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As they move beyond the stage of adolescent 
infatuation, previously ardent suitors are now taking 
a closer look at their "new love," the commtmity 
mental health service delivery system. New 
demands, including responsiveness to the icon of 
accountability, are now being placed upon this 
"love" which once had been accepted easily and 
without question. 

In responding to this demand for accountability, 
some community mental health directors and 
administrators have been able to rely on the recent 
development of sophisticated computer-based evalu­
ation systems which have been adapted for use in 
the community mental health service delivery 
system. However, utilizing these systems effectively 
results in many economic and programmatic 
demands which only a few existing community 
mental health centers and other mental health 
service delivery oriented agencies can meet. 

The inability of a majority of community mental 
health program directors and administrators to 
utilize these complex computer-based evaluation 
systems does not negate, however, the importance 
of "evaluation." Rather, it places them in the midst 
of a profound dilemma-how do they meet the 
demand for accountability without adequate budge­
tary and staffing resources? Some have responded to 
this question by ignoring it, while others have 
attempted to rapidly develop strategies which have 
not been soundly thought out. 

Evaluation has been defined as "the development 
of information relating to treatment programs that 
is useful for policy decisions" (Fox and Rappaport 
1972). The purpose of this paper is to suggest a 
methodology for the eValuation of community 
mental health services, when St;lecific budge-tary and 
staffing support is lacking that will provide informa­
tion which will meet the standru:ds set by this 
definition. 

Following a discussion of those problems which 
have been and will be encountered in the develop­
ment of these kinds of evaluation strategies, specific 
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examples will be given relate-1 to the evaluation of 
direct services and indirect services as well as to th~ 
performance of cost-benefit analyses. 

Underlying Issues and Problems 

The development of innovative strategies for the 
evaluation of community mental health programs in 
the absence of budetary and staffing support can 
only go forward after underlying issues and pro b­
lems are recognized, faced, and resolved. 

Making a Commitment To Undertake Evaluation 

Most community mental health program directors 
have received their training primarily in the clinical 
aspects of mental health services delivery. As a 
corollary, few have received specific or adequate 
preparation fo) the various tasks inherent in admin­
istration, including evaluation. Nevertneless, it is this 
same program directo~ who has had neither training 
nor previous expos .. atl to administration and eval­
uation-upon whom the burden for performing such 
tasks falls when the community mental health 
program does not have separate budgetary and 
staffing support for evaluation. 

This situation can provide either a challenge or a 
threat. Unfortunately, the tendency to view it as a 
threat has been the more pervasive response. Docu­
mentation for this conclusion is provided through a 
review of the literature. The majority of articles 
written in recent years on the subject of evaluation 
in community mental health service delivery pro­
grams have been prepared by individuals whose 
interests and expertise are in the area of clinical 
research. Very few articles have been written by 
individuals whose primary responsibilities encompass 
community mental health program administration. 

When this observation is more closely examined, 
several factors can be viewed as playing an impor­
tant causative role in the development of this 
situation. Foremost among them, and perhaps the 
most obvious, has been the above-mentioned lack of 
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training in this area which most community mental 
health program directors and administrators have 
had. However, this lack of training is a relatively 
easy situation to correct, particularly when more 
and more training programs in this area are appear­
ing each day and are available to interested com­
munity mental health program directors and admin­
istrators. The persistence of the problem despite this 
increasing availability of training programs suggests 
that other causative factors may be at work which 
must be examined more closely. 

In this regard, attention has already been given to 
the position in which the director finds himself if 
his program evaluation turns out to be negative 
(Murphy 1971). This possibility places the director 
in a "double bind." A failure to conduct evaluation 
will be seen as an abrogation of his responsibility 
toward the demand for accountability. On the other 
hand, if he follows through on this responsibility, 
he runs the risk of losing his position if the 
eValuation is negative. Therefore, it is understand­
able if many community mental health program 
directors and administrators try to avoid this double 
bind by busying themselves with other responsibil­
ities, of which there are many, hoping that the 
problem of evaluation will go away. 

Second, some directors and administrators, who 
are essel1tially clinicians both by training and by 
orientation, will resent allocating a significant por­
tion of their attention to the preparation and 
analysis of data, a nonclinical activity. These "clini­
cal" program directors may have a tendency to view 
evaluation as a nonprofessional task, and this may 
lead to the rejection of evaluation as being beneath 
the clinician turned program director or admin­
istrator. If possible, he would like to turn this task 
over to another individual. Finding no one available, 
the matter is dropped. 

Third, it must be recognized that many of the 
clinical staff upon whom he will depend for the 
collection of data often have an equally biased 
attitude against eValuation, which dovetails with his 
own negativistic attitude. The community mental 
health program director who is not willing to stand 
up against staff resistance cannot carry out effective 
evaluation. The easiest way to avoid a potential 
conflict with staff is to lower the priority for 
evaluation. 

The solution to these conflicts is not easy, readily 
available, nor tangible. The only possible solution is 
transcendental. The community mental health pro­
gram director or administrator must take the great 
leap forward by making a commitment to the 
importance of eValuation which will enable him to 
transcend and overcome any of the considerations 
described. It is further recognized that, if he is 

unwilling to recognize these underlying issues and to 
make this commitment, it is likely that no effective 
evaluation will occur in that community mental 
health program. 

Medical Records 

Even if the community mental health program 
director is able to transcend the problems described 
and to make a commitment to the development of 
effective methodologies for evaluation in the 
absence of adequate budgetary and staffing support, 
he still faces realistic problems including the gather­
ing of a data base. 

To solve this problem, he must once again set 
aside his bias as a clinician and recognize that the 
purpose of medical records is not only to tell a 
story through the clinical record, but also to 
provide a data base which will yield identifiable 
information which can then be handled statistically. 

Some program directors may see these two re­
quirements as in conflict. Many staff members with 
their own clinical orientation may also be resistive 
to completing medical records in a manner that 
meets these two requirements. 

Consequently, it becomes the responsibility of the 
program director to review the medical record­
keeping system being utilized in his raental health 
service delivery system and to be sure that it 
provides both an adequate statistical base for the 
evaluation protocol as well as an adequate descrip­
tive base of the case being treated. Later illus­
trations will indicate specific aspects of the medical 
records system which can be useful in these evalua­
tion strategies. 

Continuity of Care 

A community mental health service delivery 
system, on behalf of a single client, can often 
involve not only numerous services within a single 
agency, but also the services of numerous agencies 
within a single system. The abilit-.' to track an 
individual client through the various services of a 
specific agency or through the various agencies 
within the system becomes a paramount considera­
tion in the development of adequate evaluation 
strategies. 

Without adequate budgetary and staffing support 
which allows the development of a centralized and 
computerized data system within the mental health 
service delivery system, tracking becomes a difficult 
task. A possible resolution of this problem lies in 
the development of cooperative working relation­
ships not only between the members of the various 
treatment teams within a community mental health 
service agency, but also between the various direc­
tors and administrators of the multiple agencies in 
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the community that participate in the total service 
delivery system. If this cooperation is attainable 
and, fmthermore, if it is recognized that this 
cooperation may have potential benefits to all 
agencies concerned, then certain noncomputerized 
and more simple strategies can be introduced which 
will effectively, but within limits, create the poten­
tial for tracking patients through the system. 

Staff Resistance 

As indicated previously, the resistance of clinical 
. staff to the collection of data necessary for the 
implementation of evaluation strategies will be a 
significant factor. However, it must be also recog­
nized that, although the involvement of clinical staff 
is important in the development of the data base 
necessary to pursue these evaluation strategies, it is 
not necessarily the sole resource available to the 
innovative program director. 

Most community mental health programs have a 
support staff, consisting primarily of secretaries, 
whose responsibilities and talent in the areas of the 
collection of data and evaluation often go unrecog­
nized and unutilized. Consequently, a possible route 
to overcoming staff resistance may be found 
through the placement of a significant responsibility 
for collection of data in the eValuation process upon 
individual members of the staff other than clinical 
personnel. This "end-around" may not eliminate 
staff resistance but will certainly enable the program 
director to lessen it. 

Continuous vs. Episodic Monitoring 

The availability of and publicity given to complex 
computer-based evaluation systems have led to the 
creation of a myth which, if accepted by the 
community mental health program director or 
administrator, will certainly undermine his ability to 
do effective evaluation even in the absence of 
adequate budgetary and staffing support and in the 
presence of his personal commitment. 

Computer-based evaluation systems generate an 
information overload which is of great interest to 
individuals with specific background and expertise 
in evaluation, but which also is often overwhelming 
to those without specialized training or inter\~s't in 
the field. Furthermore, the evaluation can be carried 
out only if an overwhelming amount of data is 
generated which can be analyzed and re-analyzed in 
multiple ways. 

However, it is important that the program director 
who is faced with the problem of developing 
innovative evaluation strategies in the absence of 
adequate budgetary and staffing support recognize 
that, in order to conduct effective evaluation, he 
may not require continuous information input. 

Rather, he should be aware that there are many 
areas, some of which will be illustrated later, which 
do not need to be eValuated continuously in order 
to provide the information which is of maximum 
usefulness to him. The adaptation of an "episodic" 
system in which several evaluation strategies are 
employed at different times may yield an adequate 
eValuation program for him without either creating 
information overload or leading him to feel that 
there is too much to be done too quickly in too 
short a time . 

Selection of Areas To Be Evaluated 

The impact of the availability of computer-based 
evaluation systems has also helped to create another 
myth which has been detrimental to the develop­
ment of interest in the community mental health 
program director in initiating evaluation strategies 
without budgetary and staffing support. This myth 
is that effective evaluation requires the availability 
of information about everythmg. Not only is this 
far from the truth, but it also tends to negate the 
importance of the evaluator, namely the community 
mental health program d.irector or administrator, in 
selecting the areas to be evaluated. 

An objective overview of the program by the, 
evaluator, with the assistance of staff and an 
advisory board, can lead to the identification of 
specific areas which are more relevant to the, 
policy-making and planning activities of that specific 
community mental health program system than 
others and, therefore, require priority evaluation. 
While it is true that a computer will analyze all 
information supplied to it, it does not nec2ssarily 
follow that the information which is provided is of 
equally critical importance to the comraunity 
mental health progr81~ system which will benefit 
from the results. Consequently, the crC'ative program 
director or administrator can play an important role 
in designating which areas require evaluation and 
which do not. 

Summary 

In this section, six primary underlying issues and 
problems have been identified and described which 
the community mental health program director or 
administrator who is attempting to implement ade­
quate evaluation strategies without adequate 
budgetary or staffing support should recognize. The 
problems associated with malting a personal commit­
ment, medical records, continuity of - "'~e, staff 
resistance, the development of a monl.~_ .. mg plan 
and the selection of areas to be evaluated must be 
considered prior to the implementation of any 
specific strategy for the evaluation of direct services 
and indirect services or the performance of cost 
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analyses. A failure to confront these issues and to 
~chieve a satisfactory resolution will greatly under­
mine the director's ability to devise a successful 
methodology. 

Histo~ical Description of Program 

Prior to a description of the evaluation method­
ology and strategies which have been utilized in 
each of the above areas, it is important that a brief 
description of the community mental health service 
system in which they were employed be given. 

The Southern Arizona Mental Health Center in 
Tucson, Arizona, was established in 1962 as an 
outpatient branch of the Arizona State Hospital, 
located in Phoenix. Created inti ally to function as a 
followup clinic for patients discharged from the 
Arizona State Hopsital, it broadened its approach 
over tht;! years by developing more programs that 
renched out to the community. Nevertheless, 
because the Southern Arizona Mental Health Center 
did not have an inpatient facility and because the 
responsibility for commitment belonged to the Pima 
County Hospital, it became rapidly apparent that a 
complete community mental health service system 
was lacking. 

Consequently, in late 1968, a task force was 
formed by the Pima County Health Department 
including representatives from the center, the 
Arizona State Hospital, and the Department of 
Psychiatry at the newly formed University of 
Arizona College of Medicine. From these discus­
sions, a tightly organized agreement was signed by 
the three groups that resulted in the pooling of 
services and the placing of services within a unified 
community mental health service network. Thus the 
Combined Mental Health Care Program was designed 
to provide all the services of a comprehensive 
community mental health center including emer­
gency services; inpatient services through short-term 
inpatient hospitalization at the local level and 
long-term inpatient hospitalization at the State level; 
partial hospital services including day care and 
halfway house services; outpatient services, both 
adult and child; and consultation and education 
services. 

This community mental health service system is 
headed by a coordinator who functions as chief of 
psychiatry at the Pima County Hospital and director 
of the Southern Arizona Mental Health Center. A 
conference committee consisting of representatives 
of the three signers of the agreement as well as a 
community advisory board, acting in both policy­
making and advisory capacities for this community 
mental health service system, was organized (Beigel, 
Bower, and Levenson 1973). 

Evaluation of Direct Services 

In the context of the specific underlying issues 
and problems outlined in the first part of this paper 
and the historical description of the program which 
followed, attention will now be turned to those 
strategies which can be successfully utilized in the 
evaluation of direct services delivered by a com­
munity mental health service system. 

Attention will be focused upon those service areas 
which have specific reference to the problems of 
client utilization, progress, and outcome. They have 
been selected for evaluation because of their specific 
ability to provide "information ... that is useful for 
policy decisions" (Beigel et at 1973). ConseqUently, 
the discussion will focus on how the inIOlmation 
obtained was useful in program policy analysis and 
decision making. 

SOU1'ces of Refer1'al and Disposition 

The community mental health service system 
should be conceived as part of the total "human 
service" delivery network. Therefore; it becomes 
important for a community mental health service 
system to analyze and follow the input into its 
system as defined through the clients who seek help 
and the places from which they are referred. 
Although this analysis can include an eValuation of 
the demographic characteristic~1 of the clients, atten­
tion will be given in this discussion to the sources 
of referral of clients because of the importance of 
these data in program policy and decision malting. 

Table 1 illustrates the referral pattern both into 
and out of the comprehensive emergency services 
network which is available 24 hOU1'S a day, 7 days a 
week. As will be noted f-rom table 1, these services 
are available during the day, Monday through 
Friday 8:00 a.m. - 4:00 p.m., at the main com­
munity mental health center facility, the Southern 
Arizona Mental Health Center, and 24 hours a day 
at the emergency room of the Pima County Hos­
pital where the short-term inpatient services are also 
located. 

Prior to the implementation of the Combined 
Mental Health Care Program in 1970, the lack of 
coordination between the Pima County Hospital and 
the Southern Arizona Mental Health Center resulted 
in a nonexistent emergency services system in which 
the overwhelming majority of patients (79 percent 
in 1969) presented in crisis situations between the 
hours of 4:00 p.m. and 8:00 a.m. The program 
protocol of the Combined Mental Health Care 
Program called for the development of a preventa­
tive strategy which would encourage clients to come 
for help not only in an emergency situation, but 
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Table 1. .-Walk-in clinic (screening and evaluation) March 1973 

Southern Arizona Mental Hea/tll Center 

Monday-Friday (8:00 a.m. - 4:00 p.m.) 

New patients secn 147 
Tolal patlonts seen 237 
Total visits 402 

NEW PATIENTS: SOURCE OF REFERRAL 

Self 
Pima County Hospital emergency room 
Friends or relatives 
Other health agencies or physicians 
Othor mental health agencies 
Other community agencies 
Lew enforcement and courts 

NEW PATIENTS: DISPOSITIONS 

No referral 
Pima County NP Unit 
SAMHC outpatient programs 
SAMHC day program 
Tucson South 
Tucson East 
Still being seen in Walk-In 
Other agencies 
Failed to return 

33 
13 
44 
28 

8 
10 
11 

29 
6 

44 
3 
7 

10 
37 
11 
0 

Percent 

22 
9 

30 
19 

6 
7 
7 

Percent 

20 
5 

30 
2 
5 
7 

25 
7 

also to come earlier on a walk-in basis during 
normal day-time working hours (Beigel 1971). 

The data in table 1 is therefore useful in analyzing 
the impact of this strategy. During the month used 
as an example, 464 patients were seen for initial 
evaluation either at the Southern Arizona Mental 
Health Center or the Pima County Hospital. The 
data furthermore reveals that 186 (40 percent) were 
seen during the 40 hours a week (24 percent of 
total available time during the week) between the 
hours of 8:00 a.m. and 4:00 p.m. Monday through 
Friday. This is more than twice the percentage of 
those who appeared for these services during these 
hours prior to the program. 

These data would therefore suggest to planners 
that the strategy of implementing a walk-in clinic 
with a full treatment team which is available to 
handle problems during day-time hours has been 
successful in diverting a significant number of 
people from waiting to seek help until the evening 
or night·time hours when emergency cases tend to 
concentrate. Continuing with an analysis of the data 
presented in table 1, several other aspects deserve 
further comment. 

Fifty-two percent of the patients seen in the 
walk-in clinic at the Southern Arizona Mental 
Health Center during its open hours (8 :00 a.m.-
4:00 p.m.) were either self-referred or sent in by 

Pima County Hospital 

(24-hours a day) 

Total patients seen 317 

Monday-Friday (8:00 a.m. - 4:00 p.m.) 

Monday-Friday (4:00 p.m. -12:00 p.m.) 

Monday-Friday (12:00 p.m. - 8:00 a.m.) 
Saturday-Sunday 

Dispositions: Total 

Pima County NP 
SAMHC Walk-in Clinic 
Rest of SAMHC 
No referral needed or requested 
Other agencies 
Pima County Medical Service 
Pima County Drug & Alcohol Program 

39 

167 

111 

317 

Percent 

73 23 
51 16 

5 2 
137 43 

17 5 
8 3 

26 8 

friends and relatives. This measure can be viewed as 
an indirect indicator of the program's visibility 
within the community. Following this statistic will 
enable the program director or administrator to be 
aware of changes in this visiblity. Furthermore, 
when individuals present themselves without having 
been referred from another health or community 
pnlfessional or agency, it might suggest a greater 
degree of community acceptance of mental illness 
with individuals more willing to come for help 
earlier and prior to the development of an acute 
crisis. 

The relatively few patients seen in the emergency 
room of Pima County Hospital during day-time 
hours, Monday through Friday, in comparison to 
the number of new patients seen at the walk-in 
clinic of the Southern Arizona Mental Health Center 
(approximately 4 miles apart) offers an indication 
of the relative success of the program in being able 
to attain its own identification apart from the 
hospital. The creation of this identification is 
critical to the success of a community mental health 
program since one of its established goals is to 
provide accessibility and to encourage individuals to 
come for help prior to their perceiving their situation 
as being so bad that they must go to a hospital. 

A breakdown of the other sources of referral to 
the walk-in clinic also provides an aid to the 
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program director or administrator in assessing the 
rela1iionships of his program to other care-giving 
sources. Any significant decrease in the percentage 
over an extended period of time might suggest that 
a particular problem, perhaps a lack of visibility or 
an interagency conflict, may be present in that area. 
However, a spontaneous increase in referrals from a 
specific part of the care-giving system might suggest 
a need for further consultation to determine the 
rp<"tson for it. 

With regard to dispositions, these data can also be 
useful in helping the community mental health 
program director or administrator plan program 
policy and implement decision making. For 
example, one of the stated purposes of the walk-in 
clinic is to act as a crisis intervention clinic as well 
as a resource for screening and evaluation for 
further treatment. The percentage of people for 
whom no referral is made can therefore be an 
indication of the effectiveness of the crisis interven­
tion strategy. As shown in table 1, 20 percent of 
the patients seen in the walk-in clinic did not 
require a further referral. Furthermore, it is antici­
pated that a significant percentage of the 25 percent 
who were still being seen in the walk-in clinic at the 
end of the month (probably 20 percent of those) 
will also not require a further referral after one or 
more visits. Significant shifts, either downward or 
upward, in the percentage of patients who do not 
require any furthel' teferral will be of importance to 
the program director in assessing the ability of the 
walk-in clinic team in main. ,;':ning the crisis inter­
vention orientation. 

Since the walk-in clinic is open only 8 hours a 
day, 5 days a week, and the rest of the emergency 
services are delivered at the Pima County Hospital, 
continuity of care between the two organizations is 
critical to the successful creation of an emergency 
service delivery system. These data provide a 
measure for assessing the effectiveness of continUity 
of care. As noted in table 1, 51 patients were 
referred during the month from the Pima County 
Hospital emergency room to the walk-in. clinic of 
the Southern Arizona Mental Health Center, but 
only 13 appeared for further evaluation (26 per­
cent). The availability of these data suggested to the 
program director a need to look into the continuity 
of care mechanisms between the two programs. 

Upon investigation, it was discovered that the 
possible reasons for the low followup percentage by 
patients refen'ed from the emergency room to the 
walk-in clinic were that those patients who lived 
within the immediate vicinity of the Pima County 
Hospital were less likely to follow up after being 
referred to the walk-in clinic 4 miles distance, and 
that those patients referred to the walk-in clinic 

during night-time hours (midnight to 8:00 a.m.) 
were also less likely to follow up. 

This suggested to the dir~ctol' a need to more 
adequately utilize for some em.ergency room 
patients those mental health services offered by the 
more closely contiguous community mental health 
center in Pima County (Tuc.son South). Conse­
quently, instructions were forwarded to the emer­
gency room of the Pima County Hospital that, 
despite the Combined Mental Health Care Program 
agreemen t, referral of patients seen in the Pima 
Comy Hospital emergency room should be made 
more \1,1 a geogrnphic basis. 

Fohv'wup after the implementation of this order 
revealed a marked increase in not only the per­
centage of successful referrals to the Southern 
Al'izona Mental Health Center (58 percent 2 months 
later), but also the number of successful followups 
to other community mental health programs in 
Pima County. In addition! these data also suggested 
the need for a better tracking of patients. This led 
to the development of a tracking slip which is now 
completed in triplicate in the emergency room with 
one copy being given to the patient, one being 
retained for the hospital files, and the last copy 
being forwarded to the walk-in clinic. This not only 
pr.ovided a more accurate assessment of the number 
of peopl~ who were following through after referrals 
from the emergency room, but also enabled the 
walk-in clinic to have a mechanism which enabled it 
to do followup on those patients who did not 
appear for evaluation. 

In summary, this small area of data collection has 
been chosen to illustrate how even seemingly insig­
nificant and easy-to-collect data can have a specific 
impact on policy and decision making. In con­
sidering the budgetary and staffing support required 
to mount this particular aspect of the eValuation 
system, it should be pointed out that all data 
described are collected by secretaries at the time the 
patient presents himself or herself at the walk-in 
clinic or, alternatively, is kept by the worker who 
sees patients in the emergency room. These data are 
recorded in a log which is forwarded to the director 
at the end of the month. The amount of man-hours 
involved in the completion of this task, yielding the 
data distmssed above and shown in table 1, is 
approximately 4 houts per month. 

Analysis of Services Delivered 

The analysis of services delivered by a community 
mental health service system is extremely important 
to the implementation of policy and program. 
Effective analysis depends on the availability of a 
data collection system which yields information 
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about the types of services delivered and the 
indiv!:hlals who are providing them. 

In the service syste111 which does not have access 
to a computer-basod data gathering network, the 
availability of clerical staff is of considerable 
importance. Figure 1 illustrates the "ticket" which 
is used by the Southern Arizona Menkl Health 
Center to collect the data described Jove. This 
ticket is completed by the secretary of each se;.,-vice 
unit from her own observations and after informa­
tion from the therapist has been received. This 
information serves as the base for an analysis on the; 
types of therapeutic intervention performed by the 
staff members as well as the base for an analysis of 
staff utilization in the delivery of those services. 
The availability of this infOlmation is particularly 
important for cost analysis studies. 

As an illustration of the utilization of these data, 
consider the importance of a comparison between 
the group services provided by a mental health 
service system and individual services. Although the 
choice of service provided should be based on the 
needs of the patient, it should be recognized that 
the actual delivery of services may depend upon the 
clinician's own area of expertise. The availability of 
these data will enable the program director or 
administrator to analyze whether there is sufficient 
balance within the staff to provide for both group 
and individual services. 

In a community mental health service system 
where the ratio of group to individual services 
provided is low, important questions should be 
raised: (1) Is the deficiency ill group services due to 
the lack of adequately trained and experienced 
staff? (2) Is the deficiency in group services due to 

OUTPATIENT SERVICE TICKET 
'PL.EASE ~YPE AL.L INI"ORMATIONI 

NAME~ 

TY PE O~ CONTACT 
tJ D. DAY CAf\~ 0 S. PSVCHOLOGICAL. TESTING 

C1 1. BRIEF INDIVIDUAL INTERVIEW 0 7. EDUCATIONAL SESSION 

ILESS THAN sO MINUTES} 0 A. VOCATIONAL REHABILITATION 

o Eo INDIVIOUAL INTERView 

(MORE THAN so MINUTES) 

o 3. GROUP THERAPY 

[) 2. PRESCRIPTiON FOR MEDICATION 

ONI.Y INO OTHeR SERVICE) 

Cl 6. FAMII.Y THERAPY 

o 8. COLLATI>RAL INTERVIEW 

tJ 4. tNt nAL OUTPATI E.NT CO NT ACT 

o F. PHYSICAl.. THERAPY 

o B. OTHER Re:HAB. SERVICE 

o H. TEI.EPHONE CONTACT (IS MIN 

OR MORE) 

(1 V. PROLIXIN INJECTION 

[J 9. OTHER TYPE 

PRE'>CRIPTION GIVEN: 1. 0 YES 

2.0 NO 

the bias of the staff currently employed? (3) Is the 
deficiency of group services due to a lack of 
adequate facilities? None of these questions, how­
ev.::!r, can be answered unless the program director 
has access to data which will alert him to a problem 
which he must proceed to answer. 

Another example illustrates the utility of data in 
relation to delivered services. Most community 
mental health program staffs consist of individuals 
from a variety of professional and nonprofessional 
backgrounds. An appropriate balancing of these 
individuals is not only important to an effective 
interchange of ideas, but also to the achievement of 
the program's fiscal integrity. The availability of 
these data will enable the program director to assess 
the quantity and types of services being delivered 
by represelltatives of each professional and non­
professional discipline and to know whether role 
differentiation or lack of it is playing any significant 
role in service delivery. 

These data are also available to the innovative 
program director at a relatively low cost. The use of 
a ticket such as the one illustrated in figure 1 makes 
available to the program director all of the infol'ma­
tion which is required to answer the questions 
raised above. The completion of this ticket can be a 
primary responsibility of a !lHCl'etary and the collec­
tion and recording of the data can be the responsi­
bility of a receptionist who will have time available 
during the day. Allowing her to set aside a certain 
portion of her day, which at the Southern Arizona 
Mental Health Center amounts to approximately 1h 
hour each day, to gather this data is a low-cost 
mechanism for the retrieval of information of 
utmost importance. 

TREATMENT CENTER CODE _____ _ 

DATE 

.• < _._. __ ._ •• ~ _ ••••• HOSPITAL. NO, _________ _ 

0 
(1 

0 

0 

0 

0 

STAFF DISCIPLINE 
I. PSYCHIATRIST 0 B. VOCATIONAL REHAB. WKR. 

20 PHYSICIAN 0 E. PHYSICAL THERAPIST 

(NON-PSYCHIATRISTI 0 C. OTHER REHAB. WKR. 

II. PSYCHOLOGIST 0 O. PSYCHOLOGY ASST. 

3. SOCIAL WORKER (SAMHC ONLY) 

5. TEACHER tl S. MENTAl. HEALTH SERIES 

7. NURSE 0 9. OTHER (SPECIFY BELOW) 

OFF GRQY..t!Q..~ 

c, 0 HOME VISIT 

G.D PROTECTEU GROUP LIVING 
SITUATION 

-1 

~ 
Cl: 
Vl 
o 
:I: 
W 
I­
-< 
I­
Vl 

-< 
Z 
o 
N 
ii! 
-< 

Fig. 1. A simple form for recording outpatient service contacts. 
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Tab[(I 2.·-Pima County psychiatric inpatient service March 1973 

Tottll Patients Admitted 73 

SEX: RESIDENCE: 

Male 38 Tucson South 23 
Female 35 Tucson East 11 

Tucson North 35 
Arizona 2 
Out of State 2 

REFERRED FROM: Percent 

Pima County Hospital emergency room 33 45 
SAMHC Walk-!n Clinic 15 21 
SAMHCOPD 3 4 
SAMHC Day Program 0 
SAMHC Halfway House Program 1 1 
Juvenile Court 1 1 
Nursing homes 1 1 
Jails 5 7 
Pima County Hospital - Medical 3 4 
Other hospitals 2 3 
Tucson South 1 1 
Other mental health agencies 2 3 
Polic':! officers 5 7 
Tu(~son East Mental Health Center 0 
Private physicians 1 

AVERAGE LENGTH OF STAY: 5.3 days 

The Analysis of Hospitalization Data 

Since one of the underlying principles of com­
munity mental health services delivery is the acces­
sibility and availability of mental health services at 
the local level, good program planning and imple­
mentation require that the program director or 
administrator has available information that provides 
data regarding the success or lack of success of the 
short-term hospitalization program. Table 2 illus­
trates various aspects of the collection of data 
related to the inpatient service in this compre­
hensive mental health service system and offers 
further examples of how the analysis of service data 
is valuable to the innovative mental health program 
director. 

Prior to the availability of the walk-in clinic, most 
of the admissions to the Pima County Hospital 
Neuropsychiatric (NP) Unit were female (60 per­
cent). Crisis intervention strategies tend to be more 
successful with the female who frequently presents 
an acute situational anxil:!ty or depressive reaction in 
the context of a personality disorder. When the 
Walk-in clinic system was inaugurated, a marked 
shift was noted in the ratio of female to male 

ADMISSION STATUS: 

Voluntary 

Petition 

55 

18 

DISPOSITIONS: 

Arizona State Hospital 
Other hospitals 
5AMHC Walk,ln Clinic 
SAMHC OPD 
SAMHC Alcoholism Program 
SAMHC Day Program 
~AMHC halfway houses 
Arizona Medical Center 
Palo Verde Hospitf.\1 
St. Mary's Hospital 
Private physicians 
Pima County OPD 
Pima County medical service 
Nursing homes 
Pima County Jail 
Other mental health agencies 
Tucson South 
Tucson East 
Juvenile Court 
A.M.A. 
Nofollowup 
Death 

FEE: 

Full pay 
Part pay 
No pay 

72 

4 
3 
3 

10 
1 
2 
2 
2 
4 
3 
2 
0 
2 
4 
a 

12 
4 
0 
0 
3 
5 
0 

14 
10 
49 

Percent 

6 
4 
4 

14 
1 
3 
3 
3 
6 
4 
3 

3 
6 
8 

17 
6 

4 
7 

admissions to the NP unit with male admissions 
now being greater than female admissions each 
month. This e7tample illustrates how a minute piece 
of data can be valuable to a program director in 
assessing the impact and effectiveness of a portion 
of the community mental health service delivery 
system. 

Although the Pima County Hospital NP Unit 
serves the entire county, there are other inpatient 
services within the community associated with the 
Tucson South and Tucson East catchment areas 
which also have federally funded community mental 
health centers. Consequently, as illustrated in table 
2, the percentage of admissions to the NP Unit 
from the Tucson North catchment area, which does 
not have a community mental health center 
inpatient service~ is always higher than from the 
other catchment areas. Any significant change in 
this ratio would imply to the community mental 
health program director a need to examine the 
integrity of the mental health service delivery 
system. 

Although the laws of the State of Arizona provide 
for the emergency detention, by petition, for 
mental health evaluation of individuals who seem 
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dangerous to themselves or others, I;he voluntary 
admissions to all treatment units, including the Pima 
COUfity Hospital NP Unit, are pl:'edominant. How­
ever, occasionally an increase in the number of 
patients being admitted on emergency detention or 
petition orders is noted. The aVl'>..~'ability of the data 
collection system illustrated in table 2 enables the 
mental health center director to monitor the ratio 
of involuntary to voluntary inpatient admissions and 
to be immediately aware of any problem that exists 
in this area within the total community mental 
health service system. 

While admissions to the Arizona State Hospital 
during this month constituted only 6 percent of an 
dispositions from the inpatient service, it is 
important to note that 37 percent of the patients 
discharged were referred to other 24-hour care 
settings including other hospitals, nursing homes, 
and the jail. Not only does this statistical summary 
provide a mechanism for monitoring the success of 
the community mental health service system in 
providing locally based hospitalization for patients 
who require 24-hour care, but it also gives the 
program director an opportunity to analyze utiliza­
tion of these referral facilities at the point of 
discharge from Pima County Hospital. 

Similarly, an analysis of the sources of referral to 
the Pima County NP Unit continues to provide 
documentation of the importance of early interven­
tion. As shown in table 1, only 5 percent of those 
patients seen at the walk-in clinic required disposi­
tion to the Pima County Hospital NP Unit. In 
contrast, 45 percent of all admissions to the NP 
unit came from its emergency room. This suggests 
that an individual v:-'Io goes to the walk-in clinic 
during day-time hours has less likelihood of re­
quiring admission to the hospital than an individual 
who is seen in the emergency room of the Pima 
County Hospital during the evening or night-time 
hours. This finding will help to provide the program 
director who is seeking justification for the 
importance of a walk-in clinic and an emergency 
servlces intervention program with objective sup­
porting data. 

These are a few illustrations of how analysis of 
data to show the overall utilization of available 
hospital services can be important to the com­
mlmity mental health program director or admin­
istrator. It is equally significant to note that all data 
presented in table 2 are gathered and collected by 
the ward clerk on the psychiatric unit, as part of her 
normal duties and do not require the participation 
of any clinical staff. This reduces the possibility of 
staff resistance and maintains the low cost of 
\~"aluation for the program which does not have 
adequate budgetary and staffing support. 

, , 

Followup Evaluation 

The importance of followup and outcome evalua­
tion studies for any community mental health 
Sfttvice system has been well described. However, it 
is equally clear that the service system which faces 
the problem of evaluation, particularly of followup 
and outcome studies, without adequate budgetary 
and staffing support is encountering a very difficult 
problem. 

Without adequate budgetary and staffing 
resources, an objective assessment of outcome is an 
almost impossible task. However, subjective analysis 
is not impossible and should be implemented even if 
objective anaJ;ysis of outcome is not possible. 

Outcome evaluation implies an assessment of the 
progress that the patient has made as a result of the 
treatment which he has entered. Often, it is not 
possible to assess the progress he has made until the 
treatment has been completed, since the depen­
dency engendered by the treatment relationship is 
often a factor which influences the outcome. Conse­
quently, any community mental health service 
system which is interested in completing outcome 
eValuation studies should focus on that period of 
time following the discharge of the patient from 
treatment. 

With limited budgetary and staffing support, a 
community mental health service system should 
recognize the possible importance of volunteers in 
performing outcome evaluation. An active volunteer 
service program, functioning as a part of the total 
service system, can assume the principal responsi­
bility for conducting a subjective analysis of patient 
progress. A trained volunteer can make a competent 
subjective assessment of the patient's current state 
at the tim~ that he makes a home visit or telephone 
call to the patient after discharge. This subjective 
analysis not only can provide eValvntion data but 
also can have important ramifications for the 
patient, since it provides a continuous contact 
which is not dependent on the patient's initiating it. 

An important aspect of outcome evaluation, 
which is often ignored, occurs ~t the time that the 
patient may return to treatment. Many individuals 
seen in the community mental health service system 
have been patients in the past, both within that 
system and others. Consequently, an important part 
of outcome evaluation is an assessment of the 
progress or lack of it which the patient has made 
since discharge at the time that he returns for 
further treatment. Consequently, it is important to 
emphasize to clinical personnel the importance of 
gathering an adequate intake history not only of the 
problems that precipitated the patient's return to 
treatment, but also how the patient has functioned 



EVALUATION ON A SHOESTRING 25 

since being discharged from treatment. This latter 
part of the clinical record then becomes a clinical 
resource for the evaluation of outcome. 

It is in this area that the resistance of staff and 
other personnel to evaluation studies is most likely 
to be encountered. The importance of the strategies 
described above lies partially in that they will help 
to reduce this resistance by malting the evaluation a 
part of ongoing clinical care. Although it certainly 
can be suggested that this will bias the data, the 
person who will probably do the followup and 
outcome evaluation is unlikely to be the same 
person who was involved in the treatment. These 
conditions will help to objectify the data which are 
being collected. 

In this subjective evaluation methodology, follow­
up,nd outcome studies offer an opportunity for 
episodic rather than continuous monitoring. For 
program policy planning, continuous monitoring is 
not necessary if care is taken in ~he selective 
randomization of those who will bp followed up in 
the manner described. 

Fir.lally, in conducting ~ollowup and outuome 
evaluation studies, attention should be paid to other 
aspects of the "life systemll in which the former 
patient operates including his family. Consequently, 
a rather brief questionnaire given to the family and 
completed at the time that the followup is done by 
the volunteer can be an important and useful control 
against the subjective bias which may be introduced 
by the evaluator or the former client. 

Although none of the strategie~~ ,"hich have been 
suggested are purely objective and, furthermore, 
although none pertain to actual symptom analysis, 
they can be valuable to the innovative community 
mental health program director by providing him 
with feedback. The utilization of volunteers as well 
as the intake worker when a former patient has 
returned for further treatment does not represent 
any additional cost to the community mental health 
center program and therefore reduces the cost of 
limited followup and outcome evaluation strategies 
to a minimum. 

Evaluation of Indirect Services 

The provision of direct services by community 
mental health service systems constitutes only a 
portion of the total services provided. The innova­
tive community mental health program director or 
administrator must develop a methodology for the 
evaluation of indirect services and include it within 
the overall evaluation program. A limitation of 
evaluation to an analysis of direct services would be 
mistaken since the large amount of time which is 
spent by the staff on the three major components 
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of indirect services~responding to telephone re­
quests for information, engaging in therapeutl'c 
contacts via the telephone with clients and their 
families, and participating in various types of con­
sultations to o~her community hUman service 
agencies-will have gone unrecognized. 

Telephone Requests for Information 

Although the principal physical point of entry for 
most individuals into the community mental health 
system is through the intake center, the walk-in 
clinic, the majority have come after having first 
initiated either directly or through other members 
of their family a request fOl' information about 
available services. In many situations, furthermore, 
this request for information cannot be responded to 
by a secretary because it is accompanied by a 
therapeutic question. At these moments, the staff 
becomes involved and !!an utilize a significant 
portion of its time in responding to these telephone 
requests for information. 

Although an accurate assessment of the actual 
amount of time spent in answering th.ese telephone 
requests is too cumbersome a task for the staff to 
accept, the staff can keep a log of the number of 
these telephone requests to which it responds. 
Figure 2 illustrates the log which is used at the 
Southern Arizona Mental Health Center for record­
ing not only telephone requests for information but 
also the number of therapeutic telephone contacts, 
as well as community consultation contacts. 

Therapeutic Telephone Contacts 

The therflpeutic telephone con.tact is defined as 
any direct contact with a client, a member of his 
family or a close friend which has been undertaken, 
via the telephone, to explore or discuss some 
aspects of the patient's treatment or a particular 
problem which he is encountering at a time when 
he or the therapist is not available for direct 
therapeutic intervention. 

The concept of a therapeutic telephone contact is 
consiatent with the basic theory of community 
mental health center service delivery since it en­
hances the accessibility and availability of the client 
to the system and its caregivers. It is therefore 
important for the program director to pay close 
attention to the amount of time which staff is 
spending in this endeavor. 

As with telephone requests, it is often a difficult 
task for. the director to make an accurate assessment 
of the amount of time spent by staff members in 
this activity. As in the first instance, part of the 
difficulty is related to staff resistance. However, 
once again, using the log illustrated in figure 2, the 
community mental health center administrator or 
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CONSULTATION CONTACTS 
--~,' 

NAME: MONTH: 

DATE TRit CC"'IU ~E TR'" TTC** 

1 17 

2 18 

3 19 

4 20 

5 21 

6 22 

7 23 

8 24 

9 25 

10 26 

11 27 

12 28 

13 30 

14 31 

15 

16 

*** - COMMUNITY CONSULTATION 
(In-Person Contact) 

** - THERAPEUTIC TELEPHONE CONTACT * - TELEPHONE REQUEST 

Fig. 2. A simple log for recording the number of telephone and community consultation contacts. 

director will be able to gather general information 
regarding the therapeutic telephone contarts 
engaged in by staff members. 

Community Consultation Contacts 

Finally, it is important for the community mental 
health caregiver to be involved in activities which 
relate to other aspects of the human service delivery 
system. These are carried out consistent with ~he 
principles of prevention associated with the com­
munity mental health service concept. Conse­
quently, it is once again important for the center 
program director or administrator to have an ade­
quate assessment of the extent of activities and the 
number of people reached by staff through these 
"community consultations." 

Assessing the quantitative aspects of these indirect 
service areas is critical to the community mental 
health program director or administrator because 
they may help to reflect and anticipate changes in 
the direct services which are being delivered by the 

s,wvice system. For example, increased community 
consultation contact with a specific portion of the 
human services system may generate either an 
increase or a decrease in referrals to the walk-in 
clinic depending on the goals of that contact. 

Cost Analysis 

In response to the demand for accountability, the 
community mental health program director 01' 

administrator will also have to develop strategies for 
the performance of cost analysis of these programs. 
These data can provide a very useful measure of the 
impact of the program beyond the evaluation of the 
actual direct and indirect services which it delivers. 

Two strategies will be described which can be 
utilized in program planning and analysis by the 
innovative program directo .. or administrator and do 
not require specialized budgetary or staffing sup­
port. 
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Table 3.-Cost Ilnalysis and "fair share" calculation for 
Pima County residents: June 1970 

Treatmcmt modality 

Adult psychiatry 
Physically Inftrm 
Geriatrics 
Mental retardation 
Child psychiatry 
Maximum security 

Toto I 

Dally charge 
per patient 
(June t970) 

$16.46 
26.41 
16.76 
15.76 
30.61 
18.91 

Annual cost of Pima County residents at ASH 
Southern Arizona Mental Heolth Center budget 

Total expenditures for Pima County 

Pima County 
census at 

Arizona State 
Hospital (ASH) 

132 
5 

26 
36 

6 
10 

---. 
215 

Total 
daily cost 

$2,043,72 
132.05 
435.50 
567,36 
183.6d 
189.20 

$3,561.49 
X 365 

$1,296,294 
+ 651,000 

Pima County "fair shure" of toto I ASH 1969-70 budget l 
$1,847,294 
-1,406.342 

"Deficit" from "fllir share" $ 440,952 

1. Twenty and three·tenths (20.3) penent of ~;6,927,796. 

tmpact of Community Mental Health Services 
on State Hospitalization Costs 

In creating the Southern Arizona Mental health 
Center in 1962, the Arizona State Hospital had 
hoped to justify the additional expenditure for staff 
and personnel in Tucson by decreasing the the rate 
of State hospitalization from Pima Count.y (Beigel, 
.Bower, and Levenson 1973). This decrease did not 
occur, and the creation of the Combined Mental 
Health Care Program was partially intended to 
produce fiscal results that would justify the con· 
tinued existence and future expansion of the 
Southern Arizona Mental Health Center. Therefore, 

a method for performing a cost analysis was worked 
out based on a "fair share" of the Arizona State 
Hospital budget for Pima County, computed on the 
basis of population, with Pima County being en· 
titled to 20.3 pel'(:ent, since this is the percentage of 
people in the State residing within Pima County. 

Tables 3·5 illustrate the impact Of the Combined 
Mental Health Care Program on the expenditures for 
the care of patients from Pima County at the 
Southern Arizona Mental Health Center and the 
Arizona State Hospital. Prior to the initiation of the 
Combined Mental Health Care Program, as noted in 
table 3, the programs for Pima County residents at 
the Southern Arizona Mental Health Center and the 

Table 4.-Cost analysis and "fair share" calculation for 
Pima County residents! March 1971 

Treatment modality 

Adult psychiatry 
Physically hlirm 
Geriatrics 
Mental retardation 
Child psychiatry 
Maximum security 
Early discharge 
"Flamenco II" program 

Total 

{)aily charge 
per patient 

(March 1971) 

$16.54 
31.40 
18.74 
17.49 
38.40 
27.60 
30.69 
16.54 

Annual cost of Pima County residents at ASH 
Southern Arizona Mental Health Center budget 

Total expenditures for Pima County 

PIMa CountY 
census at 

A~izona State 
h ';1Jital (ASH) 

75 
6 

20 
30 

6 
12 

1 
10 

160 

Pima County "fair share" of total ASH 1970-71 budget l 

"Deficit" frol"C' "fair share" 

1. Twenty and three-tenths (20.3) perc ant of $8,560,606. 

Total 
daily cost . 
$1,240.150 

188.40 
374.80 
524.70 
230.40 
330.00 

30.59 
166.40 

$3,084.79 
X 366 

$1,125,948 
_+ 637,582 

$1,763,530 
-1,737,802 

$ 25,728 
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Table 5.- Cost analysis and "fair share" calculation for 
Pima County residents: December 1971 

Treatment modality 

Adult psychiatry 
Physically infirm 
Geriatrics 
Mental retardation 
Ch ild psych latry 
Maximum security 
Social learning 
"Kac:h Ina II" program 

Total 

Daily charge 
per patIent 

(December 1971) 

$24.80 
39.11 
22.11 
21.93 
51.84 
29.71 
37.50 
24.80 

Annual cost of Pima County residents at ASH 
Southern Arizona Mental Health Center budget 

Total expend itures for Pima Cou nty 

Pima County 
census at 

Arizona State 
HDspital (ASH) 

34 
4 

16 
31 

3 
13 

3 
7 

124 

Total 
daily cost 

$ 868.00 
156.44 
353.76 
679.83 
155.52 
386.23 
112.50 
173.60 

$2.885.88 
X 365 

$1,053.346 
+ 763,970 

Pima County "fair share" of total ASH 1971-72 budget' 
$1,817,316 
-1,925,850 

"Surplus" over "fair share" $ 108,534 

1. Twenty and three-tenths (20.3) percent of $9,486,946. 

Arizona State Ho~pital were operating at an annual 
deficit from the fair share of $440,952. In other 
words, the combined ('ost of caring for patients 
from Pima County at the Arizona State Hospital 
and the Southern Ar''?oona Mental Health Center was 
$440,952 more than the amount allotted for Pima 
County ($1,406,342) as determined through a 
computation of the fair share of the total Arb~o:.~ 
State Hospital budget. 

By March 1971, 6 months after the initiation of 
the Combined Mental Health Care Program, this 
deficit had been reduced to $25,728 (table 4). By 
December 1971, 16 months after the initiation of 
the Combined Mental Health Care Program, a 
surplus of $108,534 (table 5) had been generated. 

The importance of this type of cost-analysis 
evaluation on the part of community mental health 
service systems cannot be underestimated. The 
examples which have been given were extremely 
crHical to the programs of the Southern Arizona 
Mental Health Center since the surplus which was 
accumulated enabled the center to expand its 
community-based program. For exaalple, as a direct 
result of the availability of these data, the Southern 
Arizona Mental Health Center was able to approach 
the legislature with the fiscal and service data 
necessary to SUbstantiate a request for a halfway 
house program in Pima County. As a result of the 
presentation made, using the data described above, 
the legislature in 1971 appropriated $178,ODO to 
purchase land and buildings for the implementation 
of this program which was stalted 8 months 
later. 

Cost Analysis of Direct Services 

Strategies can also be implemented for the anal­
ysis of expenditures for direct services. It is impor­
tant to recognize, however, as illustrated by the 
fair-share plan described above that the importance 
')f these types of cost analyses is not necessarily for 
the absolute data which they deliver to the 
program director, but more importantly for the 
value which they provide in giving a relative 
measure along which the service system situation 
can be followed and monitored over a period of 
time. 

Tables 6-8 offer an example of this type of cost 
analysis. In table 6, a method is illustrated for. the 
assessment of the fixed operating costs in a given 
month for each service component of the mental 
health center. Since the actual cost for mental 
health care personnel services (table 6-1) is known 
for each component of the mental health center, 
the percentage of the total cost of mental health 
care personnel services for that unit can be com­
puted. 

The monthly cost of all other support staff (table 
6-U) and the monthly cost of all nonpersonnel 
operating expenses (table 6-U) are also known. The 
total cost of support staff and nonpersonnel oper­
ating expenses in a month is allocated to each unit 
on the basis of the total percentage of the mental 
health care personnel cost which they expend (table 
6-1), yieiding an operating cost for each service unit 
for the month (table 6-III). For example, in March 
1973, the total operating cost of the outpatient unit 
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Table G.-Operational cost analysis of center services1 

I. Mental health care personnel cost 

Service Cost· Percent2 

Outpatient $12.972 36 
Walk-in 8,018 20 
Day program 5,560 14 
Children's 6,968 17 
Halfway house 4,498 11 
Consultation & education 1,819 02 

tl. Ancillary operational costs· 

Support service staff 
Other operating expenses 

Total 

$12,542 
21,484 

$34,026 

III. Total operational cost of center services 

Outpatient 
Walk-in 
Day program 
Children's 
Halfway house 
Consultation & education 

1. Per month. 

MentfJl health care 
personnel cost (I) 

$12,972 
8,Q1B 
5,560 
6,96B 
4,49B 
1,819 

2. Percent at total mental health care personnel cost. 

was $25.221 in contrast to the total operating C(lst 
of the walk-in clinic which was $14,823. 

These data can be compiled by the business office 
or a bookkeeper and are relatively stable from 
month to month during a Single fiscal year. To 
complete the analysis, the utilization of the ticket 
(figure 1) which provides the raw data for the 
actual services delivered by staff members becomes 
important (table 7). 

With the availability of the total operating cost 
for each unit and the total hours of direct services 
delivered by each unit, the program director or admin­
istrator can compute the cost per hour of direct service 
being delivered in each unit (table 8). Although this 
strategy absorbs the cost of indirect service, it is still 
useful as a monitoring tool over a period of time. 

Significant variations in the hourly cost will alert 
the community mental health center program direc-

Apportioned shaff! of 
other costs (t J) 

$12,249 
6,805 
4,763 
5,784 
3,742 
1,701 

Total 
operational costl 

$25,221 
14,823 
10,323 
12,752 
8,240 
3,520 

tor to a need to examine service strategies for the 
underlying cause of this change. If the cost pel' 
service hour in a specific treatment unit should drop 
significantly ~ it l.light suggest a more effective 
utilization of the program in response to a service 
strategy change or an oVerutilization of the program 
suggesting a possible need for additional staff. 
Conversely. if the cost pel' service hour in a specific 
treatment unit should rise markedly, it might 
suggest an underutilization of that program requiring 
a service strategy change or the availability of an exces­
sive number of staff with a possible need to transfer 
staff to another unit where the service need is greater. 

Both of these cost analysis strategies do not 
require the availability of a computer-based system 
or an excessive number of man-hours to develop 
and carry out. Rathel', they require primarily a 
dedication to self-examination, a willingness to see 

Table 7.-Hours of direct service: March 1973 

Units 7st·2nd 5th-9th 12th-16th 19th-23rd 26th-30th Totals 

Outpatient 70 hrs. 265 hrs. 260 hrs. 293 hrs. 266 hrs. 1/156 hrs. 
50 min. 30 min. 30 min. 15 min. 5m/n. 

Walk-in 65 hrs. 100 hrs. '08 hrs. 126 hrs. 110 hrs. 511 hrs. 
55 min. 45 min. i~5min. 5 min. 10min. 40 min. 

Day program 176 hrs. 461 hrs. 468 hrs. 465 hrs. 381 hrs. 1,953 hrs. 
15min. 45 min. 45 min. 15 min. 30min. 30 min. 

Children's 34 hrs. 102 hrs. 70 hrs. 103 hrs. 91 hrs. 400 hrs. 
17 min. 5min. 35 min. 55 min. 

Halfway house 86 hrs. 138 hrs. 161 hrs. 161 hrs. 118 hrs. 664 hrs. 
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Table B.-Cost per hour of direct patient services March: 1973 

Service 

Outpatient 
Walk-in 
Day program 
Children's 
Halfway house 

1. See tabla 7. 

Totel hours of 
direct service I 

1,156 
512 

1,'95~, 

40\ 
664 

2. Per month (sea table 6), 

Total 
operational costs2 

$25,221 
14,823 
10,323 
12,752 
8,240 

Cost per hour 
of service 

$21.81 
28.96 

5.28 
31.80 
12.40 

the community mental health service system as an 
integral part of a total mental health service system, 
and an understanding that the availability of services 
is not a fixed idea, but depending upon the 
availability of data which provide justification for 
change should be dynamic and subject to change in 
its organization and orientation. 

The Impact of Evaluation 

Evaluation in response to the demands for ac­
countability is an important aspect of any com­
munity mental health service system. Evaluation 
calTied out in the absence of adequate budgetary 
and staffing support becomes even more important 
both because of its impact on program planning and 
policy making as well as the gains which it can 
yield, thereby justifying the expenditures of even a 
limited portion of the budget on this nonclinical 
activity. Several illustrations derived from the pre­
vious examples will demonstrate how even the most 
limited evaluation can have a marked impact. 

Impact on Staff 

The impact on staff of these limited evaluation 
strategies can be profound. This impact can range 
from a simple recognition by the staff of the 
importance of evaluation which can subsequently 
help lower their resistance to participating in the 
evaluation process to a recognition on their part 
that the volume and quality of services which they 
are deliveling are going to be evaluated and can 
provide useful feedback to them about the level of 
services which they are delivering. 

For example, the awareness of the staff of the 
walk-in clinic regarding the poor followup of 
patients on referral from the Pima County Hospital 
emergency room to the walk-in clinic led the 
walk-in clinic staff itself to suggest the implementa­
tion of a new continuity-of-care system which has 
improved followup and continuity of care. 

Impact on Administration 

The impact of collecting evaluation data can have 
a profound impact on the administrator who is in 

charge of the data collection. Not only can he learn 
to recognize that, despite his lack of traihing, he 
can make useful insights into the nature and scope 
of the services which he is administering, but he will 
also be able to go to his staff with recommenda­
tions for programmatic change based on hard data 
and not solely on theoretical constructs. 

For example, the availability of' data regarding the 
paucity of group services which were being de­
livered, thereby yielding a high cost for the delivery 
of services by the outpatient unit, led the admin­
istrator to suggest to the staff that, in the future, 
the recruitment of personnel for that treatment 
team should focus on a search for individuals with 
specific skills in group therapy. After this was 
accomplished, the amount of group services being 
delivered by the outpatient unit increased and the 
cost per service hour decreased. 

Impact on Legislatures and 
Other Funding Sources 

As mentioned previously, the availability of cost 
analysis data can have a tremendous impact on 
legislatures and other funding sources. In addition 
to the benefits resulting from the relationship 
between the community mental health service 
system and the State hospital system, other effects 
of this cost analysis approach can be demonstrated. 

For example, knowledge concerning the distri­
bution of patients at the Arizona State Hospital 
revealed a disproportionately high number in the 
geriatric category. Further examinations of these 
data indicated that this was due in part to a lack of 
available nursing home and other extended-care 
resources in nursing homes within the community. 
Upon further discussion with many of the nursing 
home personnel, it became apparent that, although 
they were willing to render service to the emo­
tionally disturbed geriatric patient, they had been 
reluctant to do so without professional consultation. 

This suggested to the program administrator a 
need for a consultant to these groups. Justification 
for the funding of this consultant was based upon 
the potential impact on the hospitalization rate of 
geriatric patients at the State Hospital. These funds 
were then made available on a trial basis, and the 
subsequent demonstration of the impact through a 
reduction of the census of geriatric patients at the 
State Hospital has led to their continuing avail­
ability. 

This example, as well as the one presented in 
more detail previously, illustrates the impact of even 
limited evaluation on legislatures and other funding 
resources. These evaluation strategies have also 
had an impact on their own funding resources 
by enabling the administrator, after having 
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demonstrated the importance of evaluation in the 
planning of services and in policy making, to obtain 
the services of an assistant with specific expertise in 
evaluation. 

Impact on the Community 

Finally, the employment of a limited evaluation 
strategy even in the absence of adequate budgetary 
and staffing support can have a tremendous impact 
on the community which the community mental 
health service system is designed to serve. 

For example, the availability of hard data coupled 
with an effective public relations campaign can 
increase not only the visibility of the community 
mental health service system, but also its credibility 
among those individuals who resist seeking help at 
an early stage because of their fear of the stigma 
associated with mental illness. 

The community's view of the community mental 
health service system as an effective organization is 
critical to any potential reduction of this stigma. 
The furthering of this viewpoint is dependent upon 
the availability of data which proves that this is the 
case. Consequently, the building of a viable com­
mtmity mental health service system which has 
credibility and visibility within the community is 
directly linked to the development of an effective 
evaluation methodology. 

Summary 

The implementation of effective evaluation strate­
gies even in the absence of adequate budgetary and 
staffing support is critical to the maturation of the 
community mental health service system concept. 
Without effective evaluation strategies, community 
mental health service systems will be unable to meet 
the demand for accountability and will suffer a loss 
of credibility and funding. 

The community mental health center program 
director or administrator who does not feel compe­
tent to undertake sophisticated evaluation strategies 
need not be discouraged since there are many 
simple evaluation techniques, some of which have 
been described in this paper, which can be employed 
to meet his responsibility for evaluation. 

These techniques are simple, not costly, and are 
effective; but their overall implementation and 
success depend on the willingness of the community 
mental health center program director or adminis­
trator to make the basic commitment to the 
importance of evaluation and to transcend those 
underlying issues and problems which affect the 
development of adequate evaluation strategies. 

"Evaluation on a Shoestring" can be not only 
worthwhile, but also effective. It can have an 
impact far beyond the meager one anticipated 
simply by a casual glance at the limited amount of 
funds assigned for this purpose. 
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