
PSYCHIATRIC SERVICES ♦ July 2000   Vol. 51   No. 7887744

By the mid-1970s, there was already a considerable
literature on the problems with community care of
persons with long-term and severe mental illness

(1–5). We knew that persons discharged from state hospi-
tals were not necessarily “in the community,” but were of-
ten living in various kinds of mini-institutions where their
lives were little different than they had been in the state
hospitals (5–8). Many other persons with severe mental ill-
ness lived by themselves in deplorable circumstances. At
the same time, there was a growing body of knowledge
about what constituted good community treatment and re-
habilitation. The principles of case management (5,10–12)
and assertive community treatment (13,14) had been artic-
ulated. Both the essential concepts and the practical as-
pects of providing social and vocational rehabilitation as

well as an array of therapeutic housing alternatives had
been set forth in the literature and put into practice in
some jurisdictions (8,15).

There had also been two significant developments at the
federal level in 1963. First, Aid to the Disabled (now called
Supplemental Security Income) became available to per-
sons with mental illness; for the first time, they were eligible
for federal financial support in the community. Second, the
community mental health centers legislation was passed.

Despite all this progress, the plight of most persons with
long-term and severe mental illness had not appreciably im-
proved. What was needed was leadership. Thus the stage
was set for the APA Conference on the Chronic Mental Pa-
tient in 1978. John A. Talbott, M.D., and others who
planned and participated in the conference stressed
throughout that their aim was action and not merely to be
“a study group to produce a document that might be put on
a shelf and ignored.” In fact, Dr. Talbott lobbied vigorously
and tirelessly after the conference to all who would listen.
He spoke with persons at all levels of the American Psychi-
atric Association, including the assembly, the board of
trustees, and the membership, by means of presentations at
the annual meeting, the conference report published in
Hospital and Community Psychiatry (16), and the widely
distributed book, The Chronic Mental Patient: Problems,
Solutions, and Recommendations for a Public Policy (17).

Dr. Talbott spoke to the President’s Commission on Men-
tal Health, and a copy of the recommendations of the con-
ference was presented to that body. He testified before Con-
gress and was active with the media. In my opinion, the con-
ference, including the advocacy efforts that followed, was a
defining moment in the initiation of effective action on be-
half of persons with long-term and severe mental illness.

The third decade of deinstitutionalization
At the time of the conference, deinstitutionalization, which
had begun in the mid-1950s, was a little over two decades
old. The first generation of persons with long-term and se-
vere mental illness to experience the new policies of fewer
hospital beds and emphasis on living in the community was
just coming of age.
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Editor’s Note: In the following commentary, H.
Richard Lamb, M.D., discusses the work of
the 1978 APA Conference on the Chronic
Mental Patient, described in the conference
report on page 869. The conference not only
identified the problems and needs of persons
with chronic mental illness but also made spe-
cific recommendations about the elements re-
quired to create an ideal community system of
care. Dr. Lamb concludes that although some
progress has been made in improving commu-
nity care for persons with long-term and se-
vere mental illness, much of the work lies
ahead. (Psychiatric Services 51:874–878, 2000)
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With the advantage of hindsight, we can see that the era
of deinstitutionalization was ushered in with much naïveté
and many simplistic notions about what would become of
persons with long-term and severe mental illness in the
community (18). The importance of antipsychotic medica-
tion and a stable source of financial support had been per-
ceived, but, despite the considerable body of knowledge in
the literature, the importance of developing such funda-
mental resources as supportive living arrangements was of-
ten not clearly seen—or at least policies to develop such re-
sources were not implemented. “Community treatment”
was much discussed, but there was no widely held philoso-
phy as to what it should consist of, and the resistance of
community mental health centers to providing services to
persons with long-term and severe mental illness was not
anticipated (19). It was not understood that some of this
population would continue to need full-time sanctuary
from the pressures of the world with which, in varying de-
grees, many were unable to cope (20,21). Nor had it been
foreseen how reluctant many states would be to allocate
funds for community-based services.

Other phenomena that had not been predicted were the
advent of widespread homelessness among persons with
severe mental illness and the large numbers of this popu-
lation who would enter the criminal justice system. The
problems of homelessness and criminalization were begin-
ning to be observed in the 1970s (22,23) and were increas-
ingly reported in the 1980s and 1990s (18,24–26).

The 1978 APA conference did much to dispel the early
naïveté about deinstitutionalization by promoting a realis-
tic assessment of the problems, drawing on the consider-
able body of knowledge already available and making a se-
ries of recommendations for a comprehensive and inte-
grated system of care.

Community mental health in the late 1970s
Those working in community mental health today, espe-
cially those who have entered the field in the past 15 years
or so, may find it difficult to imagine how persons with
long-term and severe mental illness were regarded in the
late 1970s. There was some recognition that persons com-
ing out of state hospitals needed treatment, but such treat-
ment was not high on the list of priorities of most commu-
nity mental health centers. Professionals in these centers
had been attracted to community mental health by what
was then regarded as the glamorous activities of doing psy-
chotherapy with less sick persons—the healthy but unhap-
py—as well as providing indirect services, mental health
education, and consultation to non-mental-health agen-
cies, such as teachers, welfare workers, and the police (19).

In the 1960s and early 1970s, it was often implied, and
sometimes promised, by many in community mental
health that techniques of primary prevention, such as con-
sultation and mental health education, would result in a
significant reduction of mental illness and eventually
would drastically reduce the numbers of patients requiring
conventional treatment (27,28). Although some of these
techniques proved useful, there was no evidence that the

incidence of major mental illness had decreased. This did
not stop some administrators from placing major emphasis
on this approach. For instance, the mental health director
of one of our major cities put most of his resources into
mental health consultation. He was so convinced that he
would thereby virtually eradicate mental illness that he
funded very few direct treatment services. Of course men-
tal illness did not disappear, nor was there any evidence
that it even diminished, but it took that city many years to
recover from these policies and develop adequate treat-
ment services.

Attitudes toward families in the 1970s
Today the problems experienced by families of persons
with severe mental illness are a cause for much concern in
the field (29). Moreover, the important role that families
generally and the National Alliance for the Mentally Ill
(NAMI) in particular play in public mental health is taken
for granted. This was not at all the case in the 1970s. Let
me cite an example.

In 1975 I was running the psychiatric rehabilitation serv-
ices of the San Mateo County, California, mental health
services, and my budget was at the top of the list of items
to be cut. At a meeting of the mental health advisory board,
some people in the audience rose and very eloquently pre-
sented the case for not cutting the budget for services for
persons with long-term and severe mental illness. They
were listened to politely, but essentially ignored. The men-
tal health advisory board included no known relatives of
mentally ill persons.

After the meeting, I approached those who had spoken
up and asked who they were. They turned out to be An-
thony and Frances Hoffman and Eve Oliphant, parents of
persons with schizophrenia, who had recently formed an
organization called Parents of Adult Schizophrenics. Clear-
ly this was a new and very important phenomenon. We
arranged a meeting, and they were delighted to be taken
seriously, at last, by a mental health professional.

We had a series of meetings, out of which came articles
in Psychiatric Annals in 1976 (30) and Hospital and Com-
munity Psychiatry in 1978 (31), and presentations at the
annual meeting of the American Psychiatric Association
and the World Psychiatric Association. During this period
we worked together on advocacy for services to persons
with long-term and severe mental illness in San Mateo
County. The local newspaper picked up the story of this
new organization, which I believe was very helpful.

Being associated with an organization like Parents of
Adult Schizophrenics in those days was very different from
being associated with NAMI today. People who had been
my friends in the San Mateo County administration became
hostile. With sarcasm and even anger, they referred when
talking with me to “your people.” Sometimes I was pres-
sured and sometimes ignored. Clearly I had become very
unpopular with the county mental health administration.

However, services for persons with chronic and severe
mental illness were not cut as originally planned—and in
fact they were increased.



The response to our 1978 report in Hospital and Com-
munity Psychiatry was heartening. The article brought an
outpouring of letters and telephone calls from around the
nation, which contributed to the founding of similar or-
ganizations elsewhere. NAMI itself was founded in 1979
and has since gone on to become a potent force in advo-
cating for a heightened priority and increased services for
persons with severe mental illness.

Unintended consequences of deinstitutionalization
A primary problem
At the time of the conference, we were just beginning to
confront the effects of deinstitutionalization on persons
with long-term and severe mental illness who had reached
young adulthood in this new era when most persons with
severe mental illness no longer lived out their lives in state
hospitals. The effects of deinstitutionalization were not yet
clearly understood and would be conceptualized and writ-
ten about only in the two decades to follow.

Much of the concern about deinstitutionalization had fo-
cused on the fate of patients who were discharged into the
community after many years of hospitalization. However,
the problem that was to prove most vexing had been almost
totally unforeseen by advocates of deinstitutionalization,
namely, the treatment of the new generation that had grown
up since deinstitutionalization (32–35). For instance, home-
less persons with serious mental illness—schizophrenia,
schizoaffective disorder, bipolar illness, and major depres-
sion with psychotic features—have tended to be largely
from this new generation. How did this come to be?

Before deinstitutionalization, these “new long-term pa-
tients” would have been institutionalized for many years,
often starting from the time of their first break in adoles-
cence or early adulthood. Sometimes they reconstituted in
the hospital and were discharged, but at the point of their
next decompensation were rehospitalized, often never to
return to the community. Thus after their initial failures in
trying to cope with the vicissitudes of life and in living in
the community, these persons were no longer exposed to
the stresses of community living; they were given a perma-
nent asylum from the demands of the world. Unfortunate-
ly, the ways in which state hospitals achieved this structure
and asylum led to everyday abuses that left scars on the
mental health professions as well as on the patients. Today,
however, hospital stays tend to be brief.

Viewed in this context, the majority of the “new” genera-
tion of persons with long-term and severe mental illness are
the product of deinstitutionalization. Arriving at such a view
is not to suggest that we should turn the clock back and re-
turn to a system of total institutionalization for all persons
with long-term and severe mental illness. In the community
most of these patients can have something very precious—
their liberty, to the extent that they can handle it. Further, if
we provide the resources, they can realize their potential to
successfully pass a number of life’s milestones. Nevertheless,
it is the plight of this new generation of long-term, severely
mentally ill persons that has been responsible for much of
the concerns about deinstitutionalization. We have not pro-

vided adequate treatment and rehabilitation resources for
them. Further, they have posed the most difficult clinical
problems in treatment and have swollen the ranks of persons
with mental illness who are homeless or in jail, creating seri-
ous social problems for the community.

Problems in treatment of the “new” long-term patients
Before deinstitutionalization, those who had been hospital-
ized for long periods had been institutionalized to passivi-
ty. For the most part, they had come to do what they were
told. When, in the course of deinstitutionalization, those
for whom discharge from the hospital was feasible and ap-
propriate were placed in a community living situation with
sufficient support and structure, most, though by no means
all, tended to stay where they were placed and to accept
treatment, including antipsychotic medications.

This sequence has not been the case for the new generation
of persons with severe mental illness. They have not been in-
stitutionalized to passivity. Not only have they not spent years
in hospitals, but also they have probably had difficulty just get-
ting admitted to an acute care hospital (whether they wanted
to be or not) and even greater difficulty staying there for more
than a short period on any one admission.

Moreover, less than a half century ago there were no an-
tipsychotic medications to bring these persons out of their
world of autistic fantasy and help them return to the com-
munity. Even today many patients fail to take psychotropic
medications because of disturbing side effects, fear of tar-
dive dyskinesia, or denial of illness.

Many of “the new chronic patients” tend to deny a need
for mental health treatment and to eschew the identity of
chronic mental patient. Admitting mental illness seems to
them to be admitting failure. To many of these persons, be-
coming part of the mental health system seems like joining
an army of misfits. Many also have primary substance
abuse disorders or medicate themselves with street drugs.
Another factor contributing to their refusing treatment is
the natural rebelliousness of youth.

In the late 1970s these problems were just beginning to
manifest themselves and were not seen as clearly as we see
them today. The 1978 APA conference recognized that
there were serious problems with the very large numbers
of persons with long-term and severe mental illness who
had been discharged into the community, made these
problems known to the field, and proposed solutions.

Out of the conference emerged a conceptualization of
the elements of an ideal community system of care. It was
perhaps the first clear exposition of the necessary compo-
nents of such a system and is still valid more than two
decades later. The following description of the system that
emanated from the conference is based on the recommen-
dations presented in the 1984 APA task force report, The
Homeless Mentally Ill (36).

Conference recommendations
Clearly, a comprehensive and integrated system of care for
persons with long-term and severe mental illness, with des-
ignated responsibility, accountability, and adequate fiscal
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resources, must be established. The following are the com-
ponents of such a system.

♦ Adequate, comprehensive, and accessible psychiatric
and rehabilitative services should be available and, when
necessary, be provided assertively through outreach servic-
es. First, there should be an adequate number of direct
psychiatric services that provide outreach to severely men-
tally ill persons in the community; psychiatric assessment
and evaluation; crisis intervention, including hospitaliza-
tion; individualized treatment plans; psychotropic medica-
tion and other somatic therapies; and psychosocial treat-
ment. Second, there needs to be an adequate number of
rehabilitative services that provide socialization experi-
ences, training in the skills of everyday living, and social
and vocational rehabilitation. Third, an adequate number
of professionals and paraprofessionals should be trained
for community care of persons with long-term and severe
mental illness. Fourth, the difficulty of working with some
of these patients must not be underestimated.

♦ General medical assessment and care should be read-
ily available, since we know that the long-term and severe-
ly mentally ill have a much higher morbidity and mortality
than the general population.

♦ An adequate number and ample range of graded, step-
wise, supervised community housing settings need to be es-
tablished. Some persons with long-term and severe mental
illness can graduate to independent living. However, hous-
ing settings that require people to manage entirely by them-
selves are beyond the capabilities of many in this population.
Thus these settings should offer different levels of supervi-
sion, both more and less intensive, including quarterway and
halfway houses, board-and-care homes, satellite housing,
foster or family care, and crisis or temporary hostels.

♦ Clearly, the shift of psychiatric care from institutional
to community settings does not in any way eliminate the
need to continue to provide comprehensive services to
mentally ill persons. Therefore, a system of responsibility
for persons with long-term and severe mental illness who
are living in the community needs to be established, with
the goal of ensuring that each patient ultimately has one
mental health professional or paraprofessional (that is, a
case manager) who is responsible for his or her care. In
such a case management system, each patient’s case man-
ager would ensure that the appropriate psychiatric and
medical assessments are carried out; formulate, together
with the patient, an individualized treatment and rehabili-
tation plan, including the proper pharmacotherapy; moni-
tor the patient; and assist the patient in receiving services.

♦ For the more than 50 percent of persons with long-term
and severe mental illness who are living at home and for
those with positive ongoing relationships with their families,
programs and respite care need to be provided to enhance
the family’s ability to provide support. The entire burden of
deinstitutionalization must not be allowed to fall on families.

♦ Basic changes need to be made in legal and administra-
tive procedures to ensure continuing community care for
persons with long-term and severe mental illness. In the
1960s and 1970s, more stringent commitment laws and pa-

tients’ rights advocacy remedied some very serious abuses in
public hospital care. At the same time, however, these
changes neglected patients’ rights to high-quality, compre-
hensive community care as well as the rights of their families
and society. New laws and procedures should be developed
to ensure provision of psychiatric care in the community—
that is, to guarantee a right to treatment in the community.

♦ For outpatients who are so gravely disabled or who
have such impaired judgment that they cannot care for
themselves in the community without legally sanctioned
supervision, it needs to become easier to obtain conserva-
torship status as it is practiced in California. Involuntary
commitment laws should be made more humane to permit
prompt return to active inpatient treatment for patients
when acute exacerbations of their illnesses make their lives
in the community chaotic and unbearable. There also
needs to be an adequate number of acute hospital beds for
this purpose. Involuntary treatment laws should be revised
to allow the option of outpatient civil commitment; in
states that already have provisions for such treatment, that
mechanism should be more widely used. Finally, advocacy
efforts should be focused on making available competent
care in the community, rather than simply focusing on lib-
erty for mentally ill persons at any cost.

♦ A system of coordination among funding sources and
implementation agencies needs to be established. Because
the problems of long-term and severely mentally ill per-
sons must be addressed by multiple public and private au-
thorities, coordination, which was so lacking in the deinsti-
tutionalization process, needs to become a primary goal.
Territorial and turf issues have often been at the root of this
problem, and different agencies serving the same mentally
ill persons have often worked at cross-purposes. The ulti-
mate objective must be a true system of care rather than a
loose network of services, and an ease of communication
among different types of agencies (for example, psychi-
atric, social, vocational, and housing).

♦ Ongoing structured 24-hour care should be available
for that small proportion of persons with long-term and se-
vere mental illness who do not respond to current methods
of treatment and rehabilitation. Some persons, even with
high-quality treatment and rehabilitation efforts, remain
dangerous or gravely disabled. For these persons, there is a
pressing need for ongoing structured 24-hour care in long-
term settings, whether in hospitals, including state mental
hospitals, or in high-quality intermediate care facilities.

♦ Research into the causes and treatment of chronic
mental illness needs to be expanded, and more accurate
epidemiological data need to be gathered and analyzed. Fi-
nally, additional monies must be expended to finance the
system of care envisioned here.

The legacy of the 1978 conference
The recommendations that emerged from the conference
could, with only minimal changes, be the recommenda-
tions we would make today for the community treatment of
persons with long-term and severe mental illness. The idea
of a policy in which public mental health would give high-
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est priority to this population is no longer controversial. In
1978, on the other hand, such a proposal came as a shock
to the majority of community mental health professionals,
and it took about a decade for the idea to gain general ac-
ceptance. During this time, more and more people in the
field recognized that it is our obligation to provide services
to persons to whom we had formerly provided total care in
state hospitals. Moreover, it became clear that if we did not
provide this care to them, no one else would.

Unfortunately, the recommendations that came out of
the conference have been only partially implemented.
Only some jurisdictions have a comprehensive and inte-
grated system of care for persons with long-term, severe
mental illness. There is an appalling shortage of quality
community treatment and rehabilitation services. There is
insufficient support for the family members of these per-
sons, many of whom have been called upon to take care of
their mentally ill relatives. Although only a small propor-
tion of persons with long-term and severe mental illness
need highly structured, 24-hour care or involuntary treat-
ment, strong forces, both within and outside the mental
health professions, have opposed this; for many ideology
has determined clinical practice rather than clinical expe-
rience determining ideology.

There is reason for optimism, however. The plight of
many persons with long-term and severe mental illness has
been dramatized by homelessness among mentally ill per-
sons and by the large numbers of persons with severe men-
tal illness in our jails and prisons (26). Thus awareness of
the problems pointed out in the 1978 conference has
grown since that time, which has led to a number of im-
portant developments. For instance, in some states fund-
ing for public mental health care has been significantly in-
creased, and mental health professionals, family members,
and legislators are taking a closer look at mental health
laws. Those involved in the 1978 APA conference can take
pride in a process that is at last beginning to bear fruit. ♦
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