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ABSTRACT
After 1945 the prevailing consensus that persons with 
serious mental disorders should be treated in public 
hospitals began to dissolve. It was replaced by a faith in 
the efficacy of community care and treatment. Yet for 
a variety of reasons the new community care system 
fell far short of its initial promise. Advocates failed to 
understand that the problems of persons with serious 
and persistent disabilities were different from those 
people with mild and moderate disorders. The belief that 
residence in the community would promote adjustment 
and integration was illusory and did not take into account 
the extent of social isolation, exposure to victimization, 
inducement to substance abuse, homelessness, and 
criminalization of persons with mental disorders. 
Effective community care for those previously kept in 
hospitals must make up for the range of functions that 
hospitalization was intended to provide, from housing 
and supervision to treatment and rehabilitation. 
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II, the faith that institutionalization was the appropriate 
policy choice began to erode. Within two decades the 
very legitimacy of mental hospitals had been undermined 
by individuals and groups committed to a new policy 
paradigm, namely, that the care and treatment of persons 
with severe mental disorders should take place in the 
community. By 2005 the number of institutionalized 
patients had fallen to less than 50,000; the overwhelm-
ing majority of persons with severe disorders were now 
treated in community general hospitals or other outpatient 
facilities (2).

ORIGINS OF A COMMUNITY POLICY
 What accounts for such a dramatic policy shift and what 
were the consequences of the transition from an institu-
tional to a community-oriented policy? The answers to 
these questions are by no means simple. The changes in 
postwar mental health had diverse roots. The military 
experiences of World War II allegedly demonstrated 
that community and outpatient treatment of persons 
with mental disorders was superior and more efficient. 
A simultaneous shift in psychiatric thinking fostered 
receptivity toward a psychodynamic and psychoanalytic 
model that emphasized life experiences, the importance 
of socioenvironmental factors, and psychotherapy of 
one form or another. The belief that early identification 
of individuals at risk and intervention in the community 
would be effective in preventing subsequent hospitaliza-
tion became popular. This belief was especially encouraged 
by psychiatrists and other mental health professionals 
holding a public health orientation. They also shared a 
faith that psychiatry, in collaboration with other social 
and behavioral sciences, could ameliorate those social 
and environmental conditions that in their eyes played 
an important role in mental disorders. The introduction 
of new psychosocial and biological therapies – includ-
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INTRODUCTION
 Before 1945 public policy in the United States was based 
on the belief that the proper place for persons with severe 
disorders was in state mental hospitals. By then the average 
daily resident population was about 430,000; a decade 
later the number peaked at 558,000. As late as 1958 nearly 
a third of all state hospital resident patients were over 
the age of 65, thus confirming a widespread impression 
that such institutions were largely custodial rather than 
therapeutic in their character (1).

 Few public policies, however long established or stable, 
remain immune from broader social, economic, intellec-
tual and scientific currents. Beginning with World War 
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ing but not limited to psychotropic drugs – held out the 
promise of a better and more productive life for persons 
who in the past were institutionalized. At the same time 
psychiatrists abandoned mental hospital employment 
for private and community practice. Finally, a series of 
journalistic and media exposés seemed to confirm the 
belief that mental hospitals were simply incarcerating 
persons and providing little in the way of therapy (3).

 A crucial element in hastening change was the grow-
ing role of the federal government in health affairs. The 
passage of the National Mental Health Act of 1946 and 
subsequent creation of the National Institute of Mental 
Health (NIMH) was of major importance in hastening 
change. The act was conceived and orchestrated through 
Congress by Dr. Robert H. Felix, who served as the first 
director from 1949 to 1964. One of the shrewdest and most 
effective federal bureaucrats of his generation, Felix worked 
to end institutional care and employ federal prestige and 
resources to create a new community-oriented policy. He 
framed a national agenda that assumed that community 
care and treatment, as well as preventive efforts, would 
replace archaic mental hospitals (4).

 During the 1950s interest in community alternatives 
to mental hospitalization mounted. The development of 
psychosocial, milieu and psychotropic drug therapies 
gave impetus to the belief that early identification and 
treatment in the community would obviate the need 
for hospitalization. Support for such a program came 
from a variety of constituencies. The Council of State 
Governments and Governors Conferences in the 1950s 
endorsed this approach as a means of arresting the seem-
ingly inevitable growth of the institutionalized population. 
Private foundations such as the Milbank Memorial Fund 
as well as leading university departments of psychiatry 
added their voices to the chorus promoting change. The 
growing faith in community mental health led New York 
State in 1954 and California in 1957 to enact legislation 
encouraging communities to expand their mental health 
services (3).

THE COMMUNITY MENTAL HEALTH CENTERS ACT 
OF 1963 AND ITS CONSEQUENCES
 Nevertheless, activists faced a daunting problem, namely, 
that responsibility for policy resided with 48 state govern-
ments. In the hope of altering intergovernmental relations 
and forging a national policy, a number of organizations 
created the Joint Commission of Mental Illness and Health. 
A private undertaking, the commission received congres-

sional endorsement with the passage of the Mental Health 
Study Act of 1955, which authorized the Public Health 
Service to provide federal grants. After nearly six years of 
work and the publication of nine monographs, the com-
mission issued its final report, Action for Mental Health. 
The report presented a large number of recommendations 
and a plea for a dramatic increase in federal funding (3, 
4). 

Although President John F. Kennedy was sympathetic to 
Action for Mental Health, he faced conflicting pressures. 
On one side were those pushing for legislation dealing 
with mental retardation; on the other were key congres-
sional figures determined to secure legislation dealing 
with mental health. Kennedy sidestepped the issue by 
appointing an interagency task force on mental health to 
recommend legislation. Because its members were not 
especially knowledgeable about the subject, they relied 
on Felix and the NIMH to guide their deliberations. Felix 
adroitly used his position to further his agenda. Neither 
he nor his staff favored the recommendations of the Joint 
Commission. Whereas the commission had emphasized 
the care and treatment of persons with severe disorders, 
the NIMH favored a more comprehensive policy focus-
ing on “the improvement of the mental health of the 
people of the country through a continuum of services, 
not just upon the treatment and rehabilitative aspects 
of these programs.” Radical, not incremental, change 
was required. Felix and his colleagues therefore recom-
mended the adoption of a comprehensive community 
program that would make it possible “for the mental 
hospital as it is now known to disappear from the scene 
within the next twenty-five years.” Its place would be taken 
by a new institution – a community mental health center 
(CMHC) – that would offer comprehensive services to 
all Americans (5-7). Felix’s views prevailed, and in 1963 
Congress enacted the Community Mental Health Centers 
Act, which provided a three-year authorization of $150 
million for construction. The act envisaged the creation of 
2,000 centers by 1980. Two years later Congress enacted 
legislation that offered financial support for staffing (8, 9).

The passage of this legislation, however, represented the 
victory of ideology over reality. The functions of a CMHC 
remained vague and undefined. Equally important, a 
community mental health program was based on certain 
assumptions: that patients had a home in the community; 
that a sympathetic family would assume responsibility 
for the care of a released patient; that the organization of 
the household would not impede rehabilitation; and that 
the patient’s presence would not cause undue hardship 
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for other family members. In 1960, however, 48% of the 
hospitalized population was unmarried, 12% widowed, 
and 13% either divorced or separated. The assumption that 
patients would be able to reside in the community with 
their families while undergoing rehabilitation was hardly 
supported by such data. Indeed, a community-based policy 
had to incorporate supported services that included, but 
were not limited to, income support, occupation and hous-
ing. Such data (which were obviously known to Felix and 
others who set the agenda and developed a rationale for 
the CMHC concept) were barely considered during the 
political and legislative deliberations between 1961 and 
1963, even though they were crucial to the implementation 
of the new policy departure (10-13). Nor was attention 
given to the sharp increase required in the numbers of 
psychiatrists needed to staff 2,000 centers. Indeed, there 
would have had to have been a dramatic reduction in the 
supply of general practitioners and specialists, thereby 
exacerbating other health problems (3).

 Moreover, the legislation and the subsequent regu-
lations governing CMHCs provided no linkages with 
state hospitals. State authorities, who traditionally had 
administrative responsibilities for overseeing policy imple-
mentation, were also bypassed in favor of a federal-local 
partnership. This reflected the prevailing belief that states 
had failed in their social welfare responsibilities, and that 
the federal government, in partnership with their local 
counterparts, was more enlightened and better suited to 
oversee social policy (3).

 Aside from the consequences for intergovernmental 
relationships, the act of 1963 was designed to create a novel 
institution that would reshape mental health policy. Yet 
what is especially striking in retrospect was the ill-defined 
nature and functions of CMHCs. The potential clients of 
centers were generally described in global and protean 
terminology, and they included the non-mentally ill as well 
as persons with severe and persistent mental disorders. 
More important, the legislation did not spell out with 
any degree of precision the administrative relationships 
between such centers and traditional mental hospitals, 
nor was serious consideration given to the ways in which 
centers would assume the caring roles of existing mental 
hospitals. That mental hospitals had major shortcomings 
was indisputable. Yet at the very minimum they were 
the only institutions that were prepared to provide the 
basic care required by persons whose condition gener-
ally rendered them dependent upon others. How would 
centers assure minimum levels of care (food, clothing, 
shelter) as well as support mechanisms that would enable 

such individuals to cope with their environment? Indeed, 
the legislation dealt with the construction of physical 
structures, but was largely silent on their basic functions. 
Nor did the law deal with the problem of adequate staffing 
levels (3).

 The creation of CMHCs came during a decade when 
mental health rhetoric and ideology paralleled newly 
enacted federal social and economic problems designed 
to eliminate poverty. Both grew out of the belief that 
the origins of most social problems could be found in 
a deficient environment. Community psychiatry was 
the term that perhaps best defined some of the distin-
guishing characteristics of these years. It drew its inspira-
tion from a variety of sources. Faith in the redemptive 
qualities of modern psychiatry was fused with demands 
for social justice, for an end to structural barriers that 
impeded individuals from realizing their full potential, 
and for the realignment of mental health services at the 
community level. Community psychiatry was nothing 
less than a psychiatric revolution that would saturate a 
given geographical area with services that would provide 
both preventive and therapeutic services for all families. 
Nowhere were these goals better presented than in Gerald 
Caplan’s Principles of Preventive Psychiatry (14).

 Reality, of course, rarely corresponds with sought-after 
ideals. Human beings have an almost limitless capacity to 
conceptualize change. Their ability to ensure that there is 
a direct relationship between policy transformation and 
eventual outcome is more circumscribed and tenuous. 
The developments that followed passage of the CMHC 
Act of 1963 offers compelling proof of this generalization.

The goal of mental health policy in the 1960s was the 
expansion of community mental health services and 
the eventual disappearance of mental hospitals. To be 
sure, the increase in the numbers of centers was less than 
anticipated because of the fiscal pressures caused by the 
Vietnam War. Yet CMHCs did not replace traditional 
mental hospitals, nor did they focus on individuals with 
the severe and persistent disorders. Many centers devoted 
much of their attention and many of their resources to the 
treatment of individuals experiencing less serious psycho-
logical disturbances or problems in living. Unlike mental 
hospitals, they rarely provided an integrated system of care 
and treatment. Relatively few were linked with mental 
hospitals. Since CMHCs had considerable autonomy and 
freedom from state regulations, they focused on a new set 
of clients who better fit the orientations of mental health 
managers and professionals trained in psychodynamic 
and preventive orientations. The treatment of choice at 
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most centers was individual psychotherapy, an inter-
vention especially adapted to a middle-class, educated 
clientele without severe disorders and one congenial to 
the professional staff composed largely of social workers 
and clinical psychologists. In effect, CMHCs broadened 
the clientele of the mental health system, but tended to 
ignore the needs of persons with severe mental disorders. 
Most CMHCs, Donald C. Langsley (president of the 
American Psychiatric Association) charged in 1980, were 
offering “preventive services that have not yet been proven 
successful” and “counseling and crisis intervention for 
predictable problems of living.” “A critical consequence of 
these events,” he added, “has been the wholesale neglect 
of the mentally ill, especially the chronic patient and the 
deinstitutionalized” (15, 16).

THE PARADOX OF DEINSTITUTIONALIZATION
Faith in preventive efforts and community mental health 
programs reinforced the belief that institutionalization 
would eventually become a relic of the past. To be sure, 
mental hospital populations, which peaked in the mid-
1950s, began an uneven decline. Between 1955 and 1965 
state hospital populations fell by only 15%. During the 
following decade, the decline was 60%, although rates 
varied from state to state. There was a widespread belief 
that CMHCs played a role in what subsequently became 
known as deinstitutionalization (17).

In some respects, however, the term “deinstitution-
alization” is somewhat of a misnomer. Indeed, the first 
wave of deinstitutionalization actually involved a lateral 
transfer of predominantly aged persons from state mental 
hospitals to long-term nursing facilities because states 
were motivated to benefit from a windfall of new federal 
dollars. Between 1900 and 1960 state hospitals were serv-
ing in part as old age homes. The enactment of Medicaid 
in 1965 encouraged the construction of nursing home 
beds because it provided a payment source for patients 
transferred from state mental hospitals or admitted to 
nursing homes and general hospitals. Although states 
were responsible for the full costs of patients in their 
public mental hospitals, they could transfer patients to 
other facilities and have the federal government assume 
from half to three-quarters of the cost, depending on 
the state’s economic status. This incentive encouraged 
a mass transinstitutionalization of long-term patients 
with dementia who had been previously housed in public 
mental hospitals for lack of other institutional alterna-
tives. In 1963 nursing homes cared for nearly 220,000 

individuals with mental disorders, of whom 188,000 were 
65 or older. Six years later the comparable numbers were 
427,000 and 368,000 (18-21). Within a short time, accord-
ing to a 1977 study by the General Accounting Office, 
Medicaid had become “one of the largest single purchasers 
of mental health care and the principal federal program 
funding the long-term care of the mentally disabled.” 
It was also the most significant “federally sponsored 
program affecting deinstitutionalization” (22). The shift 
from mental hospital to nursing facility care, therefore, 
was a development driven by a desire to promote the use 
of federal resources rather than by a desire to improve 
the lot of elderly persons and others with a severe and 
persistent mental disorder.

A second wave of deinstitutionalization began in the 
early 1970s that included new cohorts of persons with 
mental disorders coming to public notice for the first time. 
Between 1946 and 1960 more than 59 million births were 
recorded. The disproportionately large size of this age 
cohort meant that the number of persons (most of whom 
were young) at risk to develop a severe mental disorder 
was very high. This cohort was also highly mobile and 
often had a dual diagnosis of a mental disorder and sub-
stance abuse. The availability of a series of federal entitle-
ment programs – including Social Security Disability 
Insurance (SSDI), Supplementary Security Income for 
the Aged, the Disabled, and the Blind (SSI), Medicaid, 
Section 8 housing, and food stamps – encouraged states 
to make admissions to mental hospitals more difficult, if 
only because resources for persons with severe mental 
disorders in the community were available (23).

 Treatment in the community for clients with multiple 
needs, as compared with mental hospital care, posed 
severe challenges. In the community (and particularly 
in large urban centers) clients were widely dispersed 
and their successful management depended on bringing 
together needed services administered by a variety of 
bureaucracies, each with their own culture, priorities 
and preferred client populations. Although there were 
sporadic and occasionally successful efforts to integrate 
these services (psychiatric care and treatment, social 
services, housing, social support) in meaningful ways, the 
results in most areas were dismal. These new patients were 
treated during short inpatient stays in general hospitals 
and in other outpatient settings; they had to make do 
with whatever services they could garner.

 The decentralization of services and the lack of inte-
gration made it extraordinarily difficult to deal with 
persons with severe disorders in the community, and 
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many became part of the street culture where the use of 
alcohol and drugs was common. Individuals with a dual 
diagnosis of a serious mental disorder and substance 
abuse presented such serious problems that many mental 
health professionals were reluctant to deal with them 
despite their growing numbers. With the decline in insti-
tutional care and the greater reliance on pharmaceuticals, 
care for most patients occurred in ambulatory settings 
with a strong focus on avoiding inpatient admissions. 
Even when admitted, patients stayed for six to eight 
days, largely to stabilize symptoms. Many severely ill 
patients who were no longer protected by the custodial 
services of mental hospitals – housing, nutrition, daily 
activities, supervision – have been more likely to get into 
difficulty, use drugs and alcohol, become homeless, and 
engage in disorderly conduct and petty crime. These 
patients are now arrested and jailed. A report from the 
Treatment Advocacy Center found that there were ten 
times more people with serious mental illnesses in state 
prisons (207,000) and county jails (149,000) than there 
are in state mental hospitals (35,000) (24, 25). Efforts to 
integrate services at the community level and develop 
more effective mental health authorities have had but 
limited success (26). To be sure, collaboration between 
the mental health and prison systems was possible, but 
often different perspectives, values, and cultures placed 
formidable barriers in the way of cooperation.

  In the last third of the 20th century, states pursued 
a policy of reducing their mental hospital populations 
by placing barriers in the way of new admissions and 
only as a last resort. This policy, in conjunction with 
the vast expansion in the clientele and diagnoses (as 
exemplified in the third and subsequent editions of 
the American Psychiatric Association’s Diagnostic and 
Statistical Manual of Mental Disorders since 1980), shifts 
in public attitudes and perceptions, changing treatment 
strategies, and social and economic factors, led to the 
emergence of a confusing array of organized and unor-
ganized settings for the treatment of persons with mental 
illnesses. State mental agencies, which in theory were 
responsible for administering the mental health system, 
found themselves faced with declining resources and an 
increasing inability to influence policy. Multiple sources of 
funding from a variety of federal programs administered 
by independent agencies made it difficult to develop 
and implement comprehensive, integrated and effective 
community-based services. Many of the components 
of community mental health care – income support, 
housing, social support networks – were designed for 

other populations and did not fit the needs of persons 
with severe and cyclic persistent mental illnesses.

 When the General Accounting Office prepared a com-
prehensive report for Congress in 1977, it laid bare the 
problems of a disorganized and uncoordinated mental 
health system. Although endorsing deinstitutionalization, 
the report was extraordinarily critical of the manner in 
which it was implemented. Responsibility for the care, 
support, and treatment for persons with serious disor-
ders was “diffused among several agencies and levels of 
government,” and there was little or no coordination 
between the 135 federal programs administered by 11 
major agencies and departments (22).

 Upon taking office in early 1977, Jimmy Carter cre-
ated a presidential commission to investigate the mental 
health system and present recommendations. After public 
hearings and months of deliberations, the commission 
presented more than 100 recommendations in the spring 
of 1978 that affected not only intergovernmental rela-
tions, but public and private agencies and such programs 
as Medicare and Medicaid. The diversity of its recom-
mendations, however, could not easily be translated into 
legislation (27).

 For more than two years the administration and 
Congress struggled in an effort to draft appropriate leg-
islation. The problem was the absence of any consensus 
on mental health policy. Deinstitutionalization – whatever 
its meaning – was coming under widespread criticism. 
In October 1980, Congress finally enacted and Carter 
signed into law the Mental Health Systems Act. While 
in theory assigning the highest priority to individuals 
with long-term mental disorders, the legislation also 
recognized the claims of other groups whose needs were 
quite different, including children and adolescents, the 
elderly, rural residents, and victims of rape. The absence 
of resources and vague generalizations about required 
services, however, raised doubts about the legislation’s 
effectiveness. Moreover, claims about the prevention of 
mental illnesses and promotion of mental health, reflected 
ideology and were little more than attractive slogans that 
had little or no basis in empirical data (28-31).

No sooner had the Mental Health Systems Act become 
law when its provisions were rendered moot. The inau-
guration of Ronald Reagan as President in January 1981 
led to an immediate reversal of policy. In the summer of 
1981 the passage of the Omnibus Budget Reconciliation 
Act provided block grants to states for mental health and 
substance abuse (at reduced levels). With but few excep-
tions, the Mental Health Systems and CMHC Acts were 
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repealed, thus – at least in theory – diminishing the direct 
role of the federal government in mental health (32).

 Serendipity, however, often plays an unrecognized role 
in human affairs. The final report of Carter’s President’s 
Commission called for the establishment of a national 
priority and a national plan to meet the needs of persons 
with long-term mental illnesses. Completed at the end 
of 1980, the plan laid out a blueprint for future action 
that was designed to mitigate the actions of the Reagan 
administration to limit if not reduce the social welfare 
functions of the national government. The National Plan, 
by contrast, offered recommendations to change both 
statutes and regulations governing important mainstream 
health and social welfare programs, including Medicare, 
Medicaid and the disability programs of Social Security 
Administration which affected people with severe and 
persistent mental disorders. By the 1990s Medicare and 
Medicaid eclipsed state categorical dollars as a source of 
mental health funding. While the new federalism restored 
some of the lost state authority in mental health services 
policy, the federal government actually picked up more 
of the bill (30, 33, 34).

 Although a variety of federal programs mitigated the 
negative impact of the Reagan administration’s poli-
cies, the mental health system remained fragmented. 
Federal agencies in charge of entitlement programs were 
separated by bureaucratic walls from the Department of 
Health and Human Services and other departments with 
some influence on the lives of individuals with a serious 
mental disorder, including the Department of Housing 
and Urban Development and the Departments of Labor 
and Education. A range of new social problems involving 
people with mental illnesses (homelessness, substance 
abuse, HIV/AIDS) created new pressures. Medicaid and 
Medicare may have improved mental health benefits, but 
these benefits had more limitations than those of general 
health benefits.

 In the 1990s the gap between research and practice led 
to the publication of the Surgeon General’s Mental Health. 
Its recommendations were general in scope: the neces-
sity of building the science base; the need to overcome 
stigma; the importance of improving public awareness 
of effective treatments; the need to tailor; the need for an 
adequate supply of mental health services and providers; 
the importance of delivering state-of-the-art treatments; 
the need to tailor treatment to age, gender, race and culture; 
and the importance of facilitating entry into treatment 
as well as reducing barriers to treatment (35).

 In 2003 George W. Bush created the President’s New 

Freedom Commission on Mental Health. Its mandate 
called for a “transformation” of the nation’s mental health 
system, which was “fragmented, disconnected and often 
inadequate, frustrating the opportunity for recovery.” 
It made the concept of recovery central. Yet its recom-
mendations lacked specificity, nor were they linked to 
federal, state or local mental health policies (36).

 The New Freedom Commission report emphasized 
the concept of “recovery.” Yet this concept was unclear, 
confusing and even contradictory (37). Much of its appeal 
lay in its optimistic rhetoric. Indeed, the report went 
beyond the scientific evidence base in its advocacy of 
prevention and its focus on recovery. Unfortunately, our 
understanding of the major mental illnesses is limited and 
at present there is no evidence-based preventive strategy. 
Moreover, rhetorical claims about the effectiveness of 
clinical interventions have often concealed underlying 
problems and contradictions (38-40).

Persons with a serious mental disorder are not a homo-
geneous population. Some have only one episode and 
then return to their previous functioning. Others recover 
only after years of disability. Focusing solely on cure or 
recovery runs the risk of abandoning people whose seri-
ous illness leads to prolonged disability. The concept of 
recovery, two psychiatrists have noted, is a “concept in 
search of research” (41). If it means participating to the 
fullest extent possible in the community despite one’s 
impairments, there is considerable evidence demonstrat-
ing that with reasonable treatment and appropriate psy-
chosocial and supportive services many of the secondary 
disabilities that often occur with severe mental illnesses 
can be prevented or minimized (42).

Yet basic psychiatric care remains deficient, especially 
for those with severe and disabling disorders. Individuals 
with such disorders served by the public mental health 
systems die, on average, 25 years earlier than the general 
population due to treatable medical conditions (43). Too 
many persons with mental illnesses are incarcerated 
rather than in treatment; care remains fragmented and 
uncoordinated; and people with these disabilities develop 
secondary problems that are preventable. Translation of 
much of what we have learned to clinical practice has been 
exceedingly slow. There is an unwillingness to recognize 
how little we really know and too many claims and treat-
ments cannot be sustained by any reliable evidence. The 
power of pharmaceutical companies and its corruptions 
remains pervasive, and many psychiatric researchers have 
compromised ties with the industry (44).
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CONCLUSION

 What can we learn from knowledge of the past? At the 
very least, history suggests that there is a price to be paid 
for implementing ideology ungrounded in empirical 
reality and for making exaggerated rhetorical claims. The 
sustained attack on a century-old institutional policy, 
for example, was based on a superficial if not misread-
ing of the history of mental health policy in the United 
States and was advanced as part of a campaign to justify 
the new community-oriented policy that subsequently 
became known as deinstitutionalization. The ideology 
of community mental health and the facile assump-
tion that residence in the community would promote 
adjustment and integration was illusory and did not 
take into account the extent of social isolation, exposure 
to victimization, and criminalization of persons with 
mental disorders. The assumption that CMHCs would 
assume responsibility for aftercare and rehabilitation of 
persons discharged or not admitted to mental hospitals 
proved erroneous. The absence of mechanisms of control 
and accountability permitted CMHCs to focus on new 
populations of more amenable and attractive clients with 
far less serious disorders. Nor does the recent move to 
enroll persons with severe mental disorders in man-
aged care offer assurances that the varied needs of this 
group will be met. Preliminary evidence suggests that 
a “democratization” of services reduces the intensity of 
services for patients with more profound disabilities and 
needs (45).

 Equally notable are the roles played by rhetoric and 
ideology in the development of mental health policy and 
a view of the past that bore little relationship to reality. To 
dismiss rhetoric and ideology as simply forms of public 
posturing is to ignore their consequences. Rhetoric and 
ideology shape agendas and debates; they create expec-
tations that in turn mold policies; and they inform the 
socialization, training and education of those in profes-
sional occupations. The concept of community care and 
treatment and the corresponding attack on institutional 
care, all of which played significant policy roles since 1945, 
were not inherently defective. But states, communities 
and policy advocates ignored the need for social support 
systems, housing, occupation and income for those whose 
illness led to disability. At the same time optimistic claims 
about the prevention of mental disorders – which had 
little or no empirical evidence – helped to expand the 
clientele of the mental health system and overlook those 
most in need of care and treatment. 

Does the evolution of mental health policy in the 
United States have lessons for Israel? To be sure, the “les-
sons” of history are generally ambiguous and conflicting. 
Yet certain broad themes are evident. Will the expansion 
of community mental health services in Israel expand 
the population seeking such services and thus deflect 
attention from those most in need, namely, persons with 
serious and persistent mental disorders? The transfer 
of responsibility for inpatient and ambulatory services 
to organizations providing general health care also has 
the potential to magnify this risk. Will sufficient fund-
ing be provided to support community rehabilitative 
services for persons with serious and persistent mental 
disorders? Will the lofty goals in the Rehabilitation of 
Persons with Mental Disabilities Law (BMD) in 2000 be 
implemented in practice? It is, after all, relatively easy to 
articulate goals, yet avoid the far more difficult tasks of 
providing realistic means of implementation. Certainly 
the American experiences with implementing the lofty 
ideals of the CMHC program illustrates this dilemma; 
the outcome had little to do with the original goals. Aside 
from rhetoric, are mechanisms in place to evaluate in a 
realistic manner the efficacy of reforms?

 The history of mental health policy in the United States 
provides a fascinating if largely ignored case study of the 
interaction of political structure and ideology. In the 19th 
century a faith in institutionalization led to the creation of 
a vast system of public mental hospitals that at their peak 
held more than half a million patients. Yet an incremental 
policymaking process and intergovernmental rivalries led 
to a series of unanticipated consequences. By the early 
20th century mental hospitals were providing care for 
large numbers of elderly persons at a time when other 
alternatives were lacking. A half century later dissatisfac-
tion with the existing state of affairs led to demands that 
an allegedly obsolete and archaic institutional system 
be replaced by a new community-based policy. Each of 
these stages was shaped by intergovernmental rivalries 
that maximized efforts to shift costs to different gov-
ernmental levels and ideological claims that bore little 
relationship to reality. Moreover, the growth of a system 
of public welfare that included a myriad of entitlement 
programs to deal with sickness and dependency had the 
inadvertent effect of diminishing the central policy focus 
on persons with severe and persistent mental disorders. 
As long-term institutionalization diminished and was 
replaced by a series of public programs that focused on 
different populations, those with severe and persistent 
mental disorders were faced with a system of services 
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ill-suited to their complex needs. Americans at the begin-
ning of the 21st century still faced the problem of shaping 
a policy that meets the needs of a group whose severe 
mental disorders creates dependency.
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