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The apparent relationship between low economic status and elevated
g incidence and prevalence of mental illness has become increasingly apparent

to mental health praciitioners during the past ten or fifteen years. Holl-
ingshead and Redlich's study of Social Class and Mental Illness,2 publighcd
in 1958, and the Midtown Manhattan Study,4 published in 1961, were both
widely read and quoted by wmental health professionals. The findings of
these and other large research efforts indicated that there was a direct

relationship between the experience of poverty and a high rate of emotional

disturbance as well as differential use and availability of treatment modes
and factli:ies by different social classes, Michael Harrington more dramat-
ically mad: thg.same point and reached a still wider audience 1n.h£a dis-

cusgion of the impoverished in Ametica.l He depicted mental illness as

an iuportant concomitant of poverty in this country.
Following thesge:  studies, and undoubtedly in response to them, some

: mental health programs developed with the specific aim of reaching and
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serving low income gréups. A body of literature has developed, exempli-

&
.

fied by The'&ental Health of the Poor, that documents the failure of

exlsting selvice éeii&ery systems and treatment methods to meet the needs
of the poor and describes new programs aimed at low income clients.

At the same time, the community mental health movement, with 1its
emphasig on sexving total communities or in its jargon “catchment areas,”
the identification of populations at risk, primary prevention, and the
examination of service delivery systems, further focused the attention of

mantal health groups upon the emotional problems of low income groups,
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With these developments on the mental health scene, it is not

surprising that the Economic Opportunity Act of 1964 was greeted with

enthusiasm. The War on Poverty was hailed by many mental health work;rs
48 a major new force for lowering the incidence and prevalence of mental
illness. Bazed on existing research, it was easy to assume that by
abolishing poverty we would abolish mental illness ~- that the war on
poverty was a war on mental illness.

Our enthusiasm was additionally stimulated since OFO progr;ms were
designed tg hire and utilize large numbers of the indigenous poor as front
. line workers. Mental health programs had been in the fore front in the
use of 1ndigenqus non-professionais in trearmant programs and a romantic
view had developed concerning their unique skills and effectiveness. The
extreme view was '"if the traditionélly trained professional can't cure
them, the in&igenoua worker can,'

The impact of the War on Poverty upon mental {llness was anticipated
at several levels, It was believed that by raising individuals out of
poverty the risk of 1llness would be lowered. This could be accomplished
both by hiring the poor within the 0.E.O. agencies themselves as well as
througi: the job training and placement services of the Community Action
Centers. In addition to such primary prevention efforts, it was antici-
pated that the programs would provide early case finding and treatment
services as well as becoming referral sources for existing mental health
facilities.

It may be too soon to evaluate the effect of the War on Poverty in

terms of primary prevention of mental illness. However, it is possible




to examine the practice of 0.E,0. Community Action Centers and evaluate
their ability to provide secondary and tertiary prevention.

This paper examines the potential of the Community Action Centers
for serving low income clients with emotional problems as well as their
functioning as case finders and referral sources for mental health agencies,
It is based on empirical research findings from a systematic two yeaf study
of 0.£,0. programs in a large urban area,* Data were collected from per-
sonnel in four neighborhood Centers and included observations of client-
worker tra;sactions, abstraction of file data, questionnaires administered
to lire and administrative staff, and interviews with supervisory staff,
area administta;ors, and program executives, Although limited to one
geographical area, observations and commmications with steff in other
0.E.0. programs suggest that our findings would be supported in many

Community Action Programs,

The Community Action Center

Community Action Centers are in most respects the key units of the
local anti-poverty programs. It is in the Centers that the poor and
their needs come to be identified, and it is from the Centers that the

poor maybe referred to a multitude of community services. Each Center

*

*The research reported in this paper was supported in part by the
O0ffice of Economic Opportunity (CG-8739). The study was under the
direction of R.D. Vinter, R.C. Sarri, and P.A. Fellin of the School of

Social Work, University of Michigan




in the metropolitan area we studied iz located in a "target area" which
is characterized by high rates of unemployment, low household income,
sub-standard housing, infant mortality, crime, and mental 1llness.
Conceptually, we viewed the Centers as people-processing organizations.
In our research, we focused cn the Interviewing and Counseling units of
the Centers where the problems and needs of clients are explored by coun-
selors. They were observed to be arch-types of processing organizations,
due to their concern élmost axéluaively with rapid movement of persons to
new or'modified social statuees. There was little evidence of people-
changing” technologies in these units, that 1is, activities directed toward
changing specific bechavior, attributes, or perspectives of individuals,
Our study. of the Int-rviewing and éounaeling units allowed us to
observe how clients were processed, i.e., to identify decision junctures
and alternatives, and to examine the behavior of staif at each of the
junctures. Our observations of behavior at several decision junctures
in the Centers are now presented.
1. Information-Reception.

Persons entered the Center by presenting themselves phys-
ically at the door or by telephone. Some emergencies and crises were
handled by telephone, but whenever possible, persons were urged to come
to the Center. The receptionist aé the information desk occupied an
jmportant position in the initial screening of all who entered, and
was usually quite diligent about intervening.in the initial routing of
persons. The receptionist often exercised considerable discretionary
authority over the movement of cases but was seldom subject to any

supervision.




2, Intake.

After completing a "routing slip" which provided minimal
information about the potential client and his request, the receptionist
referred the applicant to Intake, Counselors interviewed clients ind{ivid~
ually using thc-intake form as a structural outliine for the iatervieea'
This form usually required 20 to 30 minutes to complete and frequently
provoked hostile reactions from clieats who could not understand why it had
to be completed regardless of the request. A literal, and sometimes, reli-
glous adhefence to the intake form was observed in many of the counselor-
‘client tramsactions. Pressure to complete the intake form hampered the
worker when he became more concerned about completing the form than in
listening to or adressing the client's problems. Completion of the basic
intake form in a routinized manner appeared to be the most significant
factor in the counselor-client transactions at this phase in case pro-
celiing.

3. Referral,

The large majority of clients were seen only once at the
Center despite the complexity of their problems and the difficulties
likely in effecting succesasful referrals, Case processing from intake to
referral in the typical case took place in one interview which lasted
about a half hour.

The Centers lacked any formal documents which specified the intake
criteria, informational requirements and so forth of external agencies

to which clients might be referred. Counselors relfed almost exclusively
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on elaborate informal informatiocnal systems and learned the intake criteria
of other agencies by repeatedly testing them with clients having diffsrent
characteristics, There was no formal intelligence system which provided
counselors or supervisors with adequate up-to<-date information about
potential gervices and markets for clients. That knowledge of external

referral agencies was limited is apparent in the fact that in the coun-

seling interviews that we observed in which clients were referred, approx-
imately 75% were referred to 1Aterna1 agencies and only 25% to e¢xternal
agencies. !ﬁearly 30% of these cases were referred for medical services
and yet only one case was referred to an.external medical agency,

4. Pollow-Up.

While the parent 0,E.0, organization gave high priority to
follow-up, véry little pystematic activity in this area was observed., Our
observations indicated that overall the Centers had little or no infor-
mation about the outcome of referrals. Furthermore, little was done when
it was knowm that an unsuccesaful referral occurred to re-estabiish

contact and provide other services to clients.

Client Careers
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In addition to participant observation of case processing in two
Intérviewing and Counseling units, .our research also involved systematic
observation of 182 counselor-client transactions, and the abistracting of
official information from 575 case files. These data provide information
about the processing itself and of the consequences for clieuts.

Most clients were referred to the Center by friends or rolatives.

The lack of viable referral relationships with other agencies is readily
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apparent for 10% or less of the clients came to the Center from other.
agencies. Observations of client transactions indicated that clients were
truly multi-problen. They often encounterzd difficulties in employment
and financial management, suspension of ‘ncome by welfare departments,
securing assistance from welfare agencies, child care managemené, housing,
and serious persongl problems, However, in examining the records of the
exploration process, it appeared that the counselor directced his questions
to the client only znd was not concerned about hir family. 1In view of

the fact that more than haly of the clients wers fermles with dependents,
"‘lack of attentisn to the family situation was particularly aignificant,

In those cases where our researchers observed counselorwclieﬁt trzng=-
actions, post éransaction interviews were held with the counselors.
Counselors rzeported that they perceived clients had additional problems
in 807 of the cases at cne Center and 927 at the other Center, When
asked why they did not attempt to specify or deal with thesc problems,
the most frequent reply was that they lacked the appropriate kind of
relationship with the client or they had no resources to deal with the
problem so that it was futile to consider them.

In regard to'referrala, in about 357 of the cases the client was
merely provided with a routing or referral slip. The case files did
not report many instances of personal contact or informal referral,
although research staff observed considerable informal behavior in this

area for selected clients, The large majority of clients (78% in one

Center, 84% in the other) received only one referral for service, and

“in 62% of the total number of cases from both Centers there wrs no
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information about feedback from ghe referral, Further, very few coun-
selors had information about the length of time that clients might have
to wait for a final decision about the referral despite the fact that
this question was frequently asked by clients.

Despite qpa recognition that they were not directly dealing with
many of the problems the clients had, and that they had severely limited
information about the rafarral sources, the counselors were optimistic
about their.ability t; deal with clients' problems. Over 707 reported
in intcrvi;ws that the problems could be deaalt with satisfactorily.

This finding provides evidence of a widespread delusion often observed
in the Centers. Although many of the staff were aware that their clients
had many problems and limited resources, and that many of their referrals
would not be successful, they still were very aptimistic about their
ability to deal with their clients numerous problems,

Our research staff noted at least two competing styles in counselors’
work with clients; on the one hand some counselors were verv formalistic,
filled out forms continuously, and i:rovided him with various routing and
referral slips in an impersonal manner. On the other hand, cfome coun-
selors seemed to identify with the client and tried to underséand and
deal with his problems informally more than formally, They offered
advice, told him informally about ;obs available and whom to contact, and

they tended to accept the cliaent's definition_of his problem although

. other agencies may have rejected it. They also invited clients to call

or return if they had difficulties.
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Counselor Perspectives

In addition to our picture of client processing in Comnunity Action
Centers, we were also interested in the counselors' perspectives about the
clientele and their problems, their own roles and activitien As helping
persons, and the goals of the agency.

The staff's view cf the geneais of their clients' problems were
elicited by their ratfng of vafious statements regarding the causes of
poverty in America, They strongly agreed with statements that placed :
responsibility for their clients' problems outside tﬁe individual's §
control and responsibility, for examples in the failure of soclety to j
provide adequate services such as good schools, health faciiities, and %
housirig, Conversely, tﬁey tended to reject statements that place respon-
sibility for their clients' problems upon individual failures or inad-
equ;ciea that called for changes in the attitudes, values, or behavior
of the client,

It 18 therefore not surprising that the counselors overvhelmingly
viewed their job primarily as obtaining resources and services for
clisnts rather than counseling with them regarding personality or behav-
ioral deficiencies. Data in this area were obtained through a series
of pai?ed statements regarding their expected activity and goals. In
every instance, th@ vast majority selected activities whose uwbjective
was the provision of information on avaiIablé services rather than
individual change goals. For example, 967 of the 130 counselors responding
indicated they should “Find out what some other resource can do to help

the cltient" and only 4% felt they should "Convince the client to change
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some of his behavior and attitudes." In short, in all measures, the major-
{E ity of the line counselors perceived procesaing activities as the objectives
of their program and in fact spent only 17% of their time counseling with
clients.
These data supports our characterization of the Community Action Center
} as a people-processing organization rather than a treatment organization.
However, we also eiicited responses to statements on how workers should

handle clients. In contrast to our findings regarding perspectives on

program ogjectives and workers' current activities, the workers displayed
a strong p¥eference toward treatment oriented activities. #or example,
82% of the staff disagread with the statement that "There is really no

g need to explore deeply the client's situation in order te find out hisz
problem,” 72% agreed with the statement that "There is a great deal of
difference between what the client says and what his real groblem is,”
Theoe-prefbrencts of workers, however, are in direct contrant to our

obsarvations of actual client worker transactions,

General Problems of Community Action Centers

To summarize, our research suggests several general problem areas
in the operations of the Community Action Centers, To the extent that
our findings are generalizable to .other Centers, recognitimi of these
factoras is critical for any mental health agency that anticipates
developing a mutually productive relationship with a Community Action

Center in a common attack on mental illness.
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1. Deficiencies in information ':nd decisional systems

The Centers did not have a viable information system which

would provide data ahout the client population, about operacional pat-
terns, market exchanges, or outcomes. The lack of such & system hampersd
decision makers at all levels of the organiration; froam intake counselor
aides to program heads and executives, ?or example, lack of adequate
records on assignments limited .the role of supervisors in m&nttoring the
work of liqé staff, The primary amphasis of the systeam in operation was
to serve external reporting requirements, and because these were not
perceived as relevant to oparative and monitoring staff, they were viewed
as meaningless, - There was an over-emphasis on "numbers"” as criteria for
measuring effectiveness and efficiency, and a minimizing of jjoal outcomes
or costs as criteris. Staff then came to stress the number of client
contacts rather than the nature of the contact or the resulrs of their
actions,

2, Deficiencies in operational patterns

The Interviewing and Counseling units observed In this

research lacked viable technologies for achieving the end whigh they
sought., The lack of systematic information inhibited the development
of technologiea as did ambiguity in goals and certain ideolupies and
beliefs of staff in policy-making positions. -The CAP program was
established to be innovative, and one of the way through which innova-
tion was to be accomplished was through employment of indigrnous persons
from the neighborhood as staff at several levels in the orgunization,.

There appeared to be an unverified assumption about the kno.ledge and

e 1},‘“ .
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capability of these persons to solve intuitively the problems of the poor.
The mechanical use of the Intake processing form appeared t.o be more the
result of orgenizational structure than of staff characteristics, but it
doas 1llustrate that staff characteristics alone are uﬁlikely'to handle

ma jor organizational problems, The issue to ba resolved was how staff
with certain characteristics could be effectively used, not whether they
should be used.

Staff. supervision, control and development, was another major prob-
lex in the Community Action Centers. Given the large volume of clients
and ths initial capability level of the personnel, a staff development
program was |0t51y nesdad. This problem was aggravated by the frequent
lack of authority on the part of supervisors and administrators. If
staff performance vwas lesz than desired, it was often stated that they
had to bs viewed as clients as well as staff., Furthermore, because of
political and other types of influence, supervisors had Iirtle authority
to censure line staff, Thare were no routinized supervisory arrangements
and little coordination of worker activities. Supervisors had no formal
. structure for supervision or consultation with individual staff, so that
assistance was given on an ad hoc basis. The passive role of most
suparvisors was aencouraged by the ‘stress on the use of 1nd1gen6us workers
who vere allowed to learn on the job and continﬁe to male nistakes with-
out disciplinary action., Because of the oparational patterns, client
careers were generally obcarved-as very brief and often truncated.

Most clients wer; seen only once, {n & brief interview thar focused

only on the initial problem presented by the client, The lack of feedback
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information prohibited an accurate assessment of the extent of this prob-
2 lem but our obsarvation of worker-client transactions indicated that clients
often had multiple problems which would require complex intervention pro-
cedures i ssiisfactory outcomes were to be achieved. Further, the crienta-
tion of workers to view their clients’ problems snd their resolution in
terns of the availability of community resources diacouraged them from
baing sensitive to personal adjustment protlems of an {ntra-psychic or
inter-personal nature.

3. R;Iationlhips to external environment
A third problamatic area concerns the relationunhip of the :

Center staff to.the external environment., Exchange relationships for
the referral of clients were extresmely limited. Agencies most frequently
used for referral were those locatea within the same building, The coun-
selors were ignorant of sxternal agencias to which clients could be
referred or 1if they knew about an agency they might not know ite intake
criteria and procedures, This limitation was particularly apparent in
the counselors handling of multi-problem clients. There was little
consultation with external agenciss, In fact, in 262 cases, only 5
3 examples of consultation were identified, |
- Additionally, although one 1qgortant aspect of the supecrvisory

role was understood to involve identification of gaps in secvices and

st

the development of referral resources, supervisors also were found
to be acquainted mainly with programs within ORO and not withk outside
agencies. The suparvisors had no systematic contacts with ourside

rasources or & strategy for fulfllling this aspect of thelr role.
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Similarly, the area administrators spent less than 10% of their time in
developing or waintaining relationships with organizations outside the
Genters. Thus, our analysis ividicates that ~1ierts did not receive thz

"coordinated public and privste agency services" which the 010 program

sought to achiavse.

Implications for Mental Health Agencies

Our findinga suggest that the Community Action Centers are not
waging an ;Efcctive war on mental {llness., They are not recognizing and
treating as such the mental health problems of their client: nor serving
45 effective case finders or referral sources for mental hesith agencies,
In fact, the vast majority of the coundeling staff reported that they had
. 1ittle or no contact with medical fﬁcilitiea or other community agencies
that offer personal counseling., Further, they felt they recnived little
or no cooparaiion from such agencies when they did contact ihem, This
parception, whether reality based or not, will discourage tha Centers
from aggressively seeking a systematic referral system betwivn themselves
and mental health facilities, Additionally, our data clearly points out
that the Center staffs do not have a strategy for developinalnnd formal~
izing linkages with any external agencies.

The initiative for forming such Inter-organizetional 1(nks must
come 'from mental health groups, Because of the large numhe: of clients
processed by the Centers and the brief interaction between 1he clients
and counselors, such raferral systems will need to be simple und efficient,

The receiving mental health agencies will need to clearly spell out thelr

,
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admission criteris, anticipate a proportion of inappropriate referrals,
respond quickly to requests for service, and insure that thalr treatment
technology 13 applicable to low income groups. Finally, the meatal health
agency will need to assume responeibility for feeding back Jduta regarding
their sxperience with the referred clients,

The preference of counselors toward more treatment orfcnted activities
suggests an additional opportunity for mental health agencins to work with
the CQnter,_in a common attack on mental illness, The need {or additional
inservice ;falning for the counselors was apparsnt, In view of the current
interest within the mental health profesaions regarding consultation, the
Centexs offer fertile ground for such efforts.

Our obssrvations suggest that most of the staff are hi:hly motivated
to sarve their clients and eager t; increase their skills. Hental health
practitioners could assist them in a variety of ways. Thrnigh individual
coensultations as well as group training sessions, they could help up~
grada the counselors' general interviawing skills. Trainiiz {n the
recognition of clients with emotional problems and their handling of
thess clients within the Centers' usual processing system wauld enhancae
the effectiveness of ths counselors in dealing with their clientelo.
Censultation ¢ould also be providep regarding tha process nf referral
to mental health agencies as well as around specific clients who may
need such refarral. Mental health consultation could also he made
available to administrative staff around the complex person.el and staff

mansgement problems confronting the Centers,
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Long range payoif from such consultation efforts is supported by the
data regarding staff turnover. We found that 637 of the total staff had
been with the agency two years or more and 76% of the counselors had
equivalent tenure, Additionally, most of these in supervisory positions
indicated that they began as 1line workers and then were promoted within
the agency, Successful inservice training efforts, therefore, would
produce benefits over-a long period of time, The counselors receptivity
to traininglia supported by data collected regarding their previous
educational attaiﬁments. Approximately 707 of the staff had completed
secondary school and had some college or specialized,pos;-secondary
school training.

Obviouslé the development of such relationships and consultation
programs will not be easy. Within the Centers we obscrved, a clear bias
existed against "professionals" and a skepticism regarding the effective-
ness of established treatment agencles. However, as we have pointed out,
there are also forces that will facglitate c<he development of productive
inter~-organizational ties. It is up to the mental health establishment
to make the effort, if we want the War on Poverty to be a pa;t of a

War on Mental Xllness.
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