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The authors describe an approach to primary preven
tion in which indirect services are redefined to include 
community services aimed at promoting mental health 
and preventing emotional and mental disorders , At the 
Peninsula Hospital Community Mental Health Center 
such services are family-focused and include consulta
tion, education, collaboration with other agencies, and 
early intervention with children and families with 
special needs. The authors describe some of the 
programs that have been developed and discuss how 
mental health centers can conceivably, under contract, 
develop such community services for health 
maintenance organizations and other prepayment plans 
that prOVide comprehensive health maintenance and 
medical care. 

- In recent years three developments in the organiza
tion and financing of mental health services have en
couraged the Peninsula Hospital Community Mental 
Health Center to take a fresh look at indirect services. 
Increasingly, public agencies are purchasing medical 
care, including mental health services, through con
tracts with other agencies; insurance coverage of psy
chiatric services is increasing nationwide; and the 
development of health maintenance organizations and 
prepaid health plans is being stimulated by federal 
grants. These developments have resul ted in a 
nationwide increase in the number of organizations that 

The authors' address is Peninsula Hospital Community Mental 
Health Center, 17113 EI Camino Real , Burlingame, California 94010, 

contract to deliver comprehensive health services to 
designated consumer groups. 

Several questions emerge in the face of these 
developments. First, how can comprehensive mental 
health services be included in health-care packages for 
consumer groups? How can we reconceptualize 
primary prevention ~ervices so that we can include 
effective, low-cost preventive services in mental health 
packages for consumer groups? How can we make full 
use of our increasing knowledge and our increasing 
mental health manpower in new forms of mental health 
services that focus on families and children? How. can 
we include in our health packages programs of mental 
health promotion and specific prevention of emotional 
and mental disorders for specific population groups? 

Developments at the Peninsula Hospital Community 
Mental Health Center bear on those challenges. In Oc
tober 1969 the center obtained a contract to provide 
mental health services to a catchment area, and subse
quently developed a number of new services that we 
view as prototype elements of a family mental health 
maintenance program for <!. specific population group. 

The center serves a catchment area of 95,000 people 
under a contract with the San Mateo County Depart
ment of Mental Health and Welfare. The contract 
provides limited state and local funds under Short
Doyle legislation for the five essential services of a com
munity mental health center. The center is an ad
ministrative division of the Peninsula Hospital and 
Medical Center, a 387-bed general medical and sur
gical hospital. The mental health center administers the 
county contract and has developed center-based ser
vices, including emergency room services with a crisis 
intervention team; inpatient services; and a number of 
day treatment programs for adults, adolescents, and 
children. It also provides the indirect services of mental 
health consultation and education to community agen
cies and allied professionals. 

The contract funds are budgeted to support, in the 
main, direct services to patients otherwise unable to pay 
fo r them. Other sources of funding for direct services 
include Medicare and Medicaid funds, insurance pay
ments, and fees paid directly by patients. These fiscal 
arrangements, especially our contract for Short-Doyle 
and Medicaid services, make available a wide range of 
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direct services to any individual or family in our catch
ment area. Thus we can view our program as a 
prototype for the mental health component of a health 
maintenance organization for a designated population 
group. Our population group, of course, consists of all 
individuals and families in our catchment area, es
pecially those who are eligible, through a uniform 
statewide financial screening process, for partial or full 
coverage of all direct services under the contract. 

Professional services to patients are provided by the 
85 privately practicing psychiatrists, psychologists, and 
social workers who make up the professional staff of the 
hospital's department of psychiatry. They assume the 
clinical responsibilities for care and treatment of in
dividuals and families referred to them by th~ referral 
service of the center or through the emergency room, 
which is covered 24 hours a day by private attending 
psychiatrists. Center outpatients are seen in the profes
sionals' private offices. After five years' experience with 
the contract, we have demonstrated that the private 
sector, in collaboration with an organized mental health 
center, can deliver a full range of clinical and com
munity services under contract at a cost that compares 
favorably with services provided by traditional public 
mental health agencies. l 

THE PEER REVIEW MECHANISM 

After the first 12 months of services under the contract, 
the department of psychiatry realized that costs of in
patient services and of nonselective long-term in
dividual psychotherapy were so great that the limited 
funds available under the contract were being ex
hausted. Accordingly, the department established a 
peer review system for utilization review of both in
patient and day treatment and for prior authorization of 
outpatient office psychotherapy beyond six visits. 

Two and a half years of experience with the system 
have demonstrated that hospitalization, both inpatient 
and day patient, can be used as needed, and that, given 
limited funds, top quality office psychotherapy can still 
be provided when costs of professional services are 
monitored and kept under control by the professional 
community itself. The hospital's three peer review 
committees-the adult outpatient psychotherapy 
review committee, the children 's and adolescent out
patient psychotherapy review committee, and the in
patient and day patient utilization review committee
have, in essence, succeeded in developing a system to 
balance clinical needs against fiscal reality.2,3 

Peer review has actively stimulated the development 
of alternatives to the expensive weekly psychotherapy 

1 W. T. Vaughan, Jr. , et ai. , "The Private Practice of Community 
Psychiatry, " American Journal of Psychiatry, Vol. 130, January 
1973, pp. 24-27. 

2 D. E. Newman, .. Peer Review: A California Model," Psychiatric 
Annals, Vol. 4, January 1974, pp. 75-85. 

'A. Levy, .. Private Peer Review for Fiscal Control of Publicly 
Funded Programs," Hospital & Community Psychiatry, Vol. 25, April 
1974, pp. 235-238. 
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hour for chronic, dependent, often severely mentally 
handicapped individuals who will need services for an 
indefinite period. The center has developed low-cost 
therapy programs for those chronic patients, such as 
community-based milieu therapy programs costing less 
than $20 a week. 

We have also reduced the use of expensive inpatient 
days from 2418 days for 290 Short-Doyle financed ad
missions in 1970 to 1348 days for 160 admissions in 
1973. That was accomplished by more effective use of 
crisis in tervention and increased use of our day treat
ment program for acutely disturbed patients, as well as 
for patients in transition from inpatient to outpatient 
status and chronic patients in need of long-range 
programs of supportive care and social rehabilitation. 
These new programs and approaches to care of chronic 
patients and our vigorous use of alternative sources for 
purchase of care, especially Medicaid funds for direct 
services under the Aid to the Totally Disabled program, 
relaxed some of the pressure on our mental health con
tract funds. Thus more funds became available to 
purchase outpatient treatment for children, youth, and 
less disturbed adults, and to develop indirect services. A 
federal staffing grant has aided in financing the center 
staff needed to develop our variety of direct and in
direct service programs. 

DEVELOPING INDIRECT SERVICES 

In 1971 we began to consider how indirect, community
oriented services to promote mental health and prevent 
mental illness might be effectively developed and 
financed within the framework of our HMO prototype. 
In the spring of 1972, we wrote a proposal for a federal 
child-service staffing grant in which we outlined a 
variety of programs of prevention and, most important, 
mental health promotion. The grant was funded begin
ning in September 1972. 

Our approach to indirect services extends the role of 
the mental health professional beyond the traditional 
roles of a mental health consultant and a resource 
person in educational programs for allied professionals. 
It brings mental health professionals into contact with 
consumers, especially parents and children, in center 
programs that are health oriented, rather than illness 
oriented; in programs in which there are no designated 
patients; and in programs where no labels are affixed to 
those participating in them. 

We have divided our spectrum of services into direct 
services, in which there are an identified patient and a 
private professional fee, and community services, which 
include all other services. In the latter category are 
programs that have the familiar goals of mental health 
promotion, specific prevention, and early identification 
and prompt referral to diagnostic and treatment 
resources.· 

• H . R. Leavell and E. G. C lark, Preventive Medicine for the Doc
tor in His Community: An Epidemiological Approach, 3rd edition, 
McGraw- Hill , New York C ity, 1965. 



Our center's approach 
to indirect services 
brings mental health 
professionals into 
contact with consumers 
in programs that are 
health oriented rather 
than illness oriented, 
and in which there are 
no designated patients. 

Our community progra ms a re divided into four 
separate a reas, acco rd ing to whether they are aimed at 
preschoo l childre n , g rad e-sc hool childre n, yo uth 

'(including high school a nd junior college students ), or 
adults, In each a rea a coord ina tor is responsible for 
prog ram deve lopme nt ; he o r she is a member of the 
childre n's, youth , or adult unit ' and is answerable to a 
se rvice chie f. Th us our community services are kept 
close ly alli ed with o ur cl inica l se rvices. 

Over-a ll planning and development takes place in a 
wee kl y meeting a ttended by the coordinators, the se r
vice chiefs, the chief of community service, the cente r 
director, the director of resea rch and evaluation, and a 
re presentati ve of the department of psychiatry, who 
se rves as a consultant and provides liaison with the 
de partment 's committee on community se rvi ces. Com
munity representa ti ves', a llied p rofessional s, and con
sumers may a lso pa rti cipa te in the mee ting if they are 
in volved in topics for review and a pproval. The com
mllnity se rvices planning grou p is a nalogous to the peer 
rev iew committees for direct clinical services, 

In Californi a, commu nity services have for the most 
part been financed th roug h Short-Doyle funds, se ldom 
through purchase-o f- se rvice contracts with institutions 
or agencies tha t use me nta l health profess ionals as con
sulta nts or as resource people in staff education or ser
vice prog ra ms. We li st as community se rvices, under 
menta l hea lth ed ucat ion, swi tchboards and information 
centers as well as our drop- in cente rs for yo uth and 
parent s, The la tte r include e lements of education , in 
fo rmati on, a nd o rie nta tion, as well as sociali zation ex
pe ri ences, g uidance , and refe rra l. They a re usuall y 
fin anced by a combina tion of private and public fund s, 

We list under a separa te heading famil y-focused 
community serv ices , or programs in wh ich famili es may 
pa rti cipa te without the re necessa rily being an iden
tified , labe led patient with a d iag nos is, It is these ser
vices, some developed in co ll aboration with schoo ls and 
other communit y age ncies , tha t we envision as becom
in g pa rt of bas ic services tha t can be purchased by co n
sumer g ro ups, They may serve as way sta tions or 
hridges in the pat hway to direct cl inica l se rvices for a 
numbe r of indi viduals o r famili es, Theore ti call y, they 
have the potenti a l o f red ucing the incidence of serious 
di sorders (a nd the need for traditional cl inical interven
tion ) a nd thus may be trul y p reventive. Collabora tion 

w ith a ll famil y support systems in the com muniti es 
where consumer group me mbe rs li ve is a sine qua non 
of that concept. Schools, physicians, the cle rgy , and law 
enforcement , socia l, and recreational age ncies- a ll 
should be involved in some measure, Th at requires con
tinuing community organiza tion e fforts. 

In summary, four kinds of communi ty servi ce 
programs are being d eveloped by the community coor
di nators, T hey are trad itional menta l hea lth consulta
tion services, collabora tive and educa tional programs 
with a llied professionals; mental hea lth information, 
or ie nta ti on, a nd ed uca tion p rog ra ms for ad ult s 
(especia ll y parents), and yo uth and children ; co ll abora
tion with nurse ry schools and e lementarv and high 
schools in cou nseling and educational programs for 
families and children with special needs; and assess
me nt a nd edu ca tio na l-the ra pe uti c prog ra ms for 
preschool child ren and the ir pa ren ts, The re fo llows a 
brief description of five community service programs 
with a family focus, 

FAMILY-FOCUSED PROGRAMS 

The Teen-age Drop-in Center, The Teen-age Drop
in Cente r opened in Nove mber 1971 in our famil y, 
yo uth , and children's se rvice building, which is next to 
the main hospital. It is open one night a week for social 
acti vities , a rts and craft s, rap sess ions, games, and 
special events , A committee of inte rested pare nts 
he lped es tablish it and attend sessions regularl y as 
vo lunteers, Seve ra l thousand dolla rs have been spon
taneously donated to the yo uth center by inte res ted 
community groups , 

The drop-in cente r is sta ffed by stude nt tra inees and 
two sa laried staff members who are responsible for the 
program and the care of the building, Some of the 
youth in the day trea tment program have told the ir 
fri ends about the cente r, a rid some high school 
counselors, teache rs , and therapists have recommended 
it to specifi c indiv iduals. From 30 to 40 youths vi sit the 
cente r each week. Information about and orientation to 
the me nta l health cente r and its programs a re provided 
on reques t, and some yo uths have decided to seek 
direct ca re. 

From the mental hea lth cente r's point of view, the 
drop-in cente r is a community se rvice ra ther than a 
clini cal servi ce. Those who attend are not patients, but 
simpl y community yo uths seeking additional outle ts 
and rece iving information, orientation, and education, 
the las t including the de velopment of social skill s, 

The Parent Drop-in Center, During 197 1-72, one of 
us (M B) organized a se ries of lecture-discussion gro ups 
for parents, A mode rate fee was charged and some 150 
people parti cipated , It became apparent that pa tients 
fe lt the need to li sten to and talk with other parents and 
p rofess ionals about child -rea ring and parent-child re la
tions, 

A planning committee of parents collaborated with 
youth se rvices sta ff to develop a parent drop-in cente r, 
which opened in the winte r of 1972-73 under the name 
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of Parent Communication Center. Located on the sec
ond Hoor of the hospital , it is open one evening a week. 
Two center staff members, one each from the children 's 
and the youth services, plus seven volunteers take 
responsibilit y for seeing that each evening is well 
organized . Notices have been placed in the hospital, 
libraries, supermarkets, churches, and newspapers . A 
member of the mental health center staff is invited as a 
guest speaker for each session. Discussion focuses on 
such areas as positive parenting, the single parent, in
timacy, and communication . From 30 to 40 people are 
now attending, some regularly. 

The center staff and the planning committee have 
developed small study groups or workshops on par
ticular aspects of parent-child relations for which there 
is a set fee . These small groups usually meet for four to 
five weeks during the hour following the large group 
meeting. 

A handful of participating couples or single parents 
who have attended the PCC have decided to seek in
dividual clinical care and treatment. For those indi
viduals , the program has provided needed information 
and orientation , helping them to arrive at an im
portant personal decision . There are no designated 
patients in the PCC; it is clearly an indirect or com
munity service. 

The Developmental Nursery. The developmental 
nursery, which opened in October 1973, is designed to 
provide parents, teachers, physicians, and others con
cerned with preschool children information and in
sights related to the children with whom they are work
ing. The nursery serves families with children between 
the ages of two and five; it is a learning center where 
parents observe and discuss how children play and grow 
and thereby gain a further understanding of 
developmental issues in young children within a family 
context. The nursery is open from 9 :30 to 11 :30 a.m . 
four days a week. It is staffed by a head teacher, a 
teaching assistant, a social worker, a psychologist, and 
volunteer aides. 

A child must be admitted to the program by a 
member of the professional staff of the hospital, fre
quently a pediatrician or a family physician. Most 
children attend the nursery one or two days a week and 
remain in the program three to six months. 

Broad-scale psychosocial assessments of child and 
family functioning and appropriate treatment are car
ried out in the nursery setting. Parents are involved in 
the sessions along with their children and observe the 
interactions through a one-way mirror. Parents are 
guided in their learning by sharing anxieties and con
cerns with other parents and with professional staff and 
by observing and discussing how the teacher interacts 
with the children and the children with each other. 
They are also in volved in discussion sessions with the 
social worker, both in groups and individually. 

The sta ff of the nursery gain an understanding of the 
child 's and the famil y' s behavior, attitudes, strengths, 
and weaknesses. They use that understanding to help 
alter the negative processes expressed in the child 's 
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behavior and in the family interaction. 
For those children already in another program, such 

as nursery school, day care, or Head Start, every at
tempt is made to maintain the child in that group. The 
staff of the developmental nursery collaborate with the 
teacher and parents in developing the most appropriate 
methods of maximizing the child 's emotional and intel
lectual potentials. 

The developmental nursery thus operates as a mixed 
clinical and community service, inasmuch as each child 
is admitted as an outpatient and generates a hospital 
chart with a diagnostic label as well as a bill. In some in
stances a referral may be made to a mental health 
professional so that the child and parents may also 
receive individual clinical care and treatment when it is 
apparent that it is needed. 

Mental Health Work With Law Enforcement Agen
cies. The center is collaborating with the police depart
ments in a new program in which, among other things, 
a mental health professional from the center assists the 
police with community crises involving family distur
bances. The program has developed out of three years 
of monthly meetings with the four police departments 
in our catchment area. 

A youth and family counselor is engaged in the study 
of family quarrels and police responses to them. He ac
companies police officers on calls and is available for 
special emergency consultations. He provides informa
tion to family members about resources at the center 
and elsewhere that may be helpful to them. He makes 
home visits to consult with families. He may refer some 
to the teen or parent drop-in center, or to the center's 
referral service for clinical services. 

The youth and family counselor is also becoming 
familiar with special services in the schools and with the 
work of probation officers so that he can help increase 
their effectiveness. Thus he provides a bridge of col
laboration between mental health professionals and the 
many other professionals who are often involved with 
impulse-ridden multiproblem families. The effec
tiveness of the mental health professional as a consul
tant to police and probation officers , and as a resource 
person in police training programs, is being enhanced 
by the family-focused activities in which he participates 
with the police. 

Collaboration With Schools and Other Agencies . We 
identify collaboration as a mental health activity in ad
dition to traditional mental health consultation and 
education for allied professionals. Under this rubric we 
include programs in which mental health center staff 
join with school or other personnel in activities that 
bring them into direct contact with students and par
ents , as well as teachers, school administrators , and 
special service personnel. Such activities usually take 
place in a community setting, such as a school or rec
reation center, but may take place at the mental health 
center. For several years, center staff, including train
ees, have participated as resource persons in discussion 
group programs in schools. The programs have been 
held in both classroom and group counseling sessions 



in public and parochial high schools and in inter
mediate schools. M ental health personnel have oc
casionally lec tured in health education , safety, and 
famil y life education classes in high school. 

A six-session training program in child care was held 
in t he spring of 1974 and repeated again this year for 
young 'people in grades eight through ten. The program 
has been very well received by 30 to 40 you ng babysit
te rs , who were given a cert ificate of attendance at the 
end of the sessions. We hope to expand the program to 
include older persons and to focus on the care of hand
icapped children or ch ildren with special needs. Such 
training will give us a cadre of people who can provide 
respite care for parents of child ren with special 
proble ms. 

Mental health professionals from the center have also 
had direct contact with students and parents in the 
school nurses ' offices an d in confe rences with gu idance 
and other school pe rsonnel. The chi ldren involved are 
often identified as having special problems, such as 
learning and behav ior disorders or drug use and abuse. 
Increasingly, however, the schools are interested in in
volving the mental health center in their general con
siderations of growth and development of children and 
youth , and in making sure of the effectiveness of their 
programs in reaching children and youth and in 
meeting their needs. We have found that the schools 
are eager to use outside resources whenever they are 
available. 

W e view these family-oriented information, orienta
tion , and education services to be our key programs of 
mental health promotion and specific prevention. 
Pare nts , yo uths , and chi ldren a re referred to them by 
school, police , and probation personnel , by friends and 
neighbors, family physicians, pediatricians, and others. 
They serve as a bridge between individuals and families 
in the community and direct clinical services. 

WHAT ABOUT THE PACKAGE? 

We raised two fundamental questions at the outset: 
how can we include comprehensive ,mental health ser
vices in health-care packages for consumer groups, and 
how can we conceptualize our primary prevention ser
vices in such packages? We have presented a partia l 
answer to the second question as we redefine indi'rect 
services to include all services to consumers in which 
there is not an identified patient. From that redefinition 
has ensued a number of new service programs that 
clearl y have as their goals men tal health promotion and 
specific prevention, not clinical ca re and treatment of 
menta l illness or emot ional disorders as such. 

Now we re turn to the first question , how can we in
clude such programs in mental health packages for con
sumer groups? We have looked to the HM 0 concept , 
with a prepayment mechanism and a contract with an 
organization whose mission it is to deliver comprehen
sive health services. HMOs such as Kaiser-Permanente, 
Group Health , and the Health Cooperative of Puget 
Sound , as well as some foundations for medical care , 

can develop for themselves family-focused programs of 
mental health serv ices for subscriber families, or can 
develop them in cooperation with community mental 
hea lth cen ters . University student health services, as 
well as CHAMPUS (the Civilian H ealth and Medical 
Program of the U niformp,d Services ), may also provide 
models for health-care delivery systems that can 
develop prepaid mental health services to consumer 
groups. 

In our thinking about financing mental health ser
vices we have considered another model , derived from 
automobile insurance, which we call the AAA model. 
Basic membership in AAA brings information. and 
education about automobile maintenance ; orientation, 
suggestions, guidance, and reservation serv ices for 
travel; and crisis intervention in the form of tow- truck 
and bail-bond services. In add ition, accident, colli sion, 
and liability insurance are also ava ilable to members for 
a cost determined by the circumstances and needs of 
the individual subscriber. 

In like fashion , the basic services of family me ntal 
health maintenance, including (a) family-focused con
sulta tion and education services based on the public 
hea lth model , and (b) crisis intervention services in 
emergency room, inpatient, and outpatient settings, 
can be viewed as the basic core of mental hea lth ser
vices to consumer families . The usual psychiatric treat
ment and rehabilitation services in inpatient, ou t
patient, and partial-care settings can be viewed as 
"add-oIlS" to the basic core services. Utilization of as 
well as access to those expensive services can be 
monitored and contro lled by means of a system of peer 
review. 

Costs of inpatient care, outpatient services, and 
chronic ca re to any consumer group depend on many 
factors , including characteristics of both the consumer 
group and the provider group and the economics of 
menta l hea lth care in the particular community. But a 
word should be said here about catastrophic coverage. 
No one consumer group can develop the financial base 
to underwrite the costs for catastrophic coverage in the 
mental hea lth fie ld. What constitutes a catastrophe is 
determined by severa l factors , such as degree and dura
tion of disabi lity and cost of treatment and rehabilita
tion . Any comprehensive mental health plan for con
sumers must have provisions for catastrophic coverage, 
but it seems most likely that a public insurance or un
derwriting program for care of catastrophic mental ill
ness , defect , or handicap is going to be needed. 

I t seems clear that mental health programs are so 
complex in themse lves, and so interwoven into other 
areas of human affairs , that there will always be a need 
for multiple s~urces of 'funding. Mental health service 
needs ex ist in schools ; courts; corrections, welfare, and 
vocationa l re habilitation agencies ; and business and 
industry. The interfaces, however, are unclear. There is 
much role confusion between areas of human services 
as well as within the mental health field itself. 

Ideological st rugg le seems to ensue from constructive 
questioning of traditional conceptualizations and ap-
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proaches to the organization and delivery of mental 
health services; one such struggle centers on the 
medical model. In our approach, we suggest the use of 
an over-all public health-mental health frame of 
reference, within which the illness model, the growth 
and development model, the education model, and the 
social service model can each be used when ap
propriate. Such a broad conceptualization seems im
perative when developing comprehensive mental 
health services for consumer groups living in catchment 
areas . 

QUESTIONS TO BE ANSWERED 

A brief discussion of the AAA model raises more ques
tions than it answers . Where are the demographic and 
incidence and prevalence data needed to determine the 
cost of such a program to a consumer group, or to in
dividual subscribers? How do you pull together the idea 
of consumer groups, which is basic to prepaid health 
plans and health maintenance organizations, and the 
idea of catchment area, which is basic to community 
mental health centers? 

How many people can be expected to utilize each of 
the program elements during any given year? Are 
deductibles and co-insurance feasible and desirable for 
direct services? How do the practitioners view peer 
review, and how does it affect the type and quality of 
care provided? Do they feel it interferes with delivery 
of high-quality care and treatment? How do cost-of
living, salary, and other increases affect the annual ex
pense of such programs? 

Who, if anyone, picks up the deficit? How can men
tal health planners work effectively with health-care 
providers, representatives from the health insurance in
dustry and fiscal intermediaries, public finance experts, 
biostatisticians, epidemiologists, economists, soci
ologists, and others to develop the feasibility studies, 
technical papers, and monographs related to the es
tablishment of family mental health maintenance 
programs that can be sold to consumer groups? Can a 
family mental health maintenance program successful
ly activate the comprehensive approach to child mental 
health that has been advocated by Prugh, Noshpitz, 
and others who worked on the report of theJoint Com
mission on Mental Health of Children? 5,6 

At our center we have worked for several years on a 
proposal calling for the formation of an independent 
center for study of delivery and financing of mental 
health services to bring together experts from the fields 
mentioned earlier to develop joint study and research 
projects in the delivery and financing of mental health 
services. Bringing together all the parties concerned in 
the study and planning phase of program design should 
result in sounder programs that can be incorporated 

, Joint Commission on Mental Health of C hildren, Crisis in Child 
Mental Health: Challenge for the 1970s, Harper & Row, New York 
Cit y, 1969. 

• Group for the Advance ment of Psychiatry, Crisis in Child Mental 
Health : A Critical Assessm ent , Report No. 82, New York City, 1972. 
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into broad health plans stressing pluralism for providers 
and multiple-source funding for consumers. 

Our work on this project culminated this past spring 
in the incorporation in California of a nonprofit 
organization, the Center for Collaborative Studies in 
Mental Health Delivery and Financing. The focus of 
its efforts will be on developing studies by collaborating 
institutions and agencies, with representation from con
sumers and funders as well as providers. 

Prevention programs have traditionally been paid for 
with public funds , and insurance plans, including 
prepayment plans, have traditionally offered indemnity 
against illness. Accordingly, we may be able to 
measurably influence indemnifiable factors. Therefore, 
we feel that it should be possible to include some pay
ment for family-focused community services in health 
insurance programs, The burden of proof, of course, is 
on us. 

We welcome the interest of other centers in joining 
in studies-through the newly established Center for 
Collaborative Studies-that can move some of these 
ideas forward. It is unthinkable that mental health ser
vices not be included in any national plan for meeting 
the costs of health care. However, we believe that 
reconceptualizations are urgently needed to accomplish 
that effectively. 

We believe the concept of family mental health 
maintenance can be used not only to design com
prehensive programs for consumer groups, but also to 
help pull together the disparate groups of mental health 
practitioners, both in the public and private sector, who 
now seem to be pulled apart in internecine struggles, 
both ideological and territorial. Very real threats to 
mental health practice exist. We would rather see us all 
joined together in the challenge of developing a 
modern mental health delivery system for our 
country .• 


