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.ABSTRACT

The Mental Health Research Project (MHRP) has been engaged

over the past three. years in. the itudy of the Texas community

mental health system and its relationship to the delivery of

mental health lervices to the Mexican American community. The

MHRP was funded through a grant by the National Institute of

Mental,Health to conduct descriptive, systematic and evaluative

social policy research through the use of archival, primary data-
.

gathering and secondary data analysis techniques. The MHRP's

major purpose was to focus its research efforts on such policy

issues as utilization of mental health services by Mexican

Amercans; planning, treatment, and staffing issues related to

service delivery to Mexican American clients; and representation

and participation of Mexican Americans in the planning, budgeti4 -

and decision-making processes- of the Texas state and community

mental health system.

This Konograph centers on the role and process of planning

in the delivery of mental health services to the Mexican American

community in Texas. The author examines the nature, context and

purpose of planning, analyzes the interplay between federal and

state mandates for planning, and assesses the*status of current

community mental health centers' (CMHCs) planning activities. A

comparison is made between planning concepts, processes, and

methodologies being utilzied in selected CMHCs in Texas, and an

analysis is made of their impact 'on' mental health services

, delivery to MeXican Americans. The scope and level of citizen

participation in planning, in particular Mexidan American input

into the process, is also discussed. The future develo6ent and

impact of mental health planning is evaluated in light of current

and potential changes in the community mental health system of

Texas and the nation:
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MENTAL ,HEALTH RESEARCH PROJECT OF THE

INTERCULTURAL. DEVELOPMENT'RESEARCH .ASSOCIATION

o

The tntercultural Development Research-Association's- Mental

Health ResearCh'Project (MHRP); funded by the National Institute

of Mental Health, seeks t improve mental health delivery systems

for Mexican Americans in(the state of Texas.

The MHR?'s major golls include: 1) a preliminary-analysis

of the effectiveness of,the sate mental health service deltvery

system and subsystems in pding services to Mexican Amtricans;

2) an assessment of the community mental health center concept as

it relltes to the Mexican American population; '3) the design of a

bilingual/multicultural human service delivery .model relevant to

the mental health needs of MexicamAmericans in Texas; and 4) the

development of policy and programmatic alternatives to enhance

the utilization of the state mental health service delivery

system by Mexican Americans.

The MHRP has established a Texas Advisory Committee which ,

consists of mental health' service, deliverers,

professional%/academicians and consumer representatives from the.

five major geographical regions of Texas. The committee mdmbers

serve as conduits for information 'dissemination and collection.,

To ensure maximum generalizability of the process and products of

the MHRP, six nationally recognized profe,Slonals in the area.of

mental health and service delive.ry systems serve as consultants

to the MHRP in the form of a National Advisory Committee.

/-

The goal of the IDRA Mental Health Research Project is

improved services for Mexican Americans in the state of Texas.

Because al.adk of agreement has existed in Census surveys and

social science research as "to the .definition 'of a "Mexican

American," potential problems emerge in attempting to -compare

data sources across regions or time frames. Terms ntountered

' historically to identify this ethnic group include: 1:xicans,

7



Mexican Americans, Spaniih-surnyied, Spanish-sneaking, Latin

Americans, Spanish Americans, Hispanics, etc. The term "Mexican

Americans" is used consistently by the Mental Health Research

Project to refer to this population, indicating those'residents

who are _of Mexican origin or descent. References to specific

data sources may at times utilize the exact label cited ;herein

(e.g., "Spanish Americans"); it .is assumed by the ,project that

the overwhelming majority of 4ny such individuals in Texas are of

Mexican origin.

Mental Health Research.Project-Staff-

David G. Ramirez

Sharon S. Hassell, A.C.S.W.

Rosa Maria Moreno!', M.Ed.

Louise Villejo

Sally J. Andrade, Ph.D.
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CHAPTER I

MEXICAN AMERICAN M4NTAL HEALTH: THE ROLE OF PLANNING

The prima y reason for-research interest in the' area of

planning as it relates to mentak.health services to the Mexican

American community is'to identify the extent and methods by which

the needs of this special population are being developed.

Coupled with this-is the need to identify the point at which those,

interested in improving Mexican American mental., health prvices

can. impact the current system with proposals, concerns, and

policy recommendation's. The importance of mental health policy

research is most often found in the description and evaluation it

offers of the mental health' system, its components, and its

practices. The descriptive methods used in policy research are

useful in disseminating information regarding agency practices

and their resultant outcomes (Kiesler, 1980). Such an approathi

is undertaken by this author regarding the planning systems being

utiltlized by CMHCs an/ the impact that planning has 'hadc,on

provision of services for Mexican AMerican,mental 'health service,

delivery.

Understanding the planning and policy - making processes', of

the'mental health system, Wether it be at the national, state,

or local level, is important in assessing the effectivenes's of

services to Mexican Americans, in that programs' which are

developed are usually strongly tied to the premises; policies,

plans, and data bases on which they have been built. Any

community mental health program may encounter considerable

ir obstacles if t is implemented without sufficient information as

to the size and characteristics of the populat4on in the service

. area, the type and scope of service needs of this group, and the

roles of family, transportation and other support mechanisms

available. This is especially true for a popuLation.group that

is culturally and linguistically different from the majority

population for, which such a program was developed.



The planning systeM, both for mental' health and other human
<-

services, is fly its nature subject to the political rocess.

Planning timplies:a decision-making process made.by one or more

individualS which has as its intention the delVelopment and:impact

on' progiraMs, facilitiesfunds, and human resources. .Planning

-decisions* carry thewpotential of having a significant impact on

the client population, as well as the community, as a whole. For

this reason, it is essential that those affected by planning be

aware of the process, understand its functioning, and-have input

ate various stages of planning.

Y

Mental health planning for community mental health services

usually occurs as a result of politically-influenced action,

whether this is reflected in the political decis'ions of a

legislative body, the pqgicy decisions of a
'

board or
JP

.

administrator, or it the decision of planners influenced by

their personal political philo-so hies. The decis-ion-making

process in planning for mental. health services, like so many

other activities in public administration, is conducyeT in the

realm of po.litical affairs, i.e., -"tthe competition between

competing interest groups or individuals for poWer and leadership

in-a government or other group."1 Within this reality, however,

one must recognize the impact ofoothaer forces in plannin,g,

inCiuding the prevailing knowledge, beliefs, and innovations.in

mental- health treatment, the prevailfng. sodial attitudes

regarding mental health and menial health services, the private

and pUblic funding resources available, to name only a few

factors.

PlAning for mental health is most often intertwined with

4the-federal and state legislative and regulatory processes, and

therefore is especially subject to the pressures of,the political

climate of the current era. This is evidenced bye the Reagan

administration proposals, as well as by Texas 'legislative and

state level planning. However, i-cognitio of the importance and

1Webster's pictionary, p. 657.

11,
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utility of planning hag/ in recent years gained' support ih the

human service field, primarily as.a result ofits implementation

in the private. business and industzial sectors of this country.

Planning as an approach to resolution' of current and future

problems- in a particular.endeavorshas been seen as a method for

estimating, reducing and contra-7 costs,,not,only in terms of

Monetary costs, but also manpower costs and costs of time and

resources as a result of errors or unanticipated events.

Planning, in this sense, has been seen as a technological or

scientific *endeavor, a1 method by which to predict future

occurences based on input information, and adjust one's ,

activities depending on the outcome desirf

10
Planning as a field is a relatively ntested and fertile

field for innovationj As Hagedorn (1977). points out; there are

no set of "proven tec

planning, there is no e ensive body of documentation in the

history, research, or practical appligation in the planning

field. To some extent, plan ng concepts have been borrowed from

corporate planning and from scientific methodology.

iques." In the area of human services

Haggdorn (1977) contrasts the rational, abstract model of

planning based on objectivity, data and analysis with the non-

rational and more, politically-oriented. approackj. Although the

rational model in its ideal form is supposedly devoid of or above

the r44:alm of political influence and social pressures, the

documents and plans derived in .this manner, however independently

developed and removed from the political and social progess are

ultimately accepted and respected in the reality of non-rational

neialiative processes. The legislative and state agericy planning

processes are by definitsion influenced, by the. phlitical, and

social processes of which they are a Tart, and are constantly

A subject to the scrutiny of public opinion and special interest

groups. Proponents of the non-rational political approach view

"the really important information as that which shows what is

feasible, howrto get things done, and how to put toge;her the

people necessary for a particular task" (Hagedorn, 1977, p:711.):
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Implications for Mexican American. Mental Health Planning.

( l f

Traditionally, Mexican Americans' have not had a

representative,voice in decision-making, policy development, and

planning of Our stateand nation. Indications,

suc as the increase of Mexican Americans in the state

legi lature, give hope that this will change for the better in

future decades. The majority of Mexican American cititens,

however, haxie seldom' been involved or had access to these

processes. Increased political power and higher levels of public

-eduation in the future among Mexican Americans is likely to have

a positive impact on this situation.- However, at present the

major reason for increased participation by Mexican American

consumers, however limited, has came as a result of mandated

requirements for minority and representative consumer

participation, on advisory and program committees. An extensive

study of participatipn of Mexican Americans on Texas CMHC Boards

and State Advisory Councils (Andrade, 1981) shows that such

participation is still limited and is not highly representative

of the Mexican Americap community as a whole. 1.-

0

As onsrluded by the Special Populations Sub -Task Panel on

Mental H lth of Hispanic Americans (1978) in its chapter on the
. .

"Mental Health Status of Hispanic Amerians":

4

-rg

"What is called for instead (of
increased spending7 is the, rational and
enlightened planning needed for an

equitable &llocation of existing
resources, the elimination of inefficient
approaches, and the maximizing of

benefits relative to .costs... such
planning will bepossible only,if Hispanic
Americans are allowed the opportunity to
contribute in the shaping of future
national ,polities and . prioritie
respective to mental health."

14
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_Understanding the complex planning processes is not easy,

even for the well=educated provider of mental health services; it.

is nearlyjncomprehensible for the average citizen and, consumer.

tienThis monograph t en is aimed at describing the planning processes

for sere -ice del very in the state and local mental health systems

of Texas.and to examine the relationship and appropriateness of

these processes to 4t4e provision of culiburally and

linguistically-relevant services to the Mexican American

cotmunity: In addition, an analysis is giyen as to the current

level and adequacy of involvement of Mexican Americans in varying -

strata of planning services for mental health. ---

4
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CHAPTER II

'PLANNING: POL4CY, PROCESS AND PRODUCT

As was mentioned in ¶5e previbus chapter, the Special

Populations Sub-Task Panel on Mental Health of,Hispanic Americans

ot the President's Commission on Mental Health (1978) recommended

that increased efforts in planning be initiated in order to

address adequately the ,needs of Hispanics and that planning

include the active participation of this significant ethnic

group.

In addition, .the Prestdent's. Commission on Mental Health

(191) advocated an increase in the role that planning plays in

the mental health service delivery process. With great emphasis

being placed 0 the desirability of deinstitutionalization as a

national priority; the.Commission reported that "too often it has

occurred without adequate planning" or without.proper attention

and preparation,for the.tipe of community-based services that are

needed by the patieri f.fected (Bachrach, 1979). Implied in this

statement is the idea that any major policy, such as

deinstitutionaljzation or culturally relevant programming, needs

to be supported by sound and careful planning. What exactly is

meant by planning is not well-defined, however, by either

national study 'groups like the President's Commission on Mental

Health, its Special Populations Sub-Task Force or by mental

health legiilation which addresses the issue of planning. A

review -of the Various'approaches, definitions, and conceptual

models of g therefore, seem appropriate.

In very simple and ideal terms, planning can be seen as both

an intellettual exercise and a skillful art. It involves

reasoning processes -,- analysis, synthesis, etc. -- as well as

creative abilities suck as'the vision and imagination to picture

what the future might look like under a certain set of

circumstances. It involves the conceptualization of val\ious
circumstances.

methods or alternatives for accomplishing the same end and

1.6
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requires kUch Practical skills as the',ability to present and

communicate ideas in a manner' so as to be accepted, understood,

and implemented by individuals, groups and/or organizations.

Pawing in many cases is associated with the important'

considerations of policy development, policy alternatives, and

policy, implementation/. As defined by Alfred Kahn "planning is.

; policy choice..." or "policy formulation and realization through

choices and rationalization" (Kahn, 1975).

Planning, hOwever, is also a process(by which to develop and

implement programs a4 services based on policy considerations or

policy guidelines. Planning as an activity is of greal

im ortance in the functiiing 'of an organizatiOn. Whether

administrators of an organization or program,are consciously or

systematically involved in planning, the decisions made by them

have consequence's for the future, often times consequences which

cannot be reversed or easily modified. Thus, the conscious

undertaking of planning-serves to provide direction and guidance

for decisions madv today which will greatly affect the future

years of a project, program, or organization. Planning can be

compared to deciding the destination for a trip; knowing one's

purpose for the trip is the first step towards determining the

destination and many oth details of the journey. Deciding

between alternaidve courses is based on considering information
4

on a variety of .factors, such as the available routes,

transporation methods, costs, etc. No matter what the ultimate,

decision made regarding arrangements for the tvip, each

alternative considered leads to a different goal, i.e., to a

different set of consequence, associated with the choice. As

Littlestone (1973, p. '4) summarizes:

4 Decisions made today that affect an

organization's existence tomorrow are the

substance'of planning. The ability of an
administrator to make. sound decisions

will depend upon his knowing what

/edisions are possible, the consequences
of each, their impact. on his-organization,

.17
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and which decisions, taking everything
into account, are likely to move the

organization most quickly and effectively
in the directibn 'it wishes to go to meet
its objective's.,

Planning is quite often associated with a product, e.g., a

written documen a construction project for a center, or

provision of a pecific service. However; a written docume9t9r

plan is in itself not a product but rather the documentation of

policies, processes, and service delivery goals derived through

planning activities. Planning can thus occur at various levels

of abstraction or specificity: the policy level, the programming

or ,operational level, and the implementation or service delivery

level.

I

Howland identified three levels of decision-making in, the

planning process as exemplifying the various strata and settings
k-

in which planning occqrs (0ABrien,.1975). The strategic level is

concerned with policy decisionrmaking, broad goal formulation and

budgeting, while the operational level transforms the strategic-

level decisions into programmatic components through operational

planning. The third, or tactical level, of decision- making

involves the routine day-to-day monitoring and planning of

service' delivery activities based on the program plans,

Activities which are usually the 'concern of ehe front line

4 service workers and their immediate supervisors.

Planning is often associated with the term development,

since it is seen as a necessary and essential step in the process

of growth or'movement towards a more positive, rewarding state in

the future, whether growth is measured on the basis of economic,

,physical, br human potentiarchanges.

One of the basic assuptions for any kind of planning is

".that ordered changemis,possible" and that as a'participant in

planning, one can/ "have at least partial control over the

variables which produce change" (Blum et al., 1969). In essence,
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before an individual can actually become involved in planning, he

or she must adhere to theixoncept that social change can and does

occur and that it can be influended,or directed by human action.

This is-not to say that all occurrences can be planned or that all

events or changes can he +trolled by humankind. Blum et al.

(1979) present four approaches to planning for social change,

which they propOse are based on distinct philosophical roots and

which therefore have differing implications for planning. The

four approaches are: 1) the' laissez .faire approach; 2) the

disjointed incremental approach; 3) the goal-oriented development

process; and 4..).Zda1401anning. 'A

The laissez-faire approach consists of a "let things be"

Method, by which little or no planning or interventiofi is

attempted, but instead the "natural state, of things" is allowed

to develop. It also is reflected economically by a belief in the

competitive market and a,beiief in individual initiative and

freedom to choose 'between alternatives in a competitivt market

system. The disjointed incremental approach refers to a

.piecemeal approach to problem-solving whereby decision-making

occurs at various levels and often without any interielationslip

or mutual influence. Ad-hoc planning, consideration of limited

alternatives, non-comprehensive outlook, and short-range

solutions are some of the,charaeteristics Of this approach. The

goal-oriented development process, which Brum'et al. advocate, is

an approach which involves 'rational processes and citizen

participation,in combination. It includes assessment, of needs

and resources, analysis of problems, and goal development by

means of community consensus. The process is oriented, tOwards

long-term plans with annuql review, therebyallowing flexibility

to re-assess goals based on new knowledge, changing. resources, or

unanticipated consequences. The total planning model involves a

highly rational, expert, elitist approach in which all details

are worked out in 'advance and followed strictly according to

plans, therefore requiring a great deal of centralization and

inflexibility. ,

1'3
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In terms of overall planning for health services, Blum et

ai. confider the disjointed incremental approach to be the

predominant planning force in the U.S. today, in that attempts 'at

providing health services are laitly- left to the competitive

,market, with only limited attempts by society to plan in a

;

.piecemeal fashion the health needs of the nation through public

health initiatives. In contrashe goal-orierlted approaCh

would require. a higher degree of coordination between private,

competitive markets and govarnmental agencies in order to provide

a more integrated system, and involving long-range planning. with

citizen consensus in the process.

Ahother analysis of the planning process for social service

programs has been outlined in the following eight steps:

1. Goal identification;

2. Needs assessment;

. 3. Resoufce identification;

4. Priority setting;

5. Eestablishment of objectives;

6. Consideration of alternative approaches;

Program implementation; and

8. Monitoring and evaluation. (Salvatore, 1975) .

0

A somewhat broader perspective is taken in Horton and

Hoffman's description of the analytical steps in a state human

services planning system. After identification of the human

.service requirements or needs, an analysis of the' current

programs or, resources in human services is undertaken. After

comparing needs to reources, the next stepN.d.n/the process
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entails the development of human service goals and objectives,

based on any number ,i)f sources of Input, including citizens,

expert opinion, political and data sources. The last step in the

planning process is the allocation of' resources based on the

goals and objectives formulated (Hortl & Hoffman, 1975).

Another brief, description of 'the steps',in the plannling

process,, as summarized by Kahh (1975), incfddes the following

sequence of activities: "goal. definition, formulation of

possibilities, choices of policies, execution, and evaluation."

Definitions of Planning.

McCurnin (1974)- reviews the various definitions of planning

which have been posited in sociology, economics, management'',

urban planning, and other fields. Most definitions emphasize the'

component of process, i.e. that planning is a process by *hidh

one achieves certain goals or ends through a rational, systematic

method of decision-making. It is a method or process of

preparing for and affecting. the future. The sociological

perspective of planning acknowledges the intervention or

involvement of social values in the process, while the economic

view points to the importance of quantification and time-

specificity indplanning for economic development goals'. planning

is also defined by some theorists in term's of a public activity;

with an objectire.of promoting or achieving public and community

interests.

McCgrnin's ,own views are summarized in a definition of

planning whith encompasses the flexibility of plans,- i.e., -.that

"plans are hypotheses ..-.and should not be fixed, static ideas

that cannot develop or adapt over time." Rather pladning is seen

as a continuous, even cyclical process, bdt never as a completed

process where one arrives at a final product -- a plan.-- which is

'final and not subject to revision (McCurnin, 1974, p. 29). The

involvement of the' community. as actors or planners in

planning process is ex0ounded in Ross' definition of social

2i
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planning as a process in which the community seeks to identify

and resolve its own problems through identifying actions needed

to -deal with these problems (McCurnin, 1974, p. 32). A somewhat

different approach.is taken by Fitch in his definition of social

planning or Planning of human services. He sees planning of this

type as a primarily governmental function aimed at achieving

social change in terms of economic, cultural and soci\kl_

development of certain subgroups of the population_ (McCurnin7"'

1974, p. '32).

0

An important aspect of planning which should be recognized

is the intent of planning itself: the defining and mapping out_of

expected ends or actions. A plan spells out what is expected to

occur and what behavior, resources and strategies will likely be

needed to achieve certain outcomes. -It is not simply a

documentation of what an individual, an organization or a

community intend to do or what may occur as a natural process of

the status quo:: In. this sense, planning involves change and,

moreover, an active involvemer)t and concerted effort to achieve

the goals or outcomes expected as a result of the planning

process.

participatory Model of Planning.

More recent approdches to planning, especially human

services planning, have attempted to incorporate a participatory

model of planning. This Fodel encourages the. participation in

the planning process of individuals,, groups, and other entities

which are likely to be affected by tlye decisions and policies of

the planning process. Such participation, according' to this

perspective, enhances the likelihOod that plans will reflect

shared goals and common interests, and that greater support can

be expected of the various entities towards the achievement of

planning. goals. With the passage of the 1963 Community Mental

Health Centers Act (P.L. 8.8-164); the,Aderal government began to-

adopt.-the concept of participatory planning with regard to state

planning for mental health JHagedorn, 1977).. As discussed in,

V 22
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Chapter I, the participatory miodel of planning has been

r, contrasted with-rktional data-based approach, and in .recent

years, federal emphasis has shifted towardloinclusion of a

balanced planning system, which incorporates both approaches.

The more traditional model of planning as an -iellectual

activity, a rational data-gathering method'or a policy selection

and decision-making process, does not usually include

participation of those affected as a hi priority. It May not

even attemit to address factors which may be of importance' to

those impacted. by planning decisions, `because planners operating

in this mode may not be aware of what these factors are or they

may not place as a high a value, for their consideration. PlAns)

develqped using this approach may end up beinia futile exercise,

sinct they may encounter opposition in the long run, mall be

considered unrealistic, or may have been based'on false premises

or lack of adequate data (Littlestone, 1973). ,

A
Participation of a wide spectrum of community members in the

planning' process is seen as a positive value by some individuals,

since it often leads to a greater consensus about community goals

'for th- future. However, participation of a broad representation'

of flit ommunity does not necessarily lead to consensus and, in

fact, may accentuate the d fering values, needs. and priorities

of Various groups in co unity. It is Eor this reason tha\

there is criticism of ap ointed or selected members to boards and

advisory committees who, because they are members of a particular

ethnic grqup, are seen as autmomatic and able representatives of

the needs and interests of that ethnic group,tsinipart or in its

. entirety..

Regester (1974) identifies the concept' of "community" and

it definition by CMHC staff as a crucial influencing factor in

the direction that mental health programming may take in a CMHC.

"Conceptual-theoretical planning should precede mental health

programming, rather thpn, develop erratically or'not at all from

analyses of the programs implemented by a CMHC." A clear'concept

2- 3
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of how the CMHC 'stkf define "community" is a prerequisite, in

his view, for the developmerfit of mental health programs in tha?-

"community." He `develops a schema of eight explanations or

descriptions of the concept of community which might be adapted

by a CM :

)

1.' Geoaraphical area;

2. Majority of populace. in,a region;

3. Vocal Minority, as political pressure demands

4. Society-at-large;

5. Common body "of people identified by-attitudes, beliefs,
economic or political identities;

6.. Feeling of belongingness. Community %fined by

facilitation of individual differences;
4

7. Elitist ;. those individuals/groups which staff decides
to serve by unintentional selection; and/or

Comthunity definvd by the type of mutual
interrelationships, such as personal, caretaker,
professional; excludes state hospital penitentiary and
other institutions as "out of the community."

Register (1974, p. 889) further elaborates on the importance

of needs, identification in relation to a specific concept of

---Gommunity:

Any comprehensive community mental
health endeavor reqn-izes a degree o epth
and breadth .of awareness of commu ity
needs in order to optimize program
effectiveness: Critic 1 to community
mental health programm , therefore, is

an assessment of c munity concerns,
problems, ,needs and system
interrelatedness
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One methwi of dev'eloping community participation in the

planning process involves identifying a liaison person from the

community or an indigenous professional who is on the CMHC staff.

This'individual's role is to set Up preliminary meetings with

community organizations and other interested individuals and to

solicit
,

ideas regarding overall community needs. From these

meetings, a community advisory board for the CMHC can be

developed. At this point, the planners and administrators can be

introduced by the liaison person, and together a delineation of

specific mental health needs can be undertaken (Harris,, 1972).

In the past, those served by public agencies have had little

control_over the type ar quality of service provided ,them. A

contributing factor to this paradox` has been the lack of public

support br identifiable constituency groups which clients could

rally on their behalf. The only form of control which consumers

of )1uman services were able td exert was through -their own

action, by either rejecting or undermining-the services provided.

Mexican American mental health clients are a vivid example of

this phenomena, in that, they have consistently underutilized :

services in the past or rejected portions'of the entire service

delLftry system.

A The, form the consumer participation takes is as important as

its existence per se.. It shbuld involve, according to Zamorano-

Gamez & Carsman (1978) not only a mechanism by which a

community's voice can be heard in the decision-making and policy

development process for planning and implementing services for

that community, but also the inclusion of delegates of the

various constituencies and consumer groups in that community who

would represent community needs, approving and rejecting polidies

and programs, and inform and se -licit inpu't from their ,respective

constituencies on decisions or proposals belong considered.

Although consumer participation in more recent times was

introduced through P.L. 89-79 in 1966, when comprehensive health

planning agencies were established, 'there was no significant

10.
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impact, -especially- on minority groups until the'passage of the

Community Meri-tal.Health Aniendments of 1975' (Pt L. 94 763) which

mandated that governing boards /of a CMHC" as a -whole be

representative-of the residents,of area, especially with resWt

to occupational, age, sex, and other_4emogAapl*s characteriOlcs.

At least one half of the Aembers of the bodOf were to be

individuals who were not health care providers. The language" if

P.L. 94-63 has' encouraged more consumer participation, but as

Andrade (1981) documerits, for MexiCan Americans in Texas,

. representat.ion'o CMHC boards is still far from adequate.

Andrade (1981) also summarizes resea4ch which documents that

for those representatives of the community o'f whatever ethnicity

who have. managed to find themselves appointed to boards, their

efforts often meet wi'th frustration because of lack of experience

or expeftise or because of the complexity of the system itself.

Patronizing attitudes of professionals and administrators or

citizen input that runs Counter to a center staff's own opinions

usually result inlessenenthusiasm, for the consumer's input.
-1

Harris (1972) argues that community involvement -ih the

development o.f a community mental health center is looked upol

with distrust by most urban minorities, based on their past

experiences with public institutions. The history of active

involvement of the poor and uneducated in the planning of'`

services "for their community has not bee& 2 long one. At "best,
4,4

the past two decades' experience with anti-poverty programs have

been able to organize some citizen involvement, fragmented as it

might have been. tHarris attribute's part of the community

participation elicited by the poverty programs to the,fact that

individuals could see the fruits of their, efforts in more

immediate and tangible ways, e.g., jobs and economic development

Projects. With the pmHc programs, the immedire lAnefits are not

so. visible. Harris also suggests that) the CMHC will be more

effective, both in addressing community mental health needs and

in encouraging citizen input, if planning involves the

community's overall needs. If the CMHC. can participate in

Z

0 ,
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stimulating resources to meet other.basic services and needs of

the community, it will be serving its mandate, as well as gaining

credibility as a helping institution'in the area.

One method of obtaining citizen input which seems to be

popular among community mental health centers nationwide is the

consumer satisfation survey. Sorenson et al. (1979) reported

that 173 (48%) of the 366 CMHCs tkey.surveyed'had conducted some

type of consumer feedback evaluation within the past two years

and that many other centers planned to initiate surveys in the

near future. The'information derived from consumer satisfaction

surveys is usually beneficial only as documentation for funding

sources or the local board of the effectiveness of services Dr

programs. Nevertheless,*there are conceptual and methodological

problems with such'measOres, in particular the fact that a center

receives no information on needy individuals who do not come in

for services. Furthermore, the results are seldom reported back

to the community" or.sto the client population.
10

Planning services for, any community "must take into account

prevailing community attitudes' and tential motivations"

(Angrosinge 1978). Relearch conduCted in one community by

Angrosinron community, staff and consumer attitudes toward a

mental group home ,demonstrated. the necessity° of including

community involvement and education about services as part of the

early stages of the planning procesS. Community acceptanCe and

utilization of services often hinges On local understanding of

the goals and methods of the program. If.this information dan be

communicated early in the velopment of program misconceptions-
.

and community opinions bas on misinformation are less likely to

hinder thelsersvice delivery process.
a

Community respOnses to mental health and mental retardation

programs can be categorized into four basic types: 1) the anti-

participation role, where the aancy or project is-seen as an,

intruder and is therefore rejected y the munity; 2) consumer

respdhse in which, the services are percei ed by residents to. be

27
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of benefit to the community and themselves; 3) the franchizer

respon , in which the community sees the agency as external to

itsel , essentially existing in but not for the community in

orde for one group to provide a service to another group; and 4)

the sponsor role, where tee community participates in contracting

for or supporting the program (Angrosino, 1978).

Functions and Roles of Planners.
I

Various factors influence the endeavors of planners and 10

consequently the type of planning activities that they initiate.,0

Among these are the personal attributes and values of the

planner, the type of skills, training and previous experience of

the planner, and the resources and support available to them

(Lauffer, 1975). Other factors also play a role, such as the

sophistication of the existing data system from which planners

must draw for information and the planner's ability- and

inclination to utilize such information in. his or her planning

strategy.. The socio - political and organizational framework in

which the planner must carry out his duties and responsibilities
.

also has great bearing on the type of planning that is

implemented. ,
Lauffer. (1975) proposes that planners generally

,

perform three basic functions in direct gervice agenCies:

1)Aobilizat,iod of support for the
______agencyls_ideology, _program_,,.__ or financial

needs; 2) guidance for the process of-

interorganrzational exchadge of such
resources as personnel, specialized
expertise, , facilities, funds and
influence; and 3) direction of agency
efforts at chgnging communityfresources
and , program' outside the direct
jurisdiction of the agency itself but

necessary- to the welfare of its clients
and constituents. (Lauffer, 1975, p. 53)

C-

The personal skills of 'the planner, such as his or her

ability to use., ceftain type of survey techniques, expertise in

understanding and manipulating social indicator data, or ability

P
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in community organization and advocacy, can to a great extent

determine the type of tools and the method of planning.the

individual will initiate or emphasize with an agency.

Two pitfalls which planners May fall into are those of

concentrating too much on data gathering and comprehensiveness of

information available to them for planning that it may lead to

either very ge ral, iedealistic goals which may be partially or

wholly unattainable or may result in developirig goals which are

not' action-oriented. The planner in effect may becomes so

involved in the data collection and analysis procesS that he or

she never addresses the implementation'_ -, egment of planning.

The kind of formal and informal training and skills which

planners possess are often a crucial factor in their levl of

effectiveness and ,credibility with the various groups . and

individuals they must work. Among some of the basic Skills

necessary are analytical, negotiating and decision- making skills

(Lauffer, 197S). Human relations and inteltictive skills are also

of prime importance, as are organizational, political, and social

planning theory. Knowledge of community organization, data

analysis techniques, and administrative ability are also

significant assets in planning. Perhaps the significant criteria

i,s a thorough understanding of the purpose, goals, theoretical

framework and practical application of the service delivery

process for which planning is being undertaken, whether it be

health serl./ices, men CiiEarf-E,--15 ar-Tifimg7-757Tomecrtire-rfitivrarr---7----

'service delivery system.

Re.levance for Culturally Appropria4e Service Delivery.

The various conceptual schema, definitions and role

prescriptions for planning point to the importance of studying

the mental health planning system and it-s) response to issues of
,

culturally appropriate services for Mexi.an Americant.- Not only

must one consider national, local and state policies and, their

impact on the quality and effectiveness of mental health services
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to Mexican Americans, one must also consider the intent,

execution and impact of planning activities undertaken by

administrators and staff in the state mental health system and in

community mental health centers. To a great extent, the policy'

ljevel planning bef.tg undertaken should be reflected -in the

program and implementation level planning being carried out at

the regicinal and local levels. As has been pointed out, the roles

and value orientations of the administrator and planners involved

are often'important factors in the scope and effectiveness of the

plannin,process.. In addition, the inclusion of Mexican

in the various levels of planning is essential to the

adequacy.00f effectively planned programs for Mexican American

mental health needs. Whether attempted through a participatory

.model of planning, a strictly rat \ional -based approach, or a

combination of the two,. Mexican American involvement is a factor

to consider in determining the successful accomplishment of

culturally relevant programming.



s ol

21

CHAPTER III

"k)

THE MANDATE FOR MENTAL HEALTH PLANNING

The federal government's expanded role in the mental health

delivery system did not actually emerge until after World War II,

with the Congress' passage of the Mental Health, Study Act of

1955. This established the Joint Commission on Mental Illness

and Mental. Health, which made sweeping recommendations for the

development of services in ,local mental health clinics' and

general hospitals as alternatives to those in large state mental

institutions which predominantly cared for -the mentally ill at

the time. The recommendations were finally embraced by.the U.S.

Congress in the passage of the Community Mental Health Centers

Act of1963, with the strong push and support of President John F.

Kennedy. In a sense the Act made necessary for the first time the

assessment of local mental health needs. In addition, the thrust

of the Act made "comprehensiveness" of services an important

aspect of:providing -local mental health services. It also

emphasized the development of prevention services and the

catchment area concept as a means of identifying the local

community for which services were to be provided.

'Congress authorized grants to the states to develop

comprehensive mental health plans as early as 1962. It was with

the aid of federal appropriations that and many other

states developed. their first State Plan. for Mental Health

Services.

With the passage of the Community Mental Health Centers Act

of 1963 and its subsequent amendments, federal financial support

was provided for construction of center facilities and for

assistance in staffing the CMHCs creAted under the Act.

The'conStruction grants weredependent on fulfilling certain

requirements, a primary one being the development of a state plan

for identifying and prioritizing the areas of the state most in

. 31
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need of centers for community mental health (International

Encyclopedia of Psychiatry,. .Psychology, Psychoanalysis and

Neurology, pp. A0:253).

The Mental Retardation Foundation and Community Mental

Health Center Construction Act (P.L. 88-164, Section 2`04)

required that each state in order to receive funds under the Act,

submit a plan zto the federal government for mental health

services. CatAment areas were to be designated by each state in

their state mental health plans in the 1963 federal mandate.

,States were also required to submit to the federal government

state plans fpr approval in order that applications from within

their state for community mental health centers (CMHCs) could be

considered. A further' requirement was that -GMHCs were to provide

services in a non-discriminatory manner (Kuramoto, 1977).
',-

The National Health Planning and Resources Development Act y

of 1975 (P.L. 93-641) significantly impacted the level of health
4 and mental health planning activity which was required by federal

mandate.
1 This statute requi comprehensive health planning,

which was interpreted to includ mental health services planning.

State plan Requirements of Public Law 94-63.

The Community Mental Health Centers Amendments of 1975 (P.L.

94-63) addresses the issue of planning for mental health services

more specifically than any. other previous legislation. Following

. previous precedent, Title III of.P.L. 94-63 required a State Plan

for comprehensive mental health services of each state in order

for CMHCs to be considered for funding under the Act. However,

this Act contained many more stipulations, ranging.from fiscal

management specifications to btlingual services, and included an

increased emphasis on Stab and Vocal level planning. and cjtizen

involvement (Kuramoto,. 1977). P.L. 94-63 also provided for

grants to be awarded to CMHCs for planning.

1
For a detailed analysis of this legislation, please, refer to

Sepulveda-Hassell, 1981.
. 4

N..
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P.L. 94-63 required the state mental health autHority (which

in Texas'-was the Texas Department of Mental Health and Mental

Retardation) to: 1) describe annually the comprehensive mental

health services provided by the State for the year in which4grant

application was made; 2) establish and carry out a plan to

eliminate inappropriate placeFent in institutions, provid for

appropriate non-institutional/placement, and improve quality of

institutional care;. and 3) prescribe and enforce minim%
standards for maintenance operation of mental health programs and

facilities.

Provisions of this federal law required the State Plan to

include an administrative section and a services and facilities

section. The administrative provisions amounted to a report

describing compliance with the provisions for appointment and

operation of a state advisory council to the state mental health

agency, assurances of the state. agency's compliance with the

Department of Health, Education' and Welfare reporting

requirements (including the submission of a,. report on the annual
s!"

review of the State Plan) and a description of tht,State agency's

provisions for a Terit system within its personnel policies.

The services and facilities portion of the State Plan was to

address 'the services to be offered within the state by CMHCs and

the facilities to be utilized by the centers for ser4ice

delivery. The State Plan for mental health was to be consistent

with,the section's of the state's health plan relating to mental

health services, as prepared to comply with the Public Health

Service Act, under provisions of Section 1524(c)(2) or Section

314(a), as applicable.

The specific provisions required in the services and

facilities section of the State Plan we're as follows:

(B) set forth a program for community,

mental health centers within the State (i)

which is based on a statewide inventory of

J

33



existing facilities and a survey of need,

for the comprehensive mental: health

services described in section 201(b);

(ii) which conforms with regulations

prescribed by the Secretary under section
. .

236; and (iii) which,shall provide for

adequate commullity'mental health centers

to furnish needed services for persons

unable therefore;

(C) set forth prescribed under section

for the projects included in the

program described in subparagraph (W,
1

and, in the case o projects under part C,

provide_ fo'r th completion of such

projects in the order of such relative

need;

(D) emphasize the provision of

outpatient 'services by community mental

health centers as a preferable

alternative to inpatient hospital

services; and

(E)' provide minimum standards (to be

fixed in the discretion of the State) for

the maintenance and operation of centers

which receive Federal aid under this title

and prove for 'enforcement of such

standard with respect to projects

approved by the Secretary under this

title. (P.L 94-6 1975)

24

}oreseeing the .need for caei-ful and systematic,development

of community mental health centers, the lawmakers included in

Section 202 of P.L.. 94:63 provisions for application for planning
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grant funds by public and non-profit private entities for the

deVelopment of CMHC programs. Any project funded was required
,

to: 1) assess the needs of the area for mental health services,

2) design a community mental health center program far the area

based on such assessment; and 3) obtain within the area financial

and profesfiional assistance and support eQ the program, and

initiate and encourage *continuingcommunity involvement in the

-development and operation of the program.

The maximum amount granted to any project was set at

$75,000, ancrthe authorization amount in P.L. 94-63 allowed fbr

at least 50 projects each year in 1976 and 1977 to be funded

'nationwide.

Grants under P.L. 94-63, Section '203, for initial operati,on

of a CMHC were required,to provide the 12 essential services, Or

provide a plan to the Secretary of DHEW for providing these

services within two years afterohe receiptof the initial/grant.

In addition, grants could be awarded to a CMHC only if an approved

State Plan had been submitted to DHEW, which met all the

requirements of Section 237 of'the Act.
ti

Centers receiving grants for initial operation for

consultation and education, or conversion grants under the

funding authorized by P.L. 94-63, were required to provide: 1)

an overall pla and budget that would meet the requirements of

Section 1861 and of the Social Security Act, and 2) assure that an

effective procedure was operational in the center for gathering,

maintaining and evaluting statistics which would be reported

periodically tb DHEW. The statistics 4onsisted of data on the

center's operational costs, its service utilization patterns, the

availability, accessibility, acceptability, and impact of

services on residents of its service .area. The general

provisions of PL 94-63 also, emphasized the need for CMHCs to

involve area residents in the review of. its services and

programs.

ok.)
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Two other planning requirements in P.L. 94-63 were: 1) a

financial support plan to address financial resources to be
,

tapped as federal support diminished, and 2) long-range plan for

expansion of the center's service& in response to future

projected demand for comprehensive mental health services by

_- residents of the service area. The plan was to include: 1) a

description of planned growth in the programs of the center; 2)

estimates of increased costs'arising from such giowt4; and 3)

estimartes of the portiOn of such increased costs to be paid from

Federal funds and anticipated sources of nor-Federal funds to pay

the portion of such increased costs not to be paid from Federal

funds. ......

An interesting requirement- included in P.L. 94-63 was the

stipulation that a program of on-going evaluation of program
,

effectiveness as it relates to community needs, as well as

quality review program, be prpvided by the center, by obligating

an amount'equal to at least two percent of its previous fiscal

year's operating expenses.

P.L. 94-63 was specifid as to the response that c ters were
i

to make in planning for services for limited Engli h-speaking

populations in their respective catchment areas. It required the

development of a plan for services for such a populatilion sub-

group that would demonstrate responsiveness to its needs, and the

provision of services in the language and cultural context most

appropriate to such individuals.

National Guidelines Regarding Planning.

Aside from national legislation requiring mental health

planning at the state and lbcal level, the national and state

standards developed for Rublic mental health services funded

through federal, state and regional sources also provide

guidelines and set minimum components for planning.

*

I
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The National Standards provide specific criteria for-

development of a compreh ive service plan for each community

mental health tenter (CM C). The standards describe three types

of assessment approaches which, can be used as methods for

determining l'quality of care and developing. standards:

assessments of structure, assessments of process, and assessments

of outcome. the National Standards for CMHCs, although a

combination of these three approaches, places a greater emphasis

on the structural assessment criteria. The structural approach

focuses on the organizational features and prerequisites

necessary for providing quality care, while the process approach

is designed to assess activities of care providers to determine

if such aqtavities constitute good care. The outcome approach

uses as standards of measure criteria related to*the results of

the treatment given, especially from the perspective of the

client's health status and satisfaction. with services. The. fact

that the national standards favors the structural approach is

reflected in the criteriaby which planning standards can be

judged as met by CMHCs.

The starterds and criteria of assessment for development of

a comprehensive plan of services by a CMHC, as delineated in

ection II of the standards (Program Administrations, is provided

below.

A Comprehensive Plan of Services

44

Standard

There shall be aComprehensive Plan of

ServiCes which is updated at least

annually to reflect changing needs. The

Plan shall include the following:
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_,/
Criteria

k

A. A description of the community to be

served in ter of demographic,

geographi, and economic data, using

already eicisting dap whenever possible.

B. A description of the human services system

serving the target population, including

social services, public healfh services,

visiting nurse services, rehabilitation

services, employment services, sheltered

living arrangemerfts, services of private

agencies.

C. Estimates based on available data of the

types and extent of significant social,

health, and mental health problems in the

community including estimates of the

types and extent or emotional and

substance abUse disabilities in children,

adolescents, adults and elderly.

D. A description of sting services

dealing with the problems estimated in C

including an evaluation of the degree to

which the s= vices match the estimated'

needs.

E. A projectio of the amount and type of

Center rviceS nehed to adequately

serve the unmet comprehensive mental

health eeds of the service population as

described i D.

iF. A-descripti n of the purposes, goals and

objectives of the Center.

38
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G. A. description of how, when, and where

proposed programs deicribeiLin F

implemented including the itethods to be

used, the projected costs, and the means

of financing.

H. Where proposid programs are to be provided

through affiliations with community

agencies, the' authorities and

responsibilities of the Center vis-a-vis

the affiliating agencies must be clearly

spelled, out in writing.

I. A description of the hours of operation of

the various services.

J: A description of efforts to assure

'accessibility and availability of

services including arrangements for

making services available to pose in

nursing homes, jails, etc.

K. A description of working -relationships

with other health and mental health

facilities serving the catchment area.

L. A description of working relationships

°flier e--

described in B above) serving the

catchment area.

M. A description of working relationshih

with health planning and other relevant

planniv agencies.

N. A description of the means for assuring

33
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citizen% and client input

planning (NIMH, 1977).

program '

' 30

The Standards also outline requirements for centers to maintain

both a. program evaluation componeand a quality assurance

progra--

Mental.Health Planning Requirements in Texas.

The only reference to the developient of planning for

mental health services uraer House Bill 3', the Texas Mental

.Health and Mental Retardation,Agt, as amended, are those found in

Article 554W14QA. It-requires submission of a plan to the TDMHMR

by each community mental health center as soon after its

establishment, is possible; ttk plan submitted should project the

financial, physical Ad personnel resources of theeregsion to be

served. The implementing guidelines for. this mandate for

community mental health planning are described more fully in two

important TDMHMR documents: The Principles and Standards for

Community Mental Health Centers; and the Rules of the

Commissioner of Texas Department of Mental Health and Mental

Retardation.

In nciples and Standards for Community-Mental Health

Centers, the board of trustees of each center is responsible for

reporting "annually to the sponoring agencies on the Center's

progress, needs, and goals" (Texas Department of Mental Health and

MeritalRet'ardati-o-n,`I9-78-b) . k gutdfng icaiircirp- has also been-

established that requires. the boardof each center to "maintain

an annual and long-ryige comprehensive service plan which

specifies needs and objectives' in program areas (Texas Department

of Mental Health and Mental .Retardation, 1978b). The 4V

accompallying standard states that the board shall require "a

comprehensive service plan describing community needs and target

populaon which is reviewed and updated annually" (Texas

Department of Mental Health arilipMental Retardation, 1978b).

Provisions for ensuring tlitt the service plan of the center is

40"
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followed is left up to the authority of each center's board. The

standard mandates that quarterly 'reports of the center's

operations in each program area be required of the,centertaif

by the board, and that these reports include as minimum data on,"

the quantity of services provided., any deviation from the goals

in the:service plan, and any change in the implementation of the

center's programs. In addition; the board is required by the

standards to monitor quarterly unit costs of services and to

review budget expenditures and re enues of the center on a

monthly basis. (Texas Departme of Mental Health and,Mental

Retardation, 1978b). -

The Comprehensive Se vice PlanWhich each centeMmustA.,

develop is required to address the following services, in

addition to any others the board may cheDose410
J

4.

\ .

scrvning of, residents being coftsidered for admission to
st'e residential facilities; .

emergency servi'ces;

outpatient services;

therapeutic and rehabilitative services aimed at

maximizing independent living in the community;

trans'itionaa and. long -term residential services;

twent our (24) h ur intensive treatment services

(A atient servic for -persons who cannot cope
successfully with heir communities or who are dangerous
to' themselves and- others.

services to meet the mental 'health and substance abuse
needs of children, adults, elderly. (Texas Department
of Mental Health and Dental Retardation, 1978b).

The State Aandards*also'require that eacp.' center maintain a

Quality Assurance System to .assure'that a mechanism exists to

S
4

4
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determine

improvement

4 01V Standards
0 follows cio

legislation.
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iC standards are met and to recommend needed

in service deliver. The 'stipulation in the State

rding development of a comprehensive service plan

ely the requiremerits set forth by the federal

reg

Or

In addition, to the requirement ''hat a CMHC, maintain an

annual and long-range comprehensiveservice plan Which specifies

community needs and a description of the target population, the

Principles -nd Standards also state that the center minimize

social and cultural barriers to receipt of services by having

bilingu'al/bicultural staff and materials as appropriate: to the

service area, and that all staff be familiar with the culture of

the major population subgroups in the service area. (Texas

Department of Mental Health and Mental Retardation, 1978b).

The Rules of the Commissioner (Texas Department of Mental

Health and Mental Retardation, 1976b) governing community mental

health centers was published by the Department in January 1976.

These Rules reqiiiire that a plan be submitted to TDMHMR by each

board of trustees established after the effective date of the

rules (Rule 002). New CMHCs developed after the Rules were

approved are required to submit a plan for mental health and

mental retardation services to the residents of the area. The

plan^is to consist of: a description of the catchment ,area, in

terms of the physical, financial, and personnel te1oureqs; the

extent to which othy services agencies in the community were

involved 1n the planning of services by the new CMHC; the.long'

range service goals, of the center; and the cost of the servi s

being ist pos Centers with a functioning board of trustees

prior to the promulgation Of the Commissioner's Rules are only

required to submit annual plans desFribing proposed activities

tot the coming year The Rules also indicate that a center's

planning process is required to take into account the 'socia ,

cultliral, and economic factors of the population i,jt its servi

area.

4?
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The Texas Department of Mental'Health and Mental Retardation

State Plan for Comprehensive Mental Health Services (Texas

Department of Mental Health and Mental Retardation: 1976a) also

makes reference to the need for responsiveness to community needs

and values and to relevancy in meeting the individual client's

treatment needs. The Plan outlines the TDMHMR Philosophy of
re;

Treatment and Care, which incorporate the following four

principles:

a. The TDMHMR's care and treatment must focus on client's
needs.

b. The system must take positive action not to abridge the
rights of clients.

c. The system must assure that clients receive "high
quality care."

d. The delivery system must be responsive to community
values and attitudes when designing programs and
delivery systems (Texas Department of Mental Health and
Mental Retardation, 1977).

,Planning Services for Minorities.

The Report 'of the President's Commission on Mental Health

(1978) °pointed out that any attempt at defining and assessing

mental health problems must consider the contribution of such

fdctors as poverty: unemployment and institutionalized

discrimination based on race, ethnicity, and sex.

This recommendation by the Commission had to some extent

already beTn addressed by .the Cdngress in drafting the Community

Mental Ha h Amendments of 1975_ The amendments had sought to

'assure that the special concerns of discriminated minorities were

addressed by CMHCs in their planning by requiring citizen input

that was representative of the service area, by stipulating that

programs and services reflect the needs -o the community being

43 .
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served, including' population sub-groups and in the case of the

limited English-speaking and culturally distinct minority, CMHCs

were to plan for appropriate staffing and programming in the

delivery of services.'

Aside from the national legislation, and the national and

state standards mentioned, there are several other documents

which provide some g elines for planning and which specifically

. address the planning ocess as it relates' to the services for

the Mexican American client. Foremost,among them is ThezReport

to. The President's Commission on Mental Health'from the Special

Populations Sub -Task Panel on Mental Health of Hispanic Americans

(178) assessed the limitations and -problems in current
..,

approaches to researtch and service delivery for Hispanic

communities; The- HlIpinic Panel made several recommendations

which relate to various elements of planning. For example, it

saw the need fort data gathering efforts to be coordinated among

federal agencies, an 4or,ttatistics collected by'these"agencies

,to include ethniozi- h eakdowns in order to determine demographic

and ep_idemiologkal characteristics of Hispanics and major

Hispanic suirolps, such as Mexican Americans, Puerto Ricans, and

Cubans. The Panel :also found that data on incidence and

prevalence of mehtal illness in Hispanics were practically non-

,eXistent that epidemiological research efforts needed to be

funded at all governmental levels. Without such basic knowledge

the Panel's members noted that planning appropriate and needed

services for the Hispanic becomes a matter of intuition,;creative

,:leduction,tand sheer guesswork,_

4,
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CHAPTER IV

MENTAL HEALTH PLANNING AT THE STATE LEVEL

35 -

The federal promotion of state planning- for mental health

services. which was initially begun in 1963 with the passage of

the Community Mental Health Centers Act (P.L. 88-164) has been

actively strengthened in recent legislation, most notably the

National'Health Plan and Resources Development Act of 1974 (P.L.

93-64,1) and the CommunitY Mental Health Centers Amendments of

1975 (P.L. 94-63). The requirements of these legislat6re
A

mandates for planning have leelo the establishment of an annual

system of mental health planning at the state level. The legal

framework, however, has, provided significant support for a

community-based and participatory-orien,ted planning system. A

manual for state mental health planning prepared through a

contract by NIMH emphasizes this approach and introduces

guidelines by which local level input and consensus can be

incorporated into a statewide comprehensive approah to mental

health planning, which integrates the traditional state

institutional structure with community-based services (Hagedorn,

1977).

. ,

Although the rational, analytical approach to.planninvis

not rejected or set aside by the current federal regulations on

planning, the emphasis on rational planning approaches has been

so great in the past that a participatory approach is now being

promoted in order to achieve some balance or integration in the

planning approaches. used.

State Planning Activities of the Connecticut and New Mexico

Mental Health Authorities.'

One state's responselp the need for statewide planning of

mental health services is exemplied by the Connecticut Mental

Health Planning Project (Pedersen et al., 1973). The Connecticut

project was'successful through state legislation in establishing
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regional mental health 'planning councils whose1 majof

responsibility is to review funding applications regardin mental

health services -and to make recommendations to the state's

Commission of Mental Health. Although the State was authorized

to make the ultimate decision of any funding propos'al, the mental

health councils played a coordinative and influential role in the

State's planning and resource allocation process. In addition,

the' councils served as mechanisms for identifying and
16,

,prioritizing community needs and spurrnig loCal agency response

to these needs., Each of the 14 councils had at least one planner

to provide staff support. The majority of the project

applications reviewed by the councils, or their designated

committees pertained to grants for community mental health
N

services, psychiatric clinics in general hospitals, and child

guidance clinics. The effectiveness of the Connecticut planning

system is described as "one with limited local partiCipation in

the regions and residual centralized authority in the state"

(Pedersen et al., 1973). The authors_ point out the alternatives

as being those of centralized authority -retained at tWe state

level or of complete delegation of authority to review and` fund

Projects vested in the regional councils! provided that each of

the, councils' develop a regional comprehensive services plan. As

they report, the "limited model-of plaAing" currently being

implemented jointly by the State and the regional councils has

resulted in a limited citizen resp.onse and participation.

*The New Mexico 1979-8G Mental Health Plan (Health &

Environment Department, 1979) provides an indication of the

concerns in that state with improvement of systematic planning

for mental health services. The Plan identifies the need for

continued coordinatiiihof state and Iocpl level healt and mental

health planning throb participation in interagency committees

and task forces. The Plan also `delineates objectives, for

implementing several planning projects, including the development

of a five-year financial resources plan, a proposal for an

epidemiological study, and an assessment of services to special

populations. Input from CMHC directors, the Chicano Mental Health
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Task Force, and from representatives of the - various regions of

-4-41e state is one important aspect ,o the planning process

proposed in the New Mexico State Plan.

Philosophical Basis for Planning in Texas.

Philosophy of the Texas Department of Mental Health and

Mental Retardation sees mental impairment as a social problem

requiring the involvement and cooperation). various public and

private agencies to resolve the problem. Tie department espouses

a philosophy in three major areas -- -prevention and promotion;

treatment and care; and administration and organization (Texas

Department of Mental Health and Mental Retardation, 1976a).

Prevention and promotion are defined as identifying the

social and personal stresses faced by high-risk individuals

before major impairment occurs by providing'for early detection

and intervention. The treatment and care philosophy, as outlined

in the 1977 State Plan, stresses the importance of focusing on a

client's needs, clients' rights, high quality care, and

responsiveness to community values and attitudes in the

development and implementation of programs and services. The

Department's philosophy regarding administration and

organization includes consideration for efficiency and

effectiveness of treatment, equity in service delivery to all the

people of Texas, adaptability to change, compliance with all

applicable laws and regulations, effective organizational

structure, and coordination of services with other entities into

a "human services network."

In the fall of 1974, TDMHMR hell 10 intensive, planning

conferences which led to the development of what the, Department

calls the DPP -- "Dynamic Planning Process." Since that time the

primary thrust of the _current' planning process has been

deinstitutionalization -- the development of community-Vased

services for the care, 'treatment, and rehabilitation of clients
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in the least restrictive -setting (Texas Department of Mental

Health and Mental Retardation, 1976a).

Texas' Dynamic Planning Process.

The. Dynamic Planning Process was introduced in 1974 in

TDMHMR's central-administration as a result of several driving

forces, both internal and external to the system, including the

federal requirements for development of a State Mental Health

Plan, litigation against TDMHMR regarding the adequacy of its

programs and services, and problem areas .identified by the

department's top administrative heads (Thompson, 1980).

The new ptocess allowed for input into planning by top level

administrators, who composed a Policy Control Group, as well as

nrid -level administrators and technical experts on the

Department's Central Administrative staff, who formed an

Operations Gontrol Group. The functions of the committees, both

of which operated on-an ad hoc basis, were distinct: 'The Policy

Control Grow functioning primarily as an interpretive body

..ketween TDMHMR Board policies and administrative planning and

programming efforts; and the Operations Control Group's major

role being one of an on-going coordinative and supervisory group

to insure the smooth and timely conduct of the plan development

process. A third source of input into the Dynamic Planning

Process was that of field personnel who served on work groups

task force committees as needed.' The role of the full-t

TDMHMR planning staff was a limited one during the ini ial

development phase concerned primarily 'with setting policies and

planning priorities,` but later the planning staff were assigned

the bulk of the technical aspects of writing the final planning

document to be submittedto the federal government.

Despite this rather elaborate and supposedly systematic

. approach to planning, Thompson (1980) concludes that the actual

written document, the TeXas State Mental Health Plan, was

essentially the work of the two TDMHMR full-time planners and
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that the relationship of the StatePlan to the programming and

operations of TDMHMR were disjointed at best. In the case of

problem-solving tasks .assigned -to the Policy - ,Control Group, tht

Operations Control Group or the informal wort( groups, this as

not always the case, and actual implementation'of recommendations

was successful. But as Thompson comments, the. State Plan

submitted to comply with requirements of P..14. 94 -3 was "shelved

to gather dust -until its resurrection for 'updating' the

following year." His assessment, based on his four years

experience as a mental health planner with TDMHMR, was that

"plinaing ...was divorced from policy-making and bulgeting" and

that the "state plan itself continued, to be window dressing to

'placate federal officials" (Thompson, 1980; p. 18).

The conflict betAn super-imposed directives for planning,

whether at the federal, state or regional levels, and the siacere

commitment to utilization of planning as a tool in service

delivery continues to be problematic in the state of Texas. On

the one hand, planning documents may be developed as a result of

legislative or administrative mandate, but if they are not

developed with implementation in mind or with serious input and .

thought towards making them viable guides for service delivery,

then planning will continue to be a fruitless, costly, and

frustrating exercise. When citizen input or a Semblance of

citizen participation is depicted in the planning process, but

planning does ,not lead to implementation, citizens will feel

defrauded, and planning will be -seen as_a subtle means of keeping

the decision-making process inaccessible to the public.

As the.process utilized by TDMHMR in development of a State

Mental Health Plan demonstrates, cooperative problem-solving and

short-term planning can be accomplished through an administrative

network of policy and ,task-oriented committees. However, long

'range planning and the SVIlow-up monitoring and evaluation

necessary to interface Planning with implementation in the

service delivery arena is a puch'more difficult tasW to

accomplish. It is perhaps one which has not seriously been
4

4r,1
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attempted bespase it requires an on-going mechanism for periodic

.and__ re-evaluation of loAg-term goals and- plans? a

mechanism which does not currently exist.

TDMHMR's Organizational Structure and its Relationship, to

Planning.

Several major changes have occurred in recent years in the

organizational structure of the TDMHMR which impacts on the

relationship between TDMHMR and community mental health centers,.

The organizational structure which was approved by the TDMHMR

Board on February 3, 1976, includes a separate division for

Program Support. Services. This division wds on the same level of

line'authority and communicgtionwith the three divisions headed

respectively by the Deputy Commissioner for Mental Health

Services, the Deputy Commissioners for Mental Retardation'

Services and the Deputy Coffimissioner for Community Services. The

Program Support Services division consisted of four district

organizational units: 1) Program Analysis and Statistical

Research, 2) Standards CompIiance,3) Quality Assurance, and 4)

Planning Policy Analysis. Technical assistance and system

coordination with the CMHCs was the designated responsibility of

the Deputy Commissioner for the Community Services.

This organizational schema was revised at theApril 21,

1981, meeting of the TDMHMR Board. The four functional units

under the Program Support *Services division were distributed

under the major staff positions -(Assistant Commissioners)

responsible to the TDMHMR Commissioner. A Planning and Resource

Development section and a' Standards Compliance and Quality

Assurance section became the respOnsi,bility bf the Assistant

Commissioner for Internal Administration while the' Program

Analysis function was absorbed by the other Assistant

Commissioner under the Information System Division. The

responsibility for working firith the CMHCs was retained in the

division headed by the Deputy Commissioner for Community

Services.
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Two additions were made in 1978 to the State organizational

- structure: the aPpoi t of a State Mental Health Advisory

Council, as required by P.L. 94-63, and the designation of a

State Community Men Health Center Advisory Coun il. The, two

advisory council's both were conceived as advisory idies to tile

Commissioner for TDMHMR. Although not included in the 1976

organizational chart for the Department, an ele'ven member Texas

State Advisory Council was already in existence, wit both

consumer and provider members serving on it. The purpose of this

council, fihich was established to comply iith federal aw, was to

review and recommend revisions to the Tens State PI n and its

Annua). Reports, as well as review of construc "Ion grant

applications (Texas Department of

Retardation-, 1976a):

Content Analysis of Planning Documents, 1977-1981.

Mental Healthy' and Mental

The "314(d) Plan," prepared in response to P.:L. 89-749,

Section 314(d) addressed four needs critical to 1mi community

mental heafth center movement in Texas:

A

1. the further development of mental health /services in

those areas creating, organized centers;

2. the development of mental health service n rural and
sparesly populated areas and areas no/ served by

organized centers;

3. the development of a manpower progra
projected professional manpower needs; an

to address

4. the development of a computerized dat base, to be

designed to serve the needs of the ommunity MUM
centers (Texas Department of Mental Hea th and Mental
Retardation, 1977).

The Texas Plan 'for Comprehensive Mental /Health Services

(Texas Department ()f Mental Health and Mental Retardation, 1976a)

was prepared to meet requirements in the provisions of Title I
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and Title II of P.L. 94-63. It also used as an outline the

"Guidelines for the Preparation of State Plans for Comprehensive

Mental Health Services," dated February 17, 1976 and prepared by

NIMH. A previbus State Plan had been prepared to meet the

-requtretents of P.L. 88-164; this plan was approved by the Public

Health Service on May 20, 1966. In September. of 1974, the

Department began a series of ten Intensive Planning Conferences

to develop a base for the preparation of a Five-Year State

Operating Plan, Which resulted in the Dynamic Planning Process.

The Texas State Plan gained full approval on October' 19, 1976,

-after additi'onal.information was requested and supplied to Dr.

Floyd A. Norman, the Region VI Administrator for the Department

of HEW (Texas Department of Mental Health and Mental Retardation,

1976a). The 1978 update of the Texas Mental Health Plan makes no

reference to specific planning activities limed at meeting the

needs of the Mexican American population (Texas Department of

Mental Health and Mental Retardation, 1977).

0
The 1979 Annual Review and Progress Report (Texas Department

of Merital Health and Mental Retardation, 1978a) of the Texas

State Plan for Comprehensive Mental Health Services submitted by

TDMHMR to comply with federal requirements contains v,ery little

substance in relation to culturally specific planning for Mexi-can

American. mental health services. TDMHMR cites two programmatic

efforts, one of which is the provision of cultural and linguistic

programming in the San Antonio State Hospital "Chicano Unit"

which affords space for 60 inpatientsi The program is available

.fc'r those hospital patients whom the staff determines can benefit

from the Spanish,language therapy offered in the unity. The

other majo'r effort planned by TDMHMR aimed specifically at

meeting the needs of a predominantly bilingual, bicultural

population was the development, of a Human Developmen Center in

Laredo, Texas.

The 1980 Annual Review and Progress Report (Texas Department

of'Mental Health and Mental: Retardation, 1979) was submitted by

TDMHMR 'to the Regional Office of the Department of Health,

52
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Education and Welfare, as required by law for review. The

Regional Administrator noted that-the 1980 Progress Report pfior

to its approval by DHEW should include a statement from TDMHMR

relating its projected activities to assure "more .relevant

programming for special populations" and delineating the TDMHMR's

plans and efforts in the area of affirmative action (Barton,

1979).

The response of TDMHMR to these suggestions were submitted

in writing to the Regional AdministratOr on September 13, 1979

and accepted by that office without question on September 12,

1979. In relation, to programming for special populations,

TDMHMR's response point primarily to the efforts of. the IDRA.

Mental Heal-tl-Research Project, which are referred 'to in the 1980

.Progress Report, specifically a contractual agreement for two

workshops to be conducted by IDRA forthe 29 CMHCs in Texas on the

delivery of mental health services to Blacks and Mexican

Americans, Although a workshop was held by IDRA concerning

service delivery issues as related to the Mexican American

population, there was no agreement betVeen IDRA and TDMHMR

concerning a workshop on serving the Black population. In

addition, the Progress Report's referejnce to a contractual

agreement with IDRA for an analysis and assessment of the state

mental health syStem's response to the. needs of the

bilingual/bicultural client is misleading. IDRA research

activities, in these areas were funded through an NIMH grant and

4n no way financially supported by the TDMHMR. TDMHMR did

provide its cooperation in the research efforts, as did the

majority of the CMHCs in TeXas, and IDRA findings were widely

disseminated throughout the state- and community mental health

system. TDMHMR's intent to utilize the research findings in its

programming for special populations, is pointed to in the 19,80

Progress Report; however, the method by which the findings were

to be incorporated into the state planning and service delivery

system is never addressed in the Progress Report- In addition,

'specific programs for other special populations, specifically

children and adolescents, is addressed in,the Progress Report,
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ut no mention,is made. bf ongoing program efforts related to

ulturally relevant services for the Mexican American population.

Ong can only conclude that net such efforts are in existence or

that they are-so insignificant as to merit no mention in a state

meni 1 health plan.

Mention should be made with respect to the federal role in

approgial of the state progress report. Although the regional

administrator pointed out the need to address the issue of

culturally relevant programming in the 1980 Progress Report, the

gesture seems a rather symbolic one, in that the report was

,approved without any significant effort or documentation on the

part of TDMHMR to address theissue.

The draft for the 1981 Annual Review and Progress Report

(Texas Department of Mental Health -and Mental Retardation, 1980)

of the Texas Mental Health Plan which was adopted by the TDMHMR

Board, includes in.the goals and objectiVes the development by

1983 of "a plan for community-based services to .unserved and

underserved identified target populations with specific attention

to minority,grbups" (Texas Department of Mental Health and Mental

Retardation, 1980). This is the first documented evidence of

TDMHMR's commitment to address the needs of minority groups in

its -planning process. However, no specific information is

included regarding how this plan would be accomplished, who would'

be involved, and what the scope and nature of the plan would be'.

The section of the 1981 Progress Report rwhich contains

narrative statements on the needs of special pop lations includes

.a section on the elderly, on children and ad lescents,*and on

. minorities as three distinct special population groups. The

discussion of TDMHMR's efforts tb address the needs of the

elderly, children and youth covers programmatic matters, while

the section on the needs of minority populations does nothing

more than review/the problems that Mexican Americans and Blacks

may encounter with the current delivery. system. TDMHMR offer's as

a response. to these needs and problems the employment 'of a

54
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f
Recruiting Specialist to strengthen its `affirmative action

efforts andAts cooperative relationship with IDRA, which has
.

conducted policy research on Various aspects of Texas mental

health'system.and,its relationship to service delivery to Mexican

AmeriCanS:' :.111F .,

State Planning and its Relationship' to Service Delivery, tb

Mexican Ar ricans in Texas.

One cannot say that no planning occurs in ,the development of

state mental health, services, since the state budgeting process

requires budget reqUests to be submitted for each biennium. Thi

requires at least a three-irear foresight on the part of state

administrators of the type and extent of services to be provided.'

The problem lies with the method and scope of planning. The

planning which ocCurs,is a closed system, in tihich the public,

especially minorities continue to'be excluded. It is also based
--,,,

on in_irrational process of- estimation of resources, based on a
, .

reactive process rather than on`propected needs; this arlip-ants to

reacting to current problems and bAsing future needs simply on
. , .

current levels of service '(Thompson, 1.980). The political

greatlyprocess also greatly affects the budgeting process from political

pressures at the local level, between the state hospital and CMHC slt

4Cadministration,`within Central administration staff, the LBB an

state legislators.

In addition, there are no pubiiCly stated goals which the

state 4Ontal'health agency is strongly committed to. The Sta
,

°Mental Health Plan is in essence a document whr
ftch

has deVelope

formality fo meet the federal guidelines, without any r al

significance for t41.0 actual plans- and programs which the

department develops and' endorses.

Thompson (1980) points ou t-that although the state planning

systeM and those chiefly involved with'the process were committed

to develOping a five year glan, a fundae al commitment towards
_,A

5

.0.
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implementation of such a plan was lacking, as exemplified by the

fact that the plan and the budgeting process were not coordinated

an tHat programs were not developed consistent with the plan.

In more recent years, the State Plan developed in 1977,

bPasts. of beiinuthe first plan which is interfaced with the state

.budgeting process.

The value of a written document and of an open system of

.planning isthat goals and obje;tives are publicly stated and

therefore more likely to be understood by the community affected.

\In addition, it allows the public, and especially thOsegroups

most likely to be affected, a point from which to comment and
,

evaluate, the servieS' being -offered and changes which are

proposed in the service delivery system.

Although to date there have been no lawsuits addressing the

specific issue of right or culturally and linguistically

appropriate treatment, numerous cases whith have established the

client's. right to treatment could in the future lead to the

pursuit of similar legal bases for development of services

adequate to address Hispanic mental healtN"need.s. ier

A

4

-k.
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AN OVERVIEW OF PLANNING IN COMMUNITY ir

MENTAL HEALTH CENTERS IN TEXAS,

Q

In an effort to assess the current status of mental health

IAinning in the community mental health centers of Texas, a

calartad number of renters and their respective planning systems

were studied in-depth utilizing a multi faceted approach. The

primary objectives of the research were: to describe the current

level and type'of planning activity being4undertaken in the CMHC

system in Texas;,secondly, to analyze and compare the'strengths

and weaknesses of the various planning experiences4of CMHCs in

Texas; and thirdly, to assess the Level of involvement and

commitment of CMHCs dn planning services for the Mexican American

mental health client.

As has been outlined in Chapter. III, there arie several

legislative and regulatory imperatives for CMHCs to engage in

'planning of ,mental health Services. Aside from the federal

mandate of P.L. 94-63 that CMHCs develop a comprehensive service

,'- plan, the State of, Texas also requires in its Rules of the,

des Commissioner (1976b) and in the Principles d Standards for,

CMHCs (1978b) a significant. Impetus for initiating planning.
.

efforts at the local level. How this, challenge has mas been met by

the CMHCs in Texas is the central issue to be discussed here.

There _would seem to, be ample* jAtification for local

initiative for communityMental health planning given that CMHCs

find the selves having to adjust moreand more to providing a

wide 'ran e of services with fewer 4.20 ,fewer" r uites available

to them. Carenl and efficient planning or future is

consistent with current trends, both in co porate and 'human.

service fields, especially to improve management and resource

allocation. In addition, the relative neAes's of most CMHCs'
4

allows for creativity and flexibility in their development, ,as

well as the '.opportunity to allow citizens 'to assume a

5..

*.
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participatory role, in its service delivery process. If community

mental health centers are-to truly reflect and provide for the

needs.of.their service are s, policies and plans for the delivery'

of set ,es must be ca efully -,developed and continuously

examined.

Methodology.
F-

The study of CMHCs in 'Texas was conducted by reviewing

several- sources of information., Foremost among them is

information 'obtained from. administratofs and staff of the

community mental health centers themselves._ Data was obtained

from selected,CMHCs through on-site Visits. to the centers and

through personal and telephone interviews , with executive

directors, planners and other' administrative staff of the

centers,., Table I lists the centers included in the study. A

review of written doCuments on the CMHCs' services, planning

process, and other pertinent data was the third major source of

information.utilized in this study.

As can be noted from the list of Table I, not, all of the

CMHCs in Texas were include0 in this analysis of planning

at the community level. Projectli4itations, including time,

staff, and cost ftlstraints, allowed researchers to include only

a third of the currently operating,CMHCs. Because the focus of
Js

.

the research was primarily to assess the impact., of, planning on

Services to the Mexican American .client, several factors Were

examined, before the centers were selected for inclusion in the

study. ne number and percentage' pf,Mexican Americans in the

service population of each center was considered in relation to

the total Mexican Americaripopulation residing in all CMHC-served

teas of the state. Fourteen centers were initially selected for

inclusion in this study based on this criteria (see Table II).

These. fourteen. centers accounted fs§3.1% of the' Mexican

American population served by CMHCs in Texas. All CMHCs included

in these fourteen CMHCs served at least 20,000 Mexican Americans,

and had no less than 6.0% Mexican American population in their
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respective service area.

Based on this selection process, it was anticipated that a

faiily represdntative view of community mental health planning

and culturally relevant service programming would 6e obtained

from gaining an overview of the planning processes in these

centers.' It was later necessary to drop four centers from the

study becaus.g*data essential for analysis were not available.

The centers dropped from this study for these reasons were:

Amarillo CMHC, Gulf Coast CMHC, Harris CMHC, and Lubbock CMHC.

Of thesellarris County Mental Health Authority was the most,

'significant loss, because of the size of its service area-andthe

large Mexican American population residing in its service area.

The type of information requested from CMHCs and analyzed

carefully in this research project is as follows:

1. Organizational structure of the CMHC.

2. Administrative unit responsible for planning.

3. Job des,cription and job requirements of planning
staff.

vt,

4. CMHC committees involved in planning.

S. Community involvement in the planning process.

6. Specific efforts at culturally relevant planning for
the Mexican American community. . ,

7. Process and products of short, and long-range
planning undertake7 by the center 44

8; Needs assessment methods utilized.

59
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TABLE I

DATA-GATHERING TECHNIQUES
F.

UTILIZED IN PLANNING STUDY

3.

ON-SITE DOCUMENTS FOLLOW-UP
VISIT REVIEW INTERVIEW

.

Austin/Travis Co. X X X

Bexar Co. X X X

Central Plains X, X X
, .

Dallas X X X
,

El Paso X X X

Gulf Bend A . X, X

Nueces Co. X X X

Permian. Basin ,X od X X

Tarrant Co. R X X X

Tropical Texas X k X

GU
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TABLE 11

Pertinent Data Utilized in.Selestion of CMHCs for Inclusion in Planning Study

I . II III IV

----No-af_Hisilanics % Hispanic No. of Hispanics Cumulative %

in CHM Service in CMHC Service in CMHC Service TOT Hispanics

Areal Areal Area of proportion in CMHC as

of total Hispanic proportion of

population in all total Hispanic

CHHC Service Areas population in

in Texas all CKHC
Service area
in Texas

Bexar County 376,027 45,37

Tropical Texas 262,572 1------ 77.8%

El Paso ^ c--..-.- 204,30 , 56,9,7.

Harris County --r.. 185,715 10.7%

103,543 43.6%

88,652 6.7%

48,532 19.1%

43,8'59 14.9%

Nueces County

Dallas County

Lubbock County

Austin/Travis County

Tarrant Co.(formerly
Trinity Valley)

Culf Bend

Clilf Coast

Central Plains

Amarillo

1Based on 1970 Census figures.

42,960

35,858

31,141

25,904

22,513

6.0%

26.5%

11.2%

24.1%

7.6%

23.5% 23.5% 1

16.4% 39.9%

s 12.8% 52.7%

11.6%
,

64.3%

6.5% 70.8%

co

5.5% 76.3%

3.0% 79.3%

2.7% , 82.0%

2.7% 84.7%

2.2% 86.9%

1.9% 88.8%

1.6% 90.4%

1.4% 91.8%

6°
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TABLE II (Continued)

Pertinent Data Utilizdd in Seletion of C1411Cs for Inclusion in Planning Study

II III IV

No. of Hispanics

in cmc Service
Area 1

% Hispanic

in CMHC Service
Arig 1

No. of Hispanics
in CMHC Service
Area of proportion

of total Hispanic
population in all

DIM Service areas
in Texas

Cummulative %

of Hispanics
in CHIC as
proportion of
total Hispanic
population in
all CMHC
Service areas
in Texas

Permian Basin 20,118 12.8% 1.3% 93.1%

'Central Coast 16,654 8.5% 1.0% 94.1%

,Southwest Texas -13,624 4.2% .9% 95.0%

-,--Goncho Valley 13,151 18.5% .8% 95.8%

Heart of Texas 13,043 6.5% .8% 96.6%

' Abilene 11,257 9.2% .7% 97.3%

Brazos Valley 10,500 8.1% .7% 98.0%

Wichita Falls 7,121 5.87. .4% 98,4%

Central Texas 6,972 8.3% .4Z 98.8%

Deep East Texas 4;433 1.8% .3% 99.1%

Pecan Valley 3,566,_ 4.0% .2% 99.3%

Nabine Valley. 3,245 1.6% .2% 99.5%

East Texas 2,939 1.7% .2% 99.7%



TABLE II (Continued)

Pertinent Data Utilized in Selection of CMHCs for Inclusion in Planning Study

I

No. of Hispanics

in CMHC Service

Area 1

,

II

% Hispanic

in CMHC Service
Area 1

No. of Hispanics

in CMHC Service
Area of proportion
of total Hispanic
population in all
CMHC Service areas
in Texas

CMHC

Taxoma 2,159 1.7% .1%

Northeast -*Ft% 703 0.9% .04%

#
Column I
Total 1,601,150

c

,. 2Does.not total 100% due to rounding.

65
1

Cumulative %
of Hispanics

in CMHC as
proportion of

total Hispanic
population in

all CMHC
Service areas

in Texas

99.8%

99.84%2

66
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TABLE III

PLANNING PRIMARY PERSON(S) RESPONSIBLE

CMHC DIVISION/DEPARTMENT FOR PLANNING

Austin/Travis CMEC

Bexar Co. CMHC

Central Plains CMHC

Dallas CMHC

No

Yes

No

Yes

Executive Director and Director
of Program Evaluation

Director of Planning and
Development

Director of Program Support'

Associate Director of Support
Services and Director of Plan
ning and Human Resources

El Paso CMHC No Executive Director

Gulf Bend CMHC No Exeowilve Director
A

Nueces Co. CMHC No Executive Director

Permian Basin CMHC :No Executive Director

Tarrant Co. CMHCt No Quality Assurance Administrator

Tropical Texas CMHC Yes Director of Planning Division

0



Impleme tation and evaluation monitoring of
planning rocesses.

10. Relationship to other planning entities, i.e.

TDMHMR Planning Division, Health Systems Agency
planning, and other human service planning bodies.

Planning Policy.

Very few CMHCs contacted had formalized policies concerning

the philosophy, process or operation of a planning process.

Planning in most CMHCs was conducted in an informal manner, at

th-e---initiative of either'the Board of Trustees or the chief

administrator for the centr.. Planning of services f r the

Mexican American client was not a forma`Hzed a4'vity the , if

it existed at all. There were several centers w ich did have

Board of Trustees approved policy concerning planninig. Among

them was Dallas CMHC, whose board of trustees had approved a

policy in 1977 that the center be managed and operated according

4
to the long-range and short-range goals adopted in the center's

plan. This plan wast to receive annual review and periodic

revision as necessary. Tropical Texas CMHC recently adopted a

policy for FY 1980, which states that the center staff will

"develop long range plans which will ident,fy the. service need,8

and estimates of resources... and will; at least annually

thereafter revise-such.plans.° cTropical.Texas CMHC, 1979). The

Tropichl Texas policies also include provisions for community

input into planning by requiring at least annually that a survey

of clients and their families be conducted; a public hearing at

least once,a year on the center's goals and priorities is also

provided for in: the policies. TropicalTexp CMHC has also

adopted an elaborate Grants/Contr ct Synopsis system, which is a'

system of both grants management nd delineation and monitoring

of program goals and objectives. Although other centersdo not

A have a formal policy regarding the conduct_and implementation of

planning', executive directors in centers sucteAs El Paso, Nueces

County, and Bexar County, CMHCs have establishedadministrative

procedures regarding planning, in most case's inval ing program
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°.,r k. manager i)mmtosinto annual work sessions to 'develop long or short

range planning concepts, which in some cases are presented. to the

Board of Trpstees of'the CMHC. In Tafrant County CMHC, planning

activities have received board sanction and proceeded according

to the directive1s of art4ad hoc advisory committee for planning.

Other 'centers,' such as Gulf Bend CMHC and Permian Basin CMHC,

have relied primarily on the state's requiremekts'forzero-based

budgeting in lieu of any locally devised isgfanning or ;goal

56°

development policy, e--

Policies relating to planning ,culturally sppcific and

linguistically. appropriate- services to Mexican American mental

health clients are virtually non-existent, with the exception of

eivery general '.policy such as thd following incorporated by

Tropical. Texas CMHC Board of Trustees in it Philosophy of Care

\.. policy: "The Center than take into account social, cultural,

and economic factors of the population when planning, developing,

and operating services" (Tropical Texas CMHC, 1979). Within the

five year plan adopted by Bexar County CMHC is a goal to establish

programs to address-the needs of mindrities. and other special

Populations. ElPaso CMHC,'according to its Executive Director,

focuses its planning towards the Majority population in sits

service area, which is'primarily.Mexican American., However, the-

dajorityof the CMHCS,,s included in this study had no polio( fo

planning of services to the Mexican American population'in-their

communitY/

tr

The Structure for Planning.

.,-

The results of the research conducted showed 'that commitment

to' tiie plannifig process Varied considerably in the CMHCs

contacted._ Only three of the CMHCs contacted had a planning

division established and.a full-time planner as a permanent staf

position. HoWever, those CMHCs that 'd'id have planning staf&

tended to .have the position as a top level administrative

function or assigned to one of the chief administrative heads of

the organization. ,Ag shown in Table III, planning at the

6 9
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community mental,heath centers was usually a function described

as the,...r.ole of the executive director of the agency, often with

the program managersof the organization contributing their input

through staff meetings. However, most of, the planning done in

this` "manner consisted of 'operations planning directed at
.

preparation of the biennial budget requests and did not encompass

/-,long-range planning for the overall goals and programs of the

CMHCs.

-Very few of the community mental health centers included in

.

the study had written requirements or pplicies sanctioned by the

Board of Truglees which relat,?ed to the ' planning function. In

fact bo rd policies related tio- planning were found only four

centers olicy manuals. One of those was Dallas CMHC, which had

the following' approved policy: "The.. Centex shall be managed in

such a manner as to achieve long and short range goals and
f

objectives according to a plan adopted by the Board, reviewed

annually and revised as appropriate.' The'evaluation of Center.

activities will *be accomplished through documentation- of the

achieVement of goals and objective's stated in the plan" (Dallas

CMHC, 1978). The goals of theDafLs CMHC which are delineated in

board policy includeconducting a needs assessment-as a goal. A

major role of the Boaitd is "strategic planning" according to

adopted policy of the CMHC. Involvement of the community. Mb

planning is required through participation dn'the Professional

Advisory Committee, whose tasks include identification on needed

services and program planning, and by participatidm on' Ole

Citizen Adyisdrxmittee, which also assists center staff in
4 4

elte identification of needecriservices.

The policies of Tropical Texas CMHC regarding planning

require that "in order to assure that treatment programs are

developed'which meet the needi of the community served, each new

program considered will begin with a community survey or

assessment of need" (Tropical Texas CMHC, 1979). Its policy for

Long range planning states that along range plan be developed

during fiscal year 1980, to be revised at least annually

t,
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thereaWer, and to be ,approved 'by, the Board of Trustees of the'

agency. A specific outline for assessing: community needs and

obtaining community input is outlined in another Tropical Texas

policy. This policy requires the CMHC staff to utilize. advisory

commit es; human service.agency'personnel, public hearings, and

client urveys at least:annually as methdds to obtain information

concerning mental health needs of the area..

Permian Basin CMHC's Board of Trustees has adopted the

following policy regarding planning:. "The centers shall write a

comprehensive serCce'plan at least annually which shall reflect

the catchment area's changing needs,technologies, and resources"

...and the comprehensive ervice plan shall be ...approved by the

Board of Trustees (Permian Basin CMHC, 1978). The procedures

accompanying this
0
policy which are contained in the Board policy

manual follows closely 'the TDMHMR requirements for a

compreirenstve -service plan- and --2B-13 -format .- ±n- contrast Central

Plains CMHC has board-approved planning policy which merely

defines the center's philosophY of planning as "rational planning

to meet the mental health needs of the community in that input

from citizefs is coupled with professional input to determine

these needs" (Central Plains CMHC, 1978).

The lack of board tiative in mental health planning is

substantiated by. those CMH representatives interviewed. With
the exception of Nueces Coun CMHC and Tarrant County CMHC,

other CMHCs' planning activities were conducted as a result of

directives from the executive director of the center. In Tarrant

County and Feces CONtY, th- planning process was initiated as a

result of TDMHMR's request at the centers develop a long range

plan (a document other th n the biennial zero-based budgeting

document).

Overall the research, conducted shows that the planning

efforts- among CMHCs in Texas are of an- informal, loosely
,

stiUctured nature. There is little uniformiiy,in the way the

'planning function is defined, organized or implemented, and in
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most of the centers studied, planning is an on-going function of

the center. TDMHMR seems to have little impact on whether

planning exists as a integrated and operational component in the

CMHCs, despite federal legislative requirements and its own

guidelines regarding the maintenance of. comprehensive services

planning by CMHCs.

The Nature of Planning at tge CMHCs. 0

The type of planning being 'Undertaken by CMHCs in Texas

varies as much as the commitment and rationale given for its

existence. As described in Chapter II, planning can take on'many

different forms dependingon its purpose and definition.

The primary type of planning that is undertaken at most

CMHCs at the present time is budgetary planning req fired under

the 'state of Texas' biennial funding process. identifying

funding needs and priOrities are essential to the serval of the

center Budgetary planning is also a highly regulated activity,

with very specific procedures developed by TDMHMR and federal

funding agencies which the CMHC is expected to follow. Many CMHC

administrators combine the function
14. of budgetary planning with

the notion of short range planning, although the activities

undertaken may well be the simple formalizing into written form

the object (ves of current programs. A major problem of the

current proce-ss is that although short range objectives may be

delkoped-/in order to' accommodate requirements of the biennial

budgitary reporting process, the development of these objectives

is often not the product of what can be called a planning process.

In mast cases these short-range objectives for programs are not

reviewed or revised each; rather they remainstatic. Very often

the goals or objectives are not based on a needs assessment

process or related to long-range goals of the organization. The

data baie to support these program objectives is seldom-based

needs but rather on utilization data. Thus what is considered

short - range planning is not a projection, of needed resourceirand

programs in the near future, but rather a justification for

continuation of the current programs.

72
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Data collection and analysis is one of the most frequently

reported planning activities being conducted by centers.

Primarily data reporting to the TOMHMR Manage Information

Division is the reason for the 'investment of tim and staff in

this activity. In addition, data is a primary method used of

depicting to funding agencies and local boards and advisory

committees of the center's effectiveness
/
in carrying out its

purpdsei tke delivery of services to its clients. In essence it

represents GMHC's method of providing accountability, both

externally and internally, in its own administrative evalua ion

process. However, invthe majority of cases, the data ing

collected is limited Ito describing th center's and staff's'lk,s1

activities, and seldom includes any effor at assessing actual

effectiveness or impact of the center's_programs on the client

population or the mental lyealth problems of the area. For this

-reason, it is difficult,,. to obtain from the current data bases

being maintained at those CMHCs, data that can contribute to

assessing future needs of.their services area. In terms of data
. .

,which can be utilized for evaluation, data being gathered is

geared at process- evaluation rather than outcome evaluation.

Long-range pl!Kining at.the CMHCs selected for the study is

more the exception than, the rule. However, among thoseCMHCs

Which have attempted to conduct' long-range planning, there are

several approaches which' have been uti-lizedand results obtained

'have been distinct in these cases. Bedause each CMHC which has

undertaken long-range planning Resents a unique experience, a

brie summary of their respective planning systems are presented

in t e second half of this chapter, A synopsis of long-range

pla ning being conducted by Bexar County CMHC, Tarrant County

CM C, Tropical Texas CMHC, and the Dallas County CMHC' is

described and analyzed.

Relationship with Other Planning' Functions.

-It Planning activities being conductO bYCMHCs interviewed

rough this study dtimonstate that a though there is' close

73
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working relationship with TDMHMR in development of input

information for the 'biennial budget request, there is little

understanding of the actual process by which the final funding .

request is made to- the Legislature. As one administrator

commented, the CMHCs prepare their budget requests and ZBB based

on what they think the Legislature will accept or will fund, but

often find that there is no rational proCess by which one can

understand howuthe TDMHMR"s budget request to the Legislature,nor
40"

the Legislature's final approved budget package is developed.

While the budgeting process requires close interaction with

the TDMHMR Central Adpinistration, in the development of the

'State Mental Health Plan, there is little opportunity for input,

according to those interviewed, in the development and rettriew of

the Plan. The Plan does not reflect community needs since it is

developed for" the most part from a top-down approach, whereby

statewide needs =are derived by the TDMHMR administrato;s, and

local centers are exOcted to, incorporate statewide needs in

their planning endeavors. Thus, regional 'differences are not

often taken into account and indeed would seem hard -to

incorporate in such a statewide planning process. Most of the

administrators and planners interviewed stated, that, aside from

the client data submitted to TDMHMR on a regular basis, their

only other input into the process was through a review process

which occurred after the document had been delieloped and was in

the 'process of approval by the TDMHMR Board.

The relationship of most CMHCs with the Health Systems
,

Agency in the* service area was ohe of cooperation, in providing

'information and input to each other. Several CrCs'' commented

that they were fhe sole contributors to the'Zevelopment of the

HSA mental health goals for their service area, while others

stated that they were invited, to participate as Members in

advisory committees developing 4the goals for their areas.

Because of the current projected dismantling of the HSA planning

system, inquiries were posed to the administrators and planners

contacted regarding the future of health planning 'and its impact

74
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on their respective CMHC. Few commented that the impact would be

of significance for their center, and several commented that the

regior".1__ planning body, .the Council of Governments for their

area, would likely fill the vacuum, given their previous

experience in comprehensive health planning.

A SYNOPSIS 04THE PLANNING PROCESS IN TWO CM-ICS

The planning efforts of two community mental health centers

are described below. The planning processes of these two centers

were chos.en to exetplify extensive efforts at long range planning

for their service area. Only two other centers have demonstrated

initiatives in long range planning: Tr.opical Texas cmmg and

Dallas County CMHC. The planning process at the Dallas CMHC is

still in its initial stages and therefore it is difficult to

report on its progress since the prbcess can only be described as

itentionS- towards long-range planning. Tropical Texas CMHC has

me'hed its planning process with its grants management system.

Bexar County CMHC.

The organizational structure' of the Bexar County CMHC

consists of three administrative directors: an assistant

executive ,director who is responsible for administration of the,

agency's programs, and six staff advisory administrators of which

the Director of Planning. and Development Fs one. The agency's

service programs under the authority of the Assistant ,Executive,

Director, are assigned to five program managers whosupervise the

following areas: 1) Southeast Mental Health Program; 2)

SOuthwesti Mental Efehth Program; 3) the Mental Retardation

Program; 4) the Drug Dependerce Program and Alcohol Treatment

Program; and 5) Cente.rwide Services Program. Responsibility f

planning falls within the scope of duties of the Director

Planning and Development. - As the planner and grants manager for

the agency, the Director of Planning and Development reports

directly tothe Executive Dire*ctor and solicits cooperation from

the agency's administrative heads and program personnel in the

70.-
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formulation and implementation of plans. The Director of

Planning'and Development has had no staff support for the past

three years, so that' reliance on the input, assistance, and time

investment of program managers in the planning process

essential.

is

The current planner at Bexar County CMHC has been i vOlved

in planning services at the center 'almost continuously ince

1972, when he was first hired to plan and develop the So thwest

Mental Health Program. Previous experience of the planner

included work with the Model Cities Program and the Mexican

American Unity Council in San Antonio. One of the advantages of

the planner at Bexar county CMHC was his knowledge and previous

experience in working 'with individualss- both grassroots and

agency professionals of the San Antonio area.. In particular,

familiarity with the areas in which program planning and

development were on-going was an asset in encouraging community

involvement in planning and utilization of programs. Duties of

the Director' of Planning and Development Include coordination of

all grants, technical reviews, grants management, contract and

reporting for all, grants as well as participation in preparing

the state budgeting reports, workload measures and MBO system

requirdments of TDMHMR.

According to the Director of Planning and Development, all

advisory committees to /the agency are used as resources in the
.

center's planning; these committees are the mental health,

substance abuse, and mental retardation advisory committees.
.

Advisory committees were first establi "shed at Bexar County CMHC

in 1970, not long after the establishment of' the CMHC, in

anticipation of federal requirements that CMHCs create such

mechanisms for community input.

The planning process utilized in developing the Southwest

Mental Health Progam served as a model program planning effort

Eor Bexar County CMHC: A staff member was hired as'a planner and

community organizer to develop' the rOgram. The planner

) r
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organized an ad hoc advisory committee of professional,,

rassroots, and social agcy representatives at the inception of

the process. The planner organized a series of community

meetings over a six month. period throughout the projected service

area (Southwest San Antonio) in -such diverse locations as

churches, schools, community halls, civic meeting places, and

social ser -vice agencies. The purpose of the meetings was

threefold: to educate the community about the potential services

Which could be offered by Bexar County MHMR, to obtain input from

the community regarding their most pressing needs and concerns,

and to solicit community support for the program. Housing, child

Buse, substance abuse, paint sniffing, unemployment were among

the major concerns that individuals at the hearings identified as

areas of stress for family, community, and individuals of the

area- i .Advisory committee members were utilized as liaisons with

reents of'specific targeted neighborhoods and blocks in order

to assess needs and encourage involvement.

Bexar County MHMR developed a long -range plan several, years
, .

ago as a result of administrative initiative on the part of the

Executi've Director of the agency. Th plan covered the period

fiscal year 1979 through fiscal year 193 and addressed a variety

of service components, including menta he lth services, mental

retardat-ion services, alcohol and drug abuse services. This five

year plan was developed as an ideal ;services plan, which

identified those services, programs, and goals which the' CMHC

should implement or coxittinue to implement in future years. Some

of the goals have been brought to fruition, while others have not

yet been met, partially because they were deemed unrealistic to

accomplish given the resources of the CMHC on the changing

pattern of

changes in pr

ing available to the center. There 'have also been

ram priorities which have since occurred, although

)\not reflected in a docUmented revision of the plan:
\

The process used in development of the plan included a one

and one-half day retreat of the advisory committees; board of

trustees'members, and administrative

7 7

staff with the planner of

.
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the agency. At this meeting the, planning staff presented

information regarding legislative requirements, census data, and

center, statistical information which could be considered in,-

development of long-range goals and objectives of the agency.

The conference held included representatives of other

agencies as well. The format included a general session, in

which Board, administrators, advi'sory committee all"participated.

Approximately 701 of the participants were Mexican American. The

planner provided a general orientation, prior to group sessions

in substantive' areas such as mental retardation, mental health,

and substance abuse. Smaller work sessions approached various

aspects of each program area, include outpatient, inpatient

services. A staff member -knowledgeable aboUt resources,

legislation,' &ding needs, data, and state requirements was

available to each task force concentrating on these work

sessions.

The retreat sessions served to identified a wide spectrum of

all inclusive needs and goals for the CMHC to accomplish. Staff

then worked on preparing written objectives consistent with the ,ma

needs and goals identified, and cross-referenced and compared

,these to the goals, objectives and service requirements of

TDMHMR, AACOG, HSA, and the state and national legislation, and

to previously established Board of Trustees goals.

Needs assessment for the long-range plan was based on

several factors: data derived from a variety of sources;

identified goals and needs in the HSA, AACOG, and TDMHMR planning

processes; And information from various organizations which had

conducted mental health studies: Data included what AACOG had

developed in terms of needs, goals and statistics for the area.

It also took into account what HSA planners were doing. Most

statistics utilized however were based on .TDMHMR data and on

studies made by the National Association of Social Workers,

American Psychiatric Association, and other such sources. , Two

local needs" assessments were utilized as resource information.
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AACOG had conducted local needs assessment of social service

agendies,: primarily to identify services which were "eing

provided,, unmet service needs, target populations and groups

being turned away from sew61.ces'at the c rent time. The Model

Cities needs assessment conducted in the early 1970s on drug

abuse and -mental health services in San Antonio was also

consulted.

A primary source, of data on mental' health needs was the

standard risk factors, social indicators, lifestyle stress-

factors such as population mobility, size of the migrant
4

population, alcoholism rates from state hospital admissions and

other state hospital client data. Information on the needs of

the Mexican American population was available only in a few

instances, and most of the 'information on needs, risk factor

etc. was for the general population, However, because of he

population distribution in -various quadrants Of the services

area, where there were high concentrations o Me4fcan Americans;

extrapolations could be made on certain data.Y.

A revision of the five year plan was inititated in 1979, but

the revisions prOposed by the Planning Department' have been

shelved indefinitely, awaitingf;the outcome of funding changes to

be made, by the Reagan Adminiirtration before submission of the

plan's revisions for Board approval. The instability of programs

and funding sources expehenCed by Bexar County CMHC has had the

effect of halting the long-range planding process.

Goal statements were adopted by the Board, based on general

goals developed by TDMHMR. Although impetus for long-range

planning at Bexar Cbunty CMHC was locallykinitiated, P.L. 94-63,

gave added strength to the need to continue the process. The

long-range planning process for Bexar Ce nty was begun in early

li°
1978, but not completed untik late 1978; t begin to take effect

in September 1978, beginning with the iiisalyear,197.

7
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The revised five-year plan has not been approved by the

Board and is not likely to be ,submitted for Board approval

because of the instability of the current situation. The revised

plan, however, has been developed primarily through a different

method, than the original one in which there was extensive board,

advisory committee and outside involvement. The current

revisions were primarily a result of program unit input from

managers and other CMHC staff.

In the past long-range planning was carried out with a

4,17reasonable assurance of amounts and type of fina c' support

might be expected from the federal and state gov rnment Bexar

County CMHC, like other CMHCs now faces the reality of

identifying other funding sources which may be tapped 64- their

programs'in ordex to prevent a reduction in the services it

provides.

Tarrant County.CMHC.

The long-range planning process at Tarrant'County CMHC began

in Spring,1977 as a result of a reorganization of the governance

and organizational structure of the center. At.Ahat time TDMHMR

required from the CMHC a long-range plan within 90 days of the

eorganization, tus invoking Rule .002 that newly established

enters file a long-range plan with the Department. Although the

0-day period was not adequate time to develop a long-range plan,

,report (Phase I Report) prepared to meet the requirements was

s omitted containing demographic data, a history of the CMHC, and

pr rity rankings for services..'-NThe 'CMHC never received a

response from'TDMHMR regarding thd acceptabilityof the'document,

thus it was felt that it was merely a jOAmality that was beiag

required by TDMHMR. TDMHMR adminstrators were aware of the

Continued process undertaken by the Tarrant CtiC,,Nto develop 'a

Phase II report, which would actually attempt to address long-
.

range goals of the center; at times TDMHMR representatives even

participated in the meetings held .but never expected that the

a
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planning document developed "actually replace what had previously

been submitted.

An ad hoc advisory committee was formed by the BdaT'd of

Trustees to develop the long-range plan-required by TDMHMR and

continued their work for one and one hdlf years in an attempt to

develdp a viable and comprehensive long-range plan for the

center.

The Final Report (Phase IIiRepor,:) was completed in 1979.

At that time it was expected that planning would continue, with

the next step to develop goals and objectives, but the process

was discontinued when' dissension among committee members led to

the tabling of further work of the committee.

Board involveMent throughout the planning process was

minimal, although it did give final approval to the Phase ,II

Report produced,-by the Planning Advisory Group. It did not

provide, however, guidelines for the Group or guidance as to what

should be developed in the way. of a plan.

-The Phdse II Report, asthe comprehensive plan was called,

was not a complete but rather a_ comprehensive needs assessment
40k

and a preliminary examination of priority statements. The

recommendations to the Board of Trustees in the report included a

statement that it was the authority and function of the Board to"

develop goal statements from the information presented by the

advisory committee. Once the Phase II Report was completed,

long-range planndrig. at the center was set aside, although

individual board members did refer to the priority statements in

their deliberations.

Long-range planning are getting' underway again with the

'reorganization and reactivation of the planning advisory group to

the Board of Trustees. The Planning Group is again to be staffed
ti

by the Quality Assurance Administrator of the ,CMHC as ,in the

previous planning cycle. 'The current Chairperson-of the Board of

ti

81
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Trustees, previously the chairperson ofthe Planning Control

group, has been the major force in reactivating the long-range

planning process; she sees the process as a means of keeping the

CMHC in tune with the community and also involved with the other

agencies in the human service network.

Plans for-\future long-range planning activities are an

attempt to, ,blend the community. fdrum approach, or, model of

planning previously utilized with the "expert" or rational

planning approach used by the United Way of TdApant County. The

United Way will be more involved in the advisory committee's work

this cycle, with the several professional planners currently-on

their staff serving as resource-persons to the CMHC's planning

process.

One of the weaknesses of the long-range process undertaken

was that there was not significant participation of grass roots

individuals and persons, not knowledgeable or connected with the

mental health syst4nrin some-way.- This was--felt- ta be ,unrealistic

expectation. Another weakness was that )lanning was never

defined, and that the issue of whether the CMHC should be

planning_ for the entire service community Or, only for its.,own

services was never really'resalved. The agency,was never able to

invest financially in tthe planning prOcess and continues. to

contend that planning is an activity it cannot 'afford.

The major strengths of the process were that. it was a

mechanism for taking the pulse of the advocacy and human service

network, while at the same time serving as a training ground for

advocates, increasing their knowledge of the political and

regislative_process.



:e. CHAPTER VI'

MEXICAN AMERICAN MENTAL HEALTH PLANWING:

A GOAL FOR THE FUTUR

,

Fr ms this author's study of the planning process as it

70

currentl exists in thevarious mental health agencies of Texas,

it is evi

wajorit, of.

American,

health needs

plan ing is a 'marginal function at best in the

ese agencies. ?fanning of services for the Mex. an

a specialjpopulatiOn group with distinct men al

and probleths, is a rarity. Consideration is given

in d few CMHCs to the importance of staff devellopment and staff

recruitment efforts whichcill enha" the CMHC's ability to meet--\

Mexican AmericanserviCe needs, but there is no systematic and

continuous approach to the task. Planning as a method to

analyze, improve and innovatesin-the provision of appropriate and

quality mental health services to Mexican Americans is not being

utilized in most CMHC's..

his is,largely due to the fact that planninOs an al(vity

is fairly new to the Imental healt4system, and indeed' in many(

CMHCs has not yet. uystal).ized. Minimal activities are conducted

in, the name of planning tin order to satisfy requ'irement's of the

state zero-based budgeting' system and to meet federal. funding

requirements for written documentation of.planning. Most CMHCs

do not have i formalized system for identifyirt community mental.

(health needs and goals and to assume the implementation of

applicable, service programs. Programs are idevelolled based on a.

reactive approach to, problems which arise from informal

consideration Of the issues 'involved. Very ofteri ProgranN are

implemented: wrihoof a thorough- study of how. the services 'to be

prOvided fit into the overall purpose an goals of the community,

or the agency., The ovAriding consider tion in the developmentIP.
(and so called."planni,kg"1 of programs itithe 'present time is riot'

m'
the nted-for the program nor its compatibiltty-with the service e

population, but rather the availability of funds to 'implement:
.

sLicti a rOgram. This is exacerbated ..by federal mandates to4o

83
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provide a wide range of services, without adequate support to

ensure that services,provAded are designed and planned_ for the

specific population group to be served. In fact a major

complaint of administrators contacteg.in this study was that the

continuing reduction in federal support for community mental

health services %would lead to further diminishing' the CMHCs'

planning components. Se r CMHCs have already reduced their

planning staff.and others whi h did not have a planner position

do not foresee hiring one in th future. Local commitment to the

jeMportanceiof planning-es a tool for development of the center`

and its services has not been real,i/fTd":-'' Although many CMHC

directors and boar& members acknowledge the 'need to plan,

planning is still seen' as an optional component in the

administrative structure of an organization; one of the first to

go when funding limitationsvi-Elquire cutbacks"in adminis*t ion

/'
expenditures..

As the stedy undertaken docume s, community mental health

plinning at the current time is prim Tily limited to compliaaCe

with the TDMHMR's zero-based budgeting reiviTements, which

consist of outlining services provided by ith4' centers and the

goals and budget requirements of these services. ,Longrange

planning of five years orkmore'is not being required by TDMHMR or
.

by CMHC boar&S"' of trustees, witha few. exceptions. Few centers

are conducting their own needs assesgments, either of the general

community or special population subgroups, such as the Mexican

American mental health. client. Social indicator data are

gathered and outilized primarily as justification 41or current

.programs ands evaluation of their .effectiveness. State mental

health planning,, as compiled into an annual TDMHMR planning

doCument, is essentially S compliance document, developed to meet

fedpral planning requirement. Regrettably, mental heahth

administrators in Texas admit that the efforts at.long range*.

planning conducted by'the TDMHMR and a handful of CMHCs remain in -

the realm of unimplemented planning docuthents, which are reviewed

periodically and reshelv,ed.

L



r*

I

.

72

As the authozahas tried to point out, planning requires that

service providers map out what service delivery will be like

before implement ion of at program. It entails careful

consideration of goals and alternatives. The true test of

thorough and effective planning is the translation of planning

into serviceelprovided to clients., When little or no planning

occurs, as have been documented by this research, services may

develop haphazardly and with little consideration of ethniC and

cultural issues. Planning can be a seed which will blossom into a

needed, productive and'appropriate service, but if converted into

a Niean of budget justification, it can also be a futile,

wasteful process. Essentially one can claim to be conducting

planning when in reality it-is-a .rationaliiatiOn--plb-det for

current activities which have not been carefully planned and

considered.

Despite the lack' of implementation of major planning

projects in most CMHCs, 4;these centers which have made initial

attempts have gained immeasurably by the community participation

they have been able to arouse. Ultimat ly,. the greater

participation.4nd support gained by CMHCs in finning can bea

positive fact.orin making importanf.decisions r the development

of mental health services in the respective ea. In addition,

it will strengthen the organization's evaluation and
f%

accountability functions. Irrespective of these positive gains-
,

that can be achieved through greater participation in planning,

especially through the use of community input, many mental health

administrator's view planning as loss of control, as well as a

time - consuming and costly. endeavor.

One of the contributing factors to the lack of culturally.

relevant Mental health planning and programming for the Mexican

American population of Texas is the absence of a state initiative

for monitoring ,lod,a1 CMHCs' efforts in this direction, even in

localities with high concentrations of Mexican Americans. The

state mental health authority has not provided leadership in the

,development O'flinnovative, appropriate services for this special

8
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population group, nor has it met its responsibility to evaluate

mental health planning to ensure that Mexican American service

needs are considered. In addition, federal adminstrative

monitoring in this area has proved ineffective and consists of

little more than a superficial'review. Perhaps the.efforts of

the federal and state mental health bureaucracies have been, to

assess CMHCs' intent to plan rather than whether actual planning

occurs or whether written plans are ever implemented. In

summary, planning and development of goals to meet Mexican

American service needs has yet to materialize.

Thd research conducted demonstrated that very little

planning is taking' place to develop services specifically*

appropriate and compatible with Mexican, American linguistic and

cultural characteristics. At the state level, the -state plans

are developed with, very little participation from , Mexican

American mental health experts or adrocates,' and this is

reflected in the superficial way which culturally relevant

programming 's addressed in these plans. The isolated example'of

plannln aimed at the needs of Mexican Americans in Texas .is the
A

Chicano Unit of the San Antonio State Hospital, a program with a

60- patient capacity. -Although the Texas .Department If Mental.

Health and Mental Retardation requires that .CMHCs provide

-culturally and linguistically appropritteservices, there is no

evidence that TDMHMR administrators monitor Compliance with their

own requirements.
a

Meiican American participation in the mentalhealth planning

process has for the most ,part been limited. Participation

through the internal structures for planning has been limited by

the,Underrepresentation and in some cases exclusion of Mexican

Americans .at decision-making levels in the existing mental, health

centers. There have been attempts by Mexican American advocates

to prOvide a ,framework fOr culturally. -relevant plalping and to

develop plans ontli,ning needs and goals to address mental health

issues saffecting.the' Mexican American. population. These' have

.been general in scope, and developed' with a broad perspective
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which needs refinement at the programming level, by each local

CMHC.

The planning arena has the potential of allowing MexiCan

Americans access into and significant input into the direction

and shape that mental health services will take in-the years to-'

come. The community mental hikalth system stands to gain from

encouraging Mexican American participation in the development cf'

arograms and services to meet their specific needs and problems.

Several 'avenues for Mexican American participation in the

planning system could be explored and utilized: surveying

Mexican American community members as parrt of an overall needs

assessment project; appointment of Mexican Americans to serve on

boards and advisory committees engaged the planning process;

. hiring more.Mexican Americans to staff igh level planning and

-administrative positiOns; conducting- Community hearings in

Mexican American neighbaxhOods; and involving Mexican American
o

community 1e ders or representatives in the goal setting process

of the CMHC. These are only a few ways which could enhance

efforts to effectively serve Mexican American mental health

needs: The'creativity and commitment, of CMHC administrators and

board memb*ers will deterriine whether._ the\se and' other ways are

sought to improve mental health service delivery to Mexican

Americans.

One thing seems certain, the less overall planning that a

community mental health center engages in, the less likely that

planni/g will be utilized as a tool to address Mexican American

service needs. One can clearly see.that future planning eEforts,

f they are to effectively address issues of irfiporlance to the

implemenatioNf culturply.and linguistiCallY relevnt...services,

will require more than federal legislatibn. State and federal

commitment to impleTenting such laws, local initiative in

planning, and Mexican Ametican community leverage will also be

needed to bring the, goal- of Mex,ican .American .meneal :health

planning to fruition.
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