of care in-
centives in the Medicare/ Medicaid legislation and complete the trans-
fer of fiscal responsibility for the seriously mentally ill (initiated with
the passage of Medicare/Medicaid and SSI) from the State to the Fed-
eral government.

The origins of the State Mental Hospital in the Dorothea Dix cam-
paign was an effort to provide protection for the vulnerable mentally ill
from the vicissitudes of the negative social environments where they
were housed, i.e., in the unsegregated populations of jails and poor-
houses. We have returned to nineteenth century unsegregated care pro-
vision in corrections facilities and poor houses (now called homeless
shelters) with all of its attendant abuses. At Rikers Island alone, of the
133,000 inmates admitted in 1997, 15,000 were treated for mental ill-
ness (Butterfield, 1998). This is more than the population of Puritan
State Hospital (the largest state mental hospital) at its peak. For some
time now, the Los Angeles County jail has been viewed as the “de facto
largest mental institution in the country” (Torrey, 1998).

POLICY AND PRACTICE OBJECTIVES

Treatment does not occur in a vacuum. Serious mental illness is often
so devastating that target outcomes must address the individual’s total
life situation. There is no mind-body separation in treatment outcomes
for the seriously mentally ill, and generally medically necessary treat-
ment is a fully integrated bio-psychosocial program. Medical outcomes
not only include reduced symptoms, but also involve avoidance of ad-
verse experiences (death, violent crime, criminal detention), improved
quality of life (not just satisfaction but both independent and assisted
social functioning) and personal empowerment (enhanced control over
one’s life situation) over the long-term (for this is a long-term condi-
tion). In order to achieve such broad-based outcomes, however, medi-
cally necessary treatment cannot be tied to efforts to simply reduce
symptoms and/or prevent hospitalization; it must be anchored in poli-
cies that address the total life situation of the seriously mentally ill.
Therefore the following policy and practice objectives are proposed:
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Objective 1: Support efforts to give the mental health consumer an
active role in decisions about their own care both within profes-
sional helping relationships and through self-help programs.

The person with serious mental illness is not a passive recipient of
therapeutic intervention. They are often intelligent individuals who can
and do objectively evaluate proffered care, have a good sense of what
has and has not worked for them, and of their ability to carry out a treat-
ment plan. In order to successfully implement this objective we first,
when at all possible, need to help the person retain responsibility for
themselves and help them become maximally involved in decisions re-
garding their own care (Lamb & Bachrach, 2001). This objective is
achieved with interventions targeted primarily at the promotion of inde-
pendent social functioning with a lessor focus on assisted social func-
tioning. Aggressive social casework, similar to the Program in
Assertive Community Treatment (PACT), was effectively employed in
California, Wisconsin, Michigan, New York and other states during the
late 1960s and early 1970s. Long before the Stein and Test (1980) dem-
onstration, it was the type of social casework practiced by the Bureau of
Social Work in California and the Duchess County Unit at Hudson
River State Hospital in Poughkeepsie, New York throughout the late
fifties and 1960s. The results of such efforts are primarily gains in as-
sisted functioning. That is, reductions in the use of hospitalization,
made possible by mediated service provision that keeps the individual
out of the hospital or in more recent studies, reduces homelessness or
criminal justice detentions. The latter outcomes are made possible by
staff facilitation of housing access or intercession with criminal justice
officials. The value of such assisted outcomes should not be underesti-
mated–they make life livable for this population. These outcomes, how-
ever, do not signal an end to the individual’s vulnerability or the curing
of his/her condition. They exist as long as they are guaranteed by pro-
gram effort and once eliminated, unless progress is made in the inde-
pendent functioning area, they leave the individual vulnerable to the same
social situation. Several studies of the withdrawal of PACT services have
documented the loss of such gains supporting the observation that the ben-
efits of PACT come from mediated efforts on behalf of the patient. For
many such mediated efforts may be a lifetime requirement. At the same
time, greater efforts need to be made in identifying those for whom fuller
integration in the community is a feasible goal (Salyers, Masterton,
Fekete, Picone, & Bond, 1998) and in individualizing programs to pro-
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mote independent functioning to the fullest extent possible for each in-
dividual.

Since, in the past 30 years, it has been difficult to depend on the State
to insure continued professional treatment or environmental supports, it
is important to engage the mentally ill as actively as possible in achiev-
ing their own positive outcomes, especially the enhancement of their in-
dependent functioning.

Second, when at all possible, we need to encourage consumer led
self-help programs that involve network support and participant deci-
sion-making responsibility. The shift to managed care has increased the
difficulties of providing comprehensive care to all but the “gold card”
patients who incur excessive hospitalization costs. Limited by medical
necessity criteria, community mental health agencies have, in Northern
California, developed a division of labor with consumer-lead services.
The latter provide the social support care and the former the medication,
treatment and case management service. The extensiveness of this part-
nership has become increasingly evident in a recent study’s results on
service utilization at co-located self-help and mental health service
agencies (Segal, Hardiman, & Hodges, 2002, in press).

Self-Help Agencies provide extensive services including social sup-
port networks and vocational opportunities. The process of this service
provision enables people with mental illness to participate in meaning-
ful decision-making that enhances personal empowerment.

Objective 2: While many will need assisted involuntary treatment,
the use of imposed interventions should be carried out with caution
and only after underwriting efforts to fully involve the patient in
treatment plans to the maximum extent possible.

The objective of treatment is to provide quality care, the definition of
which lies with the various stakeholders’ perspectives in the interaction.
The mental health professionals’ perspective emphasizes technical qual-
ity in the therapeutic interventions; the patient’s perspective, personal in-
volvement in the decision process regarding their own care; and the
administrative perspective, efficiency in service delivery. From the per-
spective of therapeutic interventions, treatment objectives include the
provision of medications, psychotherapy, as well as social role sup-
ports, supplements (financial and other material assistance), and alter-
native residential environments. These interventions require the person
with mental illness to offer sound information for accurate diagnosis
and active participation in the treatment regimen. Noncompliance with
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the treatment regimen or inaccurate information on the client’s past ex-
periences leads to treatment failure.

Ways to ameliorate this unsatisfactory situation include validating
and incorporating the experiences, values, and personal goals of pa-
tients into the planning process and developing and evaluating highly
individualized treatment plans (Bachrach & Lamb, 2001; Sartorius,
1992; Heinssen, Levendusky, & Hunter, 1995). For the most severely
mentally ill (expressly, those with multiple co-morbid psychiatric con-
ditions), we need to reevaluate the scientific basis of needs assessment
methodologies and therapeutic intervention (Langle, Renner, Gunther, &
Buchkremer, 2000). The most pervasive finding in all services evalua-
tion research is that proper engagement of the client and highly individ-
ualized treatment plans lead to better outcomes.

This engagement is reflected, to cite a few examples, in the power of
individual involvement in the choice of their own residential care facil-
ity in influencing positive functioning outcomes (Segal & Aviram,
1978), the importance of patient engagement in psychiatric emergency
service (PES) outcomes (Segal, Egley, Watson, & Goldfinger, 1995),
and the general role of client involvement in self-help agency decision
making (organizational empowerment) in predicting self direction in
one’s life (personal empowerment) and improved functioning
(Segal & Silverman, 2002). In county general hospital psychiatric
emergency service (PES) units, research has reported that quality of
care was related to patient outcomes. Most notably, appropriate patient
engagement was associated with a lower probability of retention and
improved functioning at time of PES exit even after controlling for the
severity of entry problems (Segal, Eagley, Watson, & Goldfinger,
1995). At the same time, there are significant numbers of individuals
who do not appreciate the extent or danger of their disability. However,
we have a long way to go before we can successfully distinguish such
individuals from those who have experienced repeated system failures
(i.e., by way of inappropriate, inadequate, and aversive care). Such indi-
viduals are frequently unwilling to risk another attempt at system inter-
action. For example, we know that the attitudes of people toward the
mental health system are often shaped during their initial evaluation in
psychiatric emergency services, the site where most civil commitments
are initiated. A bad initial experience can deter future help seeking as
people often avoid treatment for fear of civil commitment (Campbell &
Schraiber, 1989). Also, for some patients who have been involuntarily
hospitalized, attitudes’ toward hospitalization do not become more pos-
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itive even after later acknowledging they needed it (Campbell & Schraiber,
1989; Gardner et al., 1999).

The PES under the dangerous standard can be a model of care giving
if properly supported (Segal, Lauri, & Segal, 2001). Using coercive de-
tention at other points in the civil commitment process has been less
consistent and poorly studied. Further, we have very limited under-
standing of involuntary outpatient civil commitment (IOPC), i.e., we
don’t know whether such procedures will enable people with serious
mental illness to benefit from available treatment or avoid adverse out-
comes over the long-term (Swartz et al., 2000; Steadman et al., 2001;
Hoge & Grottle, 2000; Stein & Diamond, 2000; Allen & Smith, 2000).
The benefits and costs of IOPC need to be better understood (Draine,
1997).

Objective 3: Develop a full spectrum of State sponsored housing
supports including independent living, supported housing, super-
vised housing and group care facilities for the seriously mentally ill.
These facilities need to include true alternatives to hospitalization
(as opposed to rented rooms at single room occupancy hotels) as
well as permanent supported housing arrangements.

Despite all service efforts, serious mental illness will leave a signifi-
cant number of individuals in need of long-term supervised residential
care. Long-term supervised residential care for the seriously mentally ill
leads to reductions in psychiatric symptoms, improved general health,
and improved assisted social functioning (i.e., functioning mediated by
the efforts of others) (Segal & Kotler, 1993). This is a big positive for
those truly unable to meet their own basic needs. Yet, this comes at the
cost of reductions in independent social functioning and concomitant
increases in institutional and or supported environment dependencies
(Segal & Kotler, 1993; Segal & Moyles, 1979). Again, these outcomes
should be acceptable for many who cannot make it on their own (i.e.,
they are a good trade-off given the improvements in quality of life the
person accrues). The dependencies and reductions in independent so-
cial functioning, however, contribute to increased vulnerabilities to the
social context that can be devastating in an unstable policy environment
that fails to support necessary housing and comprehensive integrated
treatment alternatives. We, therefore, have an increased obligation to
those in need of long-term care or supervised residential placement to
insure the stability of that placement during their period of need and to
provide for transitional supports that enable them to cope with the re-
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quirements of independent living for independent functioning ability at
the time they are ready for a transition out of a supervised care environ-
ment.

Objective 4: Stop using hospital retention as a negative indicator,
for many the later is a necessary lifesaver (Munk-Jorgensen, 1999).

There remains an important role for hospital inpatient care, at least in
the absence of adequate alternatives (Lamb & Bachrach, 2001; Draine,
1997). Some evidence suggests that severe cognitive impairment in
people with schizophrenia, specifically, in executive functioning, ef-
fects rehospitalization and time in the hospital (Greene, 1996; Jackson,
Fein, Essock, & Mueser, 2001). Follow-up studies have showed that
early release from a post psychiatric emergency service (PES) admis-
sion contributed to the recycling of patients back for reassessment into
the PES (Segal, Watson, & Akutsu, 1998). In sum, some mentally ill
persons require hospitalization to meet their mental health needs and
this service has to provided for as long as it is deemed appropriate.

Mueser et al. (1998) reviewed studies that have examined the reduc-
tion/withdrawal of PACT (or PACT like) services (Stein & Test, 1980;
McRae, Higgins, Lycan, & Sherman, 1990; Audini, Marks, Lawrence,
Connolly, & Watts, 1994; Salyers et al.,1998; Susser et al., 1997). This
team suggests that the results of three (Audini et al., 1994; McRae et al.,
1990; Stein & Test, 1980) of five studies indicate that the withdrawal of
PACT services for high service users “was associated with erosion of
treatment gains, especially time in hospital” (p. 60). Hence, it appears
that reductions in hospital utilization outcomes persist as long as they
are guaranteed by program effort; however, once eliminated, they leave
the individual vulnerable to the same social situation, the same need for
care or an adequate alternative. Again, when PACT program efforts
are withdrawn, hospital outcomes approach those of pre-PACT status.

Fairweather and colleagues (1969) in their clinical trial on alterna-
tives to hospitalization had results similar to those reported by Mueser
et al. (1998). The Fairweather group found that the withdrawal of ser-
vices at an alternative to hospitalization site led to a return to levels of
hospital use among study participants that was similar to that experi-
enced by the group prior to the introduction of the hospitalization alter-
native. These results are indicators of need: need for PACT type
programs, need for other types of viable alternatives to hospitalization,
need for better implemented and more diverse and more sensitive forms
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of assisted, supervised and involuntary treatment. These types of pro-
grams must be expanded and State supported.

Objective 5: Local care is crucial but State responsibility and partic-
ularly fiscal responsibility for a full-continuum of care is required.
One possibility for achieving this is to re-adopt or reinvigorate the
principals established in the New Your State Care Act of 1898 that
guaranteed specialized state supported care to all the seriously men-
tally ill.

In California, the destruction of the Bureau of Social Work, a state-
wide organization responsible to the total care of the seriously mental
ill, was a key factor in the current failure to provide adequate commu-
nity-based care. This was accomplished as part of a policy process that
shifted responsibility for the mentally ill to the counties, and lead to the
abandonment of State responsibility for all but the seriously mentally ill
offender population. The decentralization lead to the creation of 58 sep-
arate county programs, the limitation of program expertise to within
county boarders, the implementation of “Greyhound therapy games,”
and signaled the State’s abandonment of both medical and fiscal re-
sponsibility for the seriously mentally ill.

Serving the seriously mentally ill as part of the homeless services
system, a transfer of care resulting in part from the State’s abandonment
of the responsibility for residential provision, is unconscionable. It sub-
jects people with serious mental illness to what has become a breeding
ground for bio-psycho-social ills. It places them at risk of increased in-
volvement with substance abuse, tuberculosis, AIDS and the criminal
justice system (Segal, Silverman, & Gomory, 1998). It becomes an ex-
cuse for cheap accommodation and abandonment as is witnessed in the
conversion of the Keener Building from a Manhattan State Hospital fa-
cility to a City of New York homeless shelter–one housing individuals
with similar problems if not the same people.

We know a comprehensive, adequately funded, and integrated sys-
tem of care works; when this kind of system exists, chronically and se-
verely mentally ill persons experience both higher levels of functioning
and quality of life (Lamb, 1998; Lamb & Bachrach, 2001; Smith, Hull,
Hedayat-Harris, Ryder, & Berger, 1999). In an environment where fis-
cal resources for the treatment of persons with seriously mental disabili-
ties are scarce, vigilance is needed to assure that systems of care are
funded, not demonstration programs that may disappear.
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Dorothea Dix would be appalled at the size of today’s prison and jail
populations with major mental illnesses. At mid-year 1998, The United
States Department of Criminal Justice reported there were 283,000
mentally ill offenders in the nation’s prisons and jails, representing 16%
of state prison inmates, 7.5% of federal inmates and 16% in local jails
(Ditton, 1999). This is more than one half the number in state mental
hospitals in 1955 when these facilities reached their post-war popula-
tion high. Over 150 years ago, Dorothea Dix fought the battle for State
responsibility for the care of this population given full awareness of the
difficulties involved in providing long-term protected care under the
machinations of local financing schemes. While the state mental hospi-
tal is not the answer, long-term state managed care for those who re-
quire it in a full spectrum of housing environments is one big part of the
solution.

POLICY AND PROGRAM CHANGES

The social context of care we have reviewed places the seriously
mentally ill in grave danger of both physical and emotional harm and
documents a pattern of neglect and exploitation. In view of what we
now know about how to best care for this population, action is needed in
the following areas:

We need to promote and enhance housing assistance. As we have
noted, program efforts without adequate housing are likely to fail.
Housing assistance can be promoted by: (a) having HUD issue subsi-
dized mortgage loans for non-profit organizations seeking to open resi-
dential care facilities, and (b) expanding Section 8 certificate availability
to the mentally ill with additional subsidies available when tied to profes-
sionally run patient support systems.

We need to enhance independent social functioning, personal em-
powerment, and treatment engagement so that people can maximally
take responsibility for their own care. This can be achieved by providing
funding for psycho-educational, vocational, and self-help programs. Man-
aged care medical necessity criteria need to be expanded to include to
maintenance of adequate levels of functioning and quality of life stan-
dards.

We need to make better use of the hospital, develop alternatives to
hospitalization, and insure consistent long-term fiscal support in a sta-
ble policy environment. State responsibility for the long-term support of
the mentally ill would help achieve these objectives.
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While some (e.g., Torrey, 2002) have suggested that this might occur
with the block granting of Federal funds currently expended on mental
illness to the States, we believe that this action would simply perpetuate
current failed policies. In fact, several states currently operating under
managed care directives that cap Medicaid spending are managing their
mental health system as one would manage a block grant based system.
They pass fixed sums to county governments and delegated responsibil-
ity for care. These capped amounts are a de facto elimination of the enti-
tlement aspect of Medicaid. The block grant solution is likely to result
in simple pass through of such fixed amounts of money with significant
loss of resources to alternative state objectives in a cash poor budget.
Alternatives to hospitalization are not being supported now and without
fiscal incentives to support them it is unlikely that states would invest in
such residential resources. Further, a considerable part of the problem is
embedded in SSI and Medicaid/Medicare financing policies that sup-
port unidentified mentally ill in the health and welfare system. Funds
from those systems supporting such individuals would not be covered
in a block grant approach focused solely on funds invested in the men-
tally ill.

Alternatively we suggest that state responsibility can be restored, the
role of the psychiatric hospital reinvigorated, and the development of
adequate alternatives to hospitalization promoted through federal fund-
ing and state management of the continuum of care for those with serious
mental illness. This can be accomplished by extending Medicare/Medicaid
coverage to all state psychiatric hospitals, crisis facilities, and other medi-
cally supervised halfway houses, residential group homes, and residen-
tial care programs. The elimination of the Medicare/Medicaid IMD
exclusion is the vehicle. Such action would in all likelihood reduce the
size of the mentally ill populations in inappropriate unsegregated care
placements including nursing homes, homeless shelters, and criminal
justice facilities. This would be achieved by eliminating the fiscal in-
centives imbedded in Medicare/Medicaid to house psychiatric patients
in non-psychiatric facilities. It would provide support for care so as to
avoid premature release from psychiatric hospitals and by expanding
the availability of psychiatric hospital and hospital alternative beds. The
latter is likely to enable police to get their charges into care before they
end up in prisons and jails. With this policy change, we would create a
real continuum of care and incentives to avoid cost overruns of the pre-
vious state hospital experience. This would be avoided by the encour-
agement, through legislation, of emphasis on adequate alternatives to
hospitalization.
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It is time for our nation to act to stop the abuse and neglect of the seri-
ously mentally ill in our society. We can no longer afford to fail to ad-
dress the current social context of our nation’s public policy in meeting
the needs of people with serious mental illnesses and a public sector
system in need of basic reform.

REFERENCES

Allen, J. D., & Fox Smith, V. (2001). Opening Pandora’s box: The practical and legal
dangers of involuntary outpatient commitment. Psychiatric Services, 52 (3),
342-346.

Audini, B., Marks, M., Lawrence, R. E., Connolly, J., & Watts, V. (1994). Home-based
versus out-patient/in-patient care for people with serious mental illness: Phase II of
a controlled study. British Journal of Psychiatry, 165, 204-210.

Baumohl, J. (1996). Homelessness in America. Phoenix, AZ: The Oryx Press.
Belcher, J. R., & DiBlasio, F. A. (1990). Helping the homeless: Where do we go from

here? Lexington, MA: Lexington Books/D.C. Heath.
Blau, J. (1992). The visible poor. New York: Oxford University Press.
Burt, M., Aron, L. Y., Lee, E., & Valente, J. (2001). Helping America’s Homeless.

Washington DC: Urban Institute Press.
Butterfield, F. (1998, March 5). Prisons replace hospitals for the nation’s mentally ill.

New York Times, pp. A1, A26.
California Mental Health Services Act, California State Legislature, 1984.
Campbell, J., & Schraiber, R. (1989). In pursuit of wellness: The well-being project.

Sacramento, CA: California Department of Mental Health.
Dickey, B., Gonzalez, O., Latimer, E., Powers, K., Schutt R., & Goldfinger, S. (1996).

Use of mental health services by formerly homeless adults residing in group and in-
dependent housing. Psychiatric Services, 47 (2), 152-158.

Ditton, P. M. (1999). Mental health and treatment of inmates and probationers. (Bureau of
Justice Special Reports NCJ 174463). Washington DC: U.S. Department of Justice.

Draine, J. (1997). Conceptualizing services research on outpatient commitment. Jour-
nal of Mental Health Administration, 24 (3), 306-315.

Fairweather, G. W., Sanders, D. H., Maynard, H., & Cressler, D. L. (1969). Community
life for the mentally ill. Chicago: Aldine.

Gardner, W., Lidz, C. W., Hoge, S. K., Monahan, J., Eisenberg, M. M., Bennett, N. S.,
Mulvey, E. P., & Roth, L. H. (1999). Patients’ revision of their beliefs about their
need for hospitalization. American Journal of Psychiatry, 156 (9), 1385-91.

Geller, J. L. (2000). Excluding institutions for mental diseases from federal reimburse-
ment for services: Strategy or tragedy? Psychiatric Services, 51 (11), 1397-1403.

Greene, M. F. (1996). What are the functional consequences of neurocognitive deficits
in schizophrenia? American Journal of Psychiatry, 153 (3), 321-330.

Heinssen, R. K., Levendusky, P. G., & Hunter, R. H. (1995). Client as colleague: Ther-
apeutic contracting with the seriously mentally ill. American Psychologist, 50,
522-532.

14 SOCIAL WORK IN MENTAL HEALTH



Hoult, J., Reynolds, I., Charbonneau-Powis, M., Weekes, P., & Briggs, J. (1983). Psy-
chiatric hospital versus community treatment: The results of a randomized trial.
Australian and New Zealand Journal of Psychiatry, 17, 160-167.

Hurlbert, M. S., Wood, P. A., & Hough, R. (1996). Providing independent housing for
the homeless mentally ill: A novel approach to evaluating long-term longitudinal
housing patterns. Journal of Community Psychology, 24 (3), 291-310.

Huston, S., & Clapham, D. (Eds.). (1999). Homelessness: Public policies and private
troubles. London and New York: Cassell.

Jackson, C. T., Fein, D., Essock, S. M., & Mueser, K. T. (2001). The effects of cogni-
tive impairment and substance abuse on psychiatric hospitalizations. Community
Mental Health Journal, 37 (4), 303-312.

Lamb, H. R. (Ed.). (1984). The homeless mentally ill: A task force report of the Ameri-
can Psychiatric Association. Washington DC: American Psychiatric Association.

Lamb, H. R. (1998). Deinstitutionalization at the beginning of the new millennium.
Harvard Review Psychiatry, 6 (1), 1-10.

Lamb, H. R., & Bachrach, L. L. (2001). Some perspectives on deinstitutionalization.
Psychiatric Services, 52 (8), 1039-45.

Lamb, H. R., Bachrach, L. L. & Kass, F. I. (Eds.). (1992). Treating the homeless men-
tally ill: A report of the task force on the homeless mentally ill. Washington DC:
American Psychiatric Association.

Lamb, H. R., & Weinberger, L. E. (1998). Persons with severe mental illness in jails
and prisons: A review. Psychiatric Services, 49 (4), 483-492.

Langle, G., Renner, G., Gunther, A., & Buchkremer, G. (2000). Community psychiat-
ric management of severely ill schizophrenic patients: An exemplary case study.
Nervenarzt, 71, 915-18.

McRae, J., Higgins, M., Lycan C., & Sherman, W. (1990) What happens to patients af-
ter five years of intensive case management stops? Hospital and Community Psy-
chiatry, 41 (2), 175-179.

Mortensen, P. B., & Juel, K. (1990). Mortality and causes of death in schizophrenic pa-
tients in Denmark. Acta Psych Scand, 81, 372-277.

Mueser, K. T., Bond, G. R., Drake, R. E., & Resnick, S. G. (1998). Models of commu-
nity care for severe mental illness: A review of research on case management.
Schizophrenia Bulletin, 24, 37-74.

Munetz, M. R., Grande, T. P., & Chambers, M. R. (2001). The incarceration of individ-
uals with severe mental disorders. Community Mental Health Journal, 37 (4),
361-372.

Munk-Jorgensen, P. (1999). Has deinstitutionalization gone too far? European Ar-
chives of Psychiatry and Clinical Neuroscience, 249, 136-143.

Okin, R. L. (1992). California’s New State Local Program Realignment Act: An Experi-
ment in Financing Cure. Hospital & Community Psychiatry, 43 (11), 1143 1145.
Wright McCorquodale Bronzan Act, California State Legislature, September 1988.

Salyers, M. P., Masterton, T.W., Fekte, D. M., Picone, J. J., & Bond, G. R. (1998).
Transferring clients from intensive case management: Impact on client functioning.
American Journal of Orthopsychiatry, 68, 233-245.

Sartorius, N. (1992). Rehabilitation and quality of life. Hospital and Community Psy-
chiatry, 43, 1180-1181.

Steven P. Segal and Sharon Riley 15



Segal, S. P., & Aviram, U. (1978). The mentally ill in community-based sheltered
care: A study of community care and social integration. New York:
Wiley-Interscience.

Segal, S. P., & Baumohl, J. (1988). No place like home: Reflections on sheltering a di-
verse population. In C. J. Smith & J. A. Giggs (Eds.), Location and stigma: Contem-
porary perspectives on mental health and mental health care (pp. 249-263).
Boston: Unwin & Hyman.

Segal, S. P., Egley, L., Watson, M., & Goldfinger, S. (1995). The quality of psychiatric
emergency evaluations and patient outcomes in county hospitals. American Journal
of Public Health, 85 (10), 1429-1431.

Segal, S. P., Hardiman, E. R., & Hodges, J. Q. (2002, in press). New user characteris-
tics in self-help and co-located community mental health agencies. Psychiatric Ser-
vices.

Segal, S. P., & Kotler, P. L. (1991). A ten-year perspective of mortality risk among
mentally ill patients in sheltered care. Hospital and Community Psychiatry, 42 (7),
708-713.

Segal, S. P. & Kotler, P. L. (1993). Sheltered-care residence and personal outcomes ten
years later. American Journal of Orthopsychiatry, 63 (1), 80-91.

Segal, S. P., Lauri, T., & Segal, M. J. (2001). Factors in the use of coercive retention in
civil commitment evaluations in psychiatric emergency services. Psychiatric Ser-
vices, 52 (4), 514-521.

Segal, S. P., & Moyles, E. W. (1979). Management style and institutional dependency
in sheltered care. Social Psychiatry, 14, 159-165.

Segal, S. P., Silverman, C., & Gomory, T. (1998). Health status of long-term users of
self-help agencies. Health and Social Work, 23 (1), 45-52.

Segal, S. P., & Silverman, C. (2002). Determinants of outcomes in mental health
self-help agencies. Psychiatric Services, 53 (3), 304-309.

Segal, S. P., Watson, M.A., & Akutsu, P. D. (1998). Factors associated with involun-
tary return to a psychiatric emergency service within 12 months. Psychiatric Ser-
vices, 49 (9), 1212-1217.

Smith T. E., Hull, J. W., Hedayat-Harris, A., Ryder, G., & Berger, L. J. (1999). Devel-
opment of a vertically integrated program of services for persons with schizophre-
nia. Psychiatric Services, 509 (7), 931-935.

Steadman, H. J., Gounis, K., Dennis, D., Hopper, K., Roche, B., Swartz, M., & Rob-
bins, P. C. (2001). Assessing the New York City involuntary outpatient commit-
ment pilot program. Psychiatric Services, 52 (3), 330-336.

Stein, L. I., & Test, M. A. (1980). Alternative to mental hospital treatment: I. Concep-
tual model, treatment program, and clinical evaluation. Archives of General Psychi-
atry, 37, 392-397.

Susser, E., Valencia, E., Conover, S., Felix, A., Tsai, W. Y., & Wyatt, R. J. (1997). Sci-
ence and homelessness: Critical time intervention for mentally ill men. American
Journal of Public Health, 87, 256-262.

Swartz, M. S., Swanson, J. W., Hiday, V. A., Wagner, H. R., Burns, B.J., & Borum, R.
(2001). A randomized controlled trial of outpatient commitment in North Carolina.
Psychiatric Services, 52 (3), 325-329.

16 SOCIAL WORK IN MENTAL HEALTH



Torrey, E. F. (1998, August 4). Why deinstitutionalization turned deadly. Wall Street
Journal, p. 42.

Torrey, E. F. (2002). Failing the mentally ill. City Journal, 12 (2).
Tsuang, M. T. (1978). Excess Mortality in Schizophrenia and Affective Disorders. Ar-

chives of General Psychiatry, 35, 1181-1185.
Wright-McCorquodale-Bronzan Act, California State Legislature, September 1988.

DATE RECEIVED: 05/15/02
ACCEPTED FOR PUBLICATION: 06/28/02

Steven P. Segal and Sharon Riley 17

For FACULTY/PROFESSIONALS with journal subscription
recommendation authority for their institutional library . . .

Please send me a complimentary sample of this journal:

(please write complete journal title here–do not leave blank)

If you have read a reprint or photocopy of this article, would you like to
make sure that your library also subscribes to this journal? If you have
the authority to recommend subscriptions to your library, we will send you
a free complete (print edition) sample copy for review with your librarian.

1. Fill out the form below and make sure that you type or write out clearly both the name
of the journal and your own name and address. Or send your request via e-mail to
docdelivery@haworthpress.com including in the subject line “Sample Copy Request”
and the title of this journal.

2. Make sure to include your name and complete postal mailing address as well as your
institutional/agency library name in the text of your e-mail.

[Please note: we cannot mail specific journal samples, such as the issue in which a specific article appears.
Sample issues are provided with the hope that you might review a possible subscription/e-subscription with
your institution's librarian. There is no charge for an institution/campus-wide electronic subscription
concurrent with the archival print edition subscription.]

I will show this journal to our institutional or agency library for a possible subscription.
Institution/Agency Library: ______________________________________________

Name: _____________________________________________________________

Institution: __________________________________________________________

Address: ___________________________________________________________

City: ____________________
Return to: Sample Copy Department,The Haworth Press, Inc.,

10 Alice Street, Binghamton, NY 13904-1580

State: __________ Zip: ____________________




