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In the cost-driven medical marketplace, psychiatry
and, more broadly, mental health have suffered more
than the rest of medicine. Private health insurance

benefits have been cut significantly, and the public men-
tal health system is in a state of collapse that varies only
by degree from state to state. 

Two sectors of care in particular have been under attack
in the managed care revolution: hospitals and physicians.
Managed care has taken on many of the rhetorical flour-
ishes but none of the substance of the community mental
health revolution of the 1960s and 1970s. Managed care
emphasizes lower levels of care and lower-cost profes-

sionals as a way of saving money and enhancing stock-
holder value, which has led to an increasingly consolidat-
ed behavioral health industry. But in the face of cost cut-
ting, what about access and quality?

The social philosophy underlying community mental
health, on the other hand, emphasizes better access to
high-quality care for all Americans and allocation of more
resources to community treatment. The increasing scarci-
ty of these resources and the overall crisis in access to
health care have led us to an interesting crossroads in the
history of the community mental health movement. In
this paper I make an assessment of the movement in light
of history and the realities we face at the new millennium.

The 1960s was a time of great social ferment, idealism,
and hope. Dr. Jeffrey Geller (1) comprehensively re-
viewed the past half-century of psychiatric services in the
January issue of this journal. His review of the major
changes, which included changes in the title of this jour-
nal, emphasized dehospitalization (a better term than de-
institutionalization), community care and treatment, eco-
nomics, and other important policy issues as they have af-
fected patient care over the decades. His emphasis on
clinical treatment in the context of sociology, politics, and
economics of the latter half of the 20th century is where
I begin my review of the past and future of community
mental health centers (CMHCs).

President John F. Kennedy (2) expressed great opti-
mism in his special message to Congress on February 5,
1963, in which he proposed a national mental health pro-
gram to inaugurate “a wholly new emphasis and approach
to care for the mentally ill.” The Mental Retardation Fa-
cilities and Community Mental Health Centers Con-
struction Act of 1963 (Public Law 88-164) was signed just
a few weeks before President Kennedy’s assassination. 

President Johnson picked up where Kennedy left off,
with amendments in 1965 that provided staffing grants.
By September 1966, when Walter Barton’s article “Trends
in Community Mental Health Programs” (3) was pub-
lished, the first federal grants for construction and
staffing of CMHCs had already been made. Barton was a
visionary and giant of American psychiatry in the 20th
century, serving as medical director of the American Psy-
chiatric Association at the time of the passage of the
Kennedy-Johnson legislation in the 1960s. 
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Sharfstein also discusses some trends that
Dr. Barton could not have foreseen. (Psy-
chiatric Services 51: 616–620, 2000)
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The 1960s were marked by social ferment due to the
civil rights movement and the Vietnam War. The war had
begun to consume more and more of the national agenda
and the nation’s resources when Barton wrote his article.
Kennedy’s vision was beginning to be compromised by
the fiscal realities of the war and a changing national will
to provide every American with access to a CMHC. 

This paper comments and reflects on Barton’s article—
one article among hundreds on community mental
health—in light of subsequent developments in psychia-
try, public policy, and community mental health. To what
extent did Barton anticipate the true trends? What has
happened to community mental health in light of major
changes in the federal role supporting this concept,
changes in state support and policy toward mentally ill
persons, and changes in approaches to care and treatment
driven by private-sector managed care? 

The federal government: “the great almoner”
Barton was a conscientious, ethical, and brilliant architect
of what was a new federal leadership role in the develop-
ment of alternative approaches and sites of care for treat-
ment of mental illness and addictions. He realized that in
order to overcome more than 100 years of state-based ap-
proaches emphasizing long-term institutional care, large
hospitals, and custody rather than treatment, the federal
government had to step into what had been the province
of states to promote community-based approaches. 

Public Law 88-164, signed by President Kennedy in
1963, reversed 109 years of federal noninvolvement in
state services for the mentally ill as expressed in President
Franklin Pierce’s veto message of the Indigent Insane Bill
in 1854. This mid-19th century bill, written and promot-
ed by Dorothea Dix, would have provided a grant of land
for “the relief and support of indigent, curable and incur-
able insane.” Its passage by Congress was the culmination
of more than six years of intense work by Dix and her al-
lies in trying to provide asylums that would emphasize
“moral treatment” approaches to mental illness (4). Dix’s
asylum movement emphasized the need for more hu-
mane treatment based on compassion and care rather
than assigning mentally ill persons to jails, poorhouses, or
a life on the streets as was common in 19th century Amer-
ica. The movement argued that orderly routine that in-
corporated social contact, exercise, and work could cure
insanity much more humanely and effectively than efforts
to rid the body of demonic possession and other extreme
measures of corporal punishment (4). 

President Pierce (2), in his veto message, said, “If Con-
gress has the power to make provisions for the indigent
insane, the whole field of public beneficence is thrown
open to the care and culture of the federal government. I
readily acknowledge the duty incumbent on us all to pro-
vide for those who, in the mysterious order of providence,
are subject to want and to disease of body or mind, but I
cannot find any authority in the Constitution that makes
the federal government the great almoner of public char-
ity throughout the United States.” 

Pierce’s veto led to a resumption of Dix’s campaign,
state by state, for the establishment of public asylums
supported by state tax dollars. Over three decades, her
advocacy led to the founding of 32 hospitals in 18 states.
With waves of immigration to the United States in the
second half of the 19th century and the opportunity for
local communities and families to shift the cost of care of
the mentally ill to state-supported facilities, these asylums
changed from small therapeutic programs into large cus-
todial public hospitals. Concepts of “curability” were re-
placed by concepts of incurability and chronicity leading
to long, if not lifetime, institutional stays. 

One hundred years later, Pierce’s veto was reversed
ever so slightly by an increasing federal presence in the
areas of health and disability. In 1954 Congress passed Ti-
tle II of the Social Security Act, the Disability Income
Program, and it was signed by President Eisenhower. The
federal government began to become “the great almoner
of public charity,” as Title II of the Social Security Act an-
ticipated the important future titles, Title XVIII,
Medicare; Title XIX, Medicaid; and Title XVI, the Sup-
plemental Security Income Program. These three acts
were passed in the 1960s and 1970s (5).

By the mid-1950s, we had reached the peak of public-
asylum psychiatry in the United States with more than
500,000 Americans residing in state-supported institu-
tions (6). The average length of stay was measured in
years; many patients expected to spend their entire life-
time in such institutional communities. Many factors led
to the movement called deinstitutionalization: journalis-
tic exposés; the introduction of chlorpromazine into the
United States, which initiated the psychopharmacologic
revolution; Blue Cross–Blue Shield’s decision to cover in-
patient psychiatry in general hospitals; and President

MMaannyy  ffaaccttoorrss  lleedd  ttoo  tthhee  mmoovveemmeenntt  

ccaalllleedd  ddeeiinnssttiittuuttiioonnaalliizzaattiioonn::  jjoouurrnnaalliissttiicc

eexxppoossééss;;  tthhee  iinnttrroodduuccttiioonn  ooff  cchhlloorrpprroommaazziinnee

iinnttoo  UU..SS..  pprraaccttiiccee,,  wwhhiicchh  iinniittiiaatteedd  tthhee

ppssyycchhoopphhaarrmmaaccoollooggiicc  rreevvoolluuttiioonn;;  

BBlluuee  CCrroossss––BBlluuee  SShhiieelldd’’ss  ddeecciissiioonn  ttoo  ccoovveerr

iinnppaattiieenntt  ppssyycchhiiaattrryy  iinn  ggeenneerraall  hhoossppiittaallss;;  

aanndd  PPrreessiiddeenntt  EEiisseennhhoowweerr’’ss  mmaajjoorr  ssttuuddyy  

ooff  tthhee  ccaarree  ooff  tthhee  mmeennttaallllyy  iillll  ppooppuullaattiioonn..
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Eisenhower’s major study of the care of the mentally ill
population (7). 

In his article about trends in community mental health
programs, Barton underscored the great significance of
this support by the federal government in the delivery of
mental health services. He emphasized what is probably
the most important point in health and mental health pol-
icy, that “service follows the dollar.” He already knew that
the Medicare and Medicaid programs would be critical to
the success or failure of the idealistic notions of commu-
nity mental health and would dominate mental health
policy for the next 30 years.

The federal CMHC program was based on a seed-mon-
ey concept. Local communities applied for federal funds
that declined over several years (initially five years and
then eight). Alternative funds, especially third-party pay-
ments, were expected to replace the declining federal
grant. These programs were intended to serve catchment
areas of between 75,000 and 200,000 individuals and pro-
vide five essential services: inpatient services, outpatient
services, day treatment, emergency services, and consul-
tation and education services. The country was divided
into 3,000 catchment areas, and the hope in the 1960s
was that the entire country would be covered by the mid-
1970s. That did not come to pass.

Throughout the 1970s, the CMHC program competed
with many urgent domestic programs, both health-relat-
ed and non-health-related. Richard Nixon tried to dis-
continue the program but was rebuffed by the Democra-
tic Congress. Congress passed amendments that added
more requirements for the mental health centers but did
not appropriate the funds necessary either to pay for the
newly required services or to cover even half of the coun-
try in the time frame initially envisioned. Required ser-
vices included those for children, the elderly population,
and chemically dependent persons as well as rehabilita-
tion, housing, and preventive services.

In 1977 a reassessment of the CMHC program took
place in the context of the Presidential Commission on
Mental Health, chaired by First Lady Rosalyn Carter.
The decision was made to reinvigorate the program with
additional dollars and redirect the program toward the
tens of thousands of individuals who had been dehospi-
talized during the 1970s. The Mental Health Systems Act
of 1980 (Public Law 96-398) was an effort to find new
meaning in the original Kennedy legislation, and it was
signed just one month before the election of 1980. 

What Barton could not anticipate was the Reagan rev-
olution of the 1980s and the reemergence of Franklin
Pierce’s concepts of the federal government’s more limit-
ed role in service delivery. What had been a federal cate-
gorical grant program to local communities became block
grants to states. Reagan’s repeal of the Mental Health
Systems Act of 1980 greatly limited a federal leadership
role and left it up to states to reprogram institutional bud-
gets as dehospitalization took place and patients were
treated in community mental health programs. 

At the end of the 20th century, we remain deeply am-
bivalent about the federal versus the state role in the sup-
port of community mental health services. The example
set for all public and private health insurance programs
by the federal government’s recent decision to require
parity in health insurance coverage for federal employees
(an initiative of the Clinton Administration) is just one re-
cent instance of the resurgence of federal leadership in
the community mental health movement. Another is the
current debate on a patients’ bill of rights for managed
care (8).

Community mental health practice
Barton pointed to several critical factors in clinical prac-
tice that continue to have a major influence on the suc-
cess or failure of services provided in the community:

♦ The need for active aftercare and aggressive place-
ment of patients discharged from acute care hospitals

♦ The need for long-term administration of antipsy-
chotic medications for persons with serious and persis-
tent mental illness

♦ The need for additional acute care hospital beds to
treat short-term episodes

♦ The inadequate prescribing patterns of family physi-
cians and the need for more clinicians to work in the com-
munity.

These issues continue today to bedevil practice as the
availability or lack of insurance benefits to pay for outpa-
tient services remains a critical element in community
mental health. Barton anticipated the assertive communi-
ty treatment approaches of the 1980s (9). Because “ser-
vice follows the dollar,” and discriminatory insurance cov-
erage was and continues to be a major obstacle to the suc-
cess of community-based approaches, outpatient care re-
mains fiscally problematic. The difficulty in finding alter-
native sources of support to declining federal grant dol-
lars exposed the most dangerous flaw in the original de-
sign of the federal community mental health centers pro-

TThhrroouugghhoouutt  tthhee  11997700ss,,  tthhee  CCMMHHCC  

pprrooggrraamm  ccoommppeetteedd  wwiitthh  mmaannyy  

uurrggeenntt  ddoommeessttiicc  pprrooggrraammss,,  bbootthh  

hheeaalltthh--rreellaatteedd  aanndd  nnoonn--hheeaalltthh--rreellaatteedd..

RRiicchhaarrdd  NNiixxoonn  ttrriieedd  ttoo  ddiissccoonnttiinnuuee  

tthhee  pprrooggrraamm  bbuutt  wwaass  rreebbuuffffeedd  

bbyy  tthhee  DDeemmooccrraattiicc  CCoonnggrreessss..
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gram. As several knowledgeable observers emphasized,
the expectation that CMHCs would treat patients dis-
charged from mental hospitals even though these persons
often arrived at the centers with no ability to pay proved
to be overly idealistic (10). 

Yet despite the funding shortfall, the clinical and pro-
grammatic ideas expressed in Barton’s 1966 paper remain
relevant to practice today. Let me mention just a few: day
hospitals as an alternative to 24-hour inpatient care; the
need for rapidly accessible emergency psychiatric ser-
vices; the availability of alternative residential care, both
crisis oriented and longer term; and treatment that is cul-
turally informed and relevant to age-specific needs. Bar-
ton wrote, “Within each community, the goals must be
the same: individual treatment and rehabilitation for all
patients of all ages and with all types of illness. The assis-
tance must be continued from the moment the need is
recognized until the problem is acceptably resolved. Any-
body eligible for any service must be eligible for every
service he needs. Ideally the therapist who is responsible
for giving care during one phase of the treatment will
continue to work with the patient in all other phases of ill-
ness.” What could be a better statement of the challenge
to provide high-quality services in today’s managed med-
ical marketplace? 

Setting priorities
Barton, being the consummate administrator, recognized
the need for a process to allocate scarce resources and to
set priorities. He felt that community mental health cen-
ters had to give priority to caring for discharged patients
from public facilities and the needs of seriously and per-
sistently mentally ill persons. However, this concept was
rather idealistic because local citizen advisory boards
gave priority to services for less seriously ill people (11).
Barton was rather wishful when he stated, “The public ex-
pects us to use most of our scarce psychiatric resources
for the seriously mentally ill, who cause the community
distress and who may endanger themselves or others. The
public is concerned, too, about those who, because of
mental illness, cannot work. Lower in its priorities is help
for people who are troubled personally but who can still
function. Lowest of all comes the public desire for pre-
ventive treatment for those who, under stress, may be
susceptible to mental and emotional illness.”

Barton was clearly skeptical of the trend that already
had begun to emerge in the 1960s of social engineering
and prevention as the best approach to spending commu-
nity mental health dollars. He stated, “If, however, the
weight of evidence offered by the behavioral and medical
sciences can demonstrate that manipulation of social sys-
tems will reduce the incidence of mental illness, then
more of our resources will be shifted to this type of pre-
vention.” But many psychiatrists were restless in the
1960s, were social-action-oriented, and felt that rent
strikes and other social protests to relieve poverty and
empower people in their local communities were “mental
health” services. They felt that the elimination of racism

would have a more profound effect on mental health and
the prevention of mental illness than any specific treat-
ment program. Again, as Barton brilliantly put it, “We
would like to see dependency prevented, poverty elimi-
nated, the aged cared for, and delinquency controlled.
The trick is how to do these things. If they were done,
would mental disorder disappear?”

However, Barton was exquisitely sensitive to inequities
of his time and place. The small percentage of women in
medicine and psychiatry, the long-standing prejudice
against minority physicians, and the lack of culturally
competent treatment approaches were areas that he felt
the leadership in medicine and psychiatry had to address
very aggressively if community mental health had any
hope of survival.

The role of psychiatrists
As access to community-based care grew dramatically
with federal support and the parallel support for the
training of many nonmedical mental health professionals,
especially psychologists, social workers, and nurses, the
place and role of psychiatrists in these community mental
health centers changed. This trend was not anticipated by
Barton in 1966.

At first, mental health centers were all directed by psy-
chiatrist leaders, as was the overall federal policy toward
community mental health. Very rapidly, however, a polit-
ical ideology combined with fiscal realities reinforced the
demedicalization of community mental health centers,
with the emphasis on prevention and social engineering
approaches. Psychiatrists were considered too elitist, too
expensive, and too removed from the realities of social
change (12). Those who were employed by community
mental health centers were relegated to the role of med-
ication management, which foreshadowed the managed
care future for many psychiatrists in the world at large. 

AAtt  ffiirrsstt,,  mmeennttaall  hheeaalltthh  cceenntteerrss  

wweerree  aallll  ddiirreecctteedd  bbyy  ppssyycchhiiaattrriisstt  lleeaaddeerrss,,  

aass  wwaass  tthhee  oovveerraallll  ffeeddeerraall  ppoolliiccyy  ttoowwaarrdd

ccoommmmuunniittyy  mmeennttaall  hheeaalltthh..  VVeerryy  rraappiiddllyy,,

hhoowweevveerr,,  aa  ppoolliittiiccaall  iiddeeoollooggyy  ccoommbbiinneedd  

wwiitthh  ffiissccaall  rreeaalliittiieess  rreeiinnffoorrcceedd  tthhee

ddeemmeeddiiccaalliizzaattiioonn  ooff  ccoommmmuunniittyy  

mmeennttaall  hheeaalltthh  cceenntteerrss..
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Information systems and confidentiality
Barton understood the potential of the information revo-
lution in 1966, before the era of personal computers. He
realized that as more information was collected and
stored in community-based programs, there would be a
need to safeguard it. He saw the challenge that informa-
tion systems posed to the confidentiality patients expect
when they go to mental health clinicians with the most
personal of problems. At the American Psychiatric Asso-
ciation, he launched a four-year study with support from
the National Institute of Mental Health on how protect-
ing patient confidentiality might be accomplished. 

Barton anticipated the electronic age and privacy issues
with the following statement: “Insurance carriers need [in-
formation]; personnel departments in industry need it; pa-
tients and clients themselves have the right to certain infor-
mation about their illness. We must develop new standards
of confidentiality that will enable us to share the informa-
tion that is essential to fulfill an assigned mission and at the
same time not violate the patient’s right to have certain as-
pects of his illness kept confidential.” As we intensively de-
bate the privacy of medical records at the dawn of the 21st
century, this particular issue has reemerged as a major pri-
ority for the field and for community mental health.

Conclusions
Community mental health battles for survival in the
rapidly changing public and private marketplace. Many of
the old federally initiated community mental health cen-
ters are now called community behavioral health care or-
ganizations, or CBHOs, with a principal function of coor-
dinating and integrating aspects of mental health treat-
ment, addiction treatment, and primary care. 

The success of psychosocial rehabilitation approaches
coupled with supervised housing stands in contrast to the
continuing public health disaster of seriously mentally ill
persons who are homeless or in prison. Dorothea Dix
would be shocked if she revisited America today. As Geller
(1) understates, “We remain entrenched in our concerns
about locus of care, confusing it with the humaneness, ef-
fectiveness, and quality of care.” Because most care will
take place in the outpatient arena, a great challenge for
community mental health in the 21st century is to address
the issue of people who are not in treatment, who resist
treatment, and who become marginalized and destitute. 

Without reinventing asylums or discovering a magic bul-
let or cure for schizophrenia and other serious mental ill-
nesses, we must rely on mental health policies and services
with adequate financial support for community care. Bar-
ton’s “service follows the dollar” maxim is important if
managed care is a temporary aberration in mental health
policy, as I believe it to be. We still must find a way to set
priorities, allocate resources, and ensure delivery of high-
quality scientific and humane care to people in need. ♦
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