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Abstract
DEVELOPING A POLICY FOR THE DUALLY DIAGNOSED:

A POLICY MANAGEMENT MODEL 
FOR PROVIDING MENTAL HEALTH SERVICES 

TO THE MENTALLY ILL-MENTALLY RETARDED

by

R obert J . Fletcher 

Adviser: P rofessor Harold Weissman, D.S.W.

Research reflec ts  th a t 20% to 30% of the  m entally re ta rded  also 

show signs w arranting a DSM III-R  psychiatric diagnosis. Local 

m ental health service system s are confronted with the need to 

provide services to  such dually diagnosed persons, those who have 

m ental illness and m ental re ta rdation  in co-existence. There is a 

paucity o f adequate and accessible com m unity-based m ental health 

services fo r th is  population.

This d issertation  examines how one community mental health 

cen ter assessed, planned, and developed comprehensive m ental health 

services for the dually diagnosed through the development, 

articulation, and m anagem ent of a cohesive policy. The d issertation  

cen ters on the  activities o f a policy manager (this w riter). Policy 

management underlies the successful service planning and delivery for 

m eeting the complex needs of th is population.

The d issertation  dem onstrates how services for a local dually 

diagnosed population can be planned and delivered. Specifically, it 

provides a m ental health service model for replication by o ther 

local-level service planners and providers.
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Chapter 1 
Introduction

Individuals who have both m ental illness and mental retardation  

p resen t unique challenges to bo th  mental health professionals and 

m ental re ta rdation  service stru c tu res . The group comprises a 

complex population whose needs are  often poorly identified and who 

are  often  re fe rred  from agency to  agency to agency in a fru itless 

e ffo rt to  obtain services (M enolascino, 1988).

Mentally re ta rded  people who also have emotional d isorders may 

constitu te  one of the largest underserved populations in the United 

S tates (Reiss, Levitan, and  McNally, 1982). Persons of normal 

intelligence who experience psychiatric problem s can avail them selves 

of clinical services within the m ental health delivery system . But 

m entally re ta rd ed  persons who experience similar problem s do not 

have easy access to psychiatric services. These persons, re fe rred  to 

as the dua lly  diagnosed, characteristically  fall through the cracks in 

the delivery service system , because neither the mental health system  

nor the  m ental retardation  system  wants to  take responsibility for 

them  (Rowitz, 1980). This failure to  take responsibility can be 

a ttr ib u ted  to the  lack of a clearly articu lated  policy among providers 

fo r addressing the  needs of the dually diagnosed.

Recent professional lite ra tu re  reveals th a t from 25 to 30 percent 

of the m entally re tarded  have associated sym ptoms of psychiatric 

d isorders th a t would w arrant a DSM -III-R diagnosis (M enolascino  

and  S ta rk , 1984). I t  has also been found th a t psychiatric d isorders in

1
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the m entally re ta rded  are of the same kinds and types found in the 

nonretarded population (P hillips, 1967). Psychiatric disorders are 

reported  to  be twice as prevalent in the m entally re tarded  as in 

persons with normal intelligence. Clearly, the  mentally retarded  are a 

high-risk population for developing psychiatric disorders.

The social policy of deinstitutionalization has served to highlight 

the m ental health trea tm en t and service problem s associated with this 

population. In the past two decades, there  has been a dram atic sh ift 

in the s tru c tu re  o f services to  mentally ill persons. S tate and federal 

legislation, significant litigation, and advances in trea tm en t technology 

have shaped social policy away from institutionalization and have 

directed the  development of com m unity-based program s to  provide 

an array  of trea tm en t and support services to persons previously 

institutionalized with m ental illness. Concurrently, the mentally 

re ta rded  have been widely deinstitutionalized as well.

Tropm an (1984, p. 96) discusses some of the inadequacies of this 

"policy":

All too often . . . policymakers had only the wisp of an idea, 
w ith no real concept of what “care” was to be, what 
community was, or how care should be based in the 
community. As a resu lt, com m unity-based policy has all too 
often  resu lted  in "community institu tions,” row upon row of 
homes in which several retarded  live, with none of the 
benefits of the  institu tion  and none of the benefits o f the 
community.

Tropm an asse rts  th a t a policy needs concrete im plem entation 

guidelines if  it  is to  be anything more than an idea. In o ther words, a 

“policy” w ithout such guidelines is not what th is d issertation  refers  to  

as a clearly articulated, policy.

2
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A sso c ia ted  w ith  th e  change  in social an d  t r e a tm e n t  policy, 

however poorly articu la ted , has been a m ovem ent th a t began in the 

m id-1970s and has persisted  to  the present: separating the mental 

retardation  service system  from  the mental health  system  (Swanson  

and M enolascino, 1983). Before 1978, for example, in the  s ta te  

under study, the  S tate  D epartm ent of Mental Hygiene regulated and 

licensed program s fo r both the  mentally ill and the  m entally re ta rded  

populations. Services for these  two populations were delivered under 

one policy and adm inistrative umbrella. In 1978, however, the 

D epartm ent of Mental Hygiene was disbanded, and two separate  

departm ents w ere established. The Bureau of Mental Hygiene (BMH) 

now plans, coordinates, and regulates services fo r the m entally ill in 

the s ta te . The Bureau o f Developmental Disabilities and Mental 

R etardation (BDDMR) does the  same for the m entally re ta rded  and 

o thers w ith developm ental disabilities. Yet, as this d issertation  will 

explore, the  policy of separating  services was unclear about how the 

BMH and the  BDDMR should work with each other; only when a crisis 

developed in the  delivery of services to a population neither agency 

was serving was an agreem ent hastily patched together.

D einstitutionalization and the concom itant separation of mental 

health and m ental re ta rdation  service s tru c tu re s  have revealed the 

gaps in serv ice delivery for the  dually diagnosed. The changes have 

reflected  a s tru c tu ra l, philosophical, and trea tm en t dilemma for .this 

underserved population. The dually diagnosed are the m ost difficult, 

to serve in com m unity-based program s and serve as a specific 

challenge to  the  service delivery system s (M enolascino , Gilson, and

3
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Levitas, 1986).

The dually diagnosed who are  return ing  to  the community as a 

re su lt of the  policy of deinstitutionalization can be described as a 

population falling through the  cracks. The reform s of the 1950s and 

1960s focused on the inhuman conditions in mental institu tions and 

developm ental cen ters, bu t they have been unsuccessful in translating 

th is concern into adequate resources for community care for the 

dually diagnosed.

The com ponent probably m ost im portant and yet m ost often  

lacking is th a t o f adequate mental health services. Although the  

passage o f the Community Mental Health C enters (CMHC) Act in 1963 

(amended in 1975 and 1977) has made com m unity-based m ental 

health  services m ore available for some populations, it has not done 

so for the  m entally retarded .

Research in the  early 1960s dem onstrated  th a t mentally re tarded  

individuals who receive ou tpatien t psychiatric services were provided 

relatively b rie f service, characterized by sh o rte r and less extensive 

interview s than those given o ther diagnostic groups (Chandler,

Norm an, and  B ahn, 1962). Nearly ten  years la ter, Barton (1971) 

concluded th a t mental health services to the re ta rded  are essentially 

lim ited to  evaluation and diagnosis w ithout fu rth er trea tm ent.

Swanson and  M enolascino (1983) made essentially the same

assertion: "The m ental health  services th a t are  available tend to be

few in num ber and poorly coordinated” (Swanson and  M enolascino, 

1983, p. 217). Now, in the  1990s, little  has changed with respect to 

the  paucity of m ental health services fo r the m entally retarded.

4
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The problem  has long been recognized by the  federal government 

through the  P resid en t's  Commission on Mental Health (PCMH), which 

identified, m ajor gaps in m ental health services to  the mentally 

retarded . The PCMH sta ted  clearly the existence of such gaps: 

“Mental health  delivery system s fo r m entally re tarded  persons are 

. . . unresponsive, woefully inadequate, and often nonexistent" 

(P resident’s C om m ission on M ental H ealth, 1978, p. 7).

Ten years la te r, in M ental H ealth a n d  M ental Retardation: 

Id en tifica tio n , D iagnosis, T rea tm ent Services, a compilation of the 

p resen ta tions of the P residen t’s Committee on Mental Retardation 

Strategy Conference of 1985, Behar a n d  Taylor (1988, p. 381) 

stated:

The P resid en t’s Commission on Mental Health (1978) 
identified these problem s of providing m ental health services 
to m entally re ta rded  persons; now, some ten years later, the 
problem , for the m ost p a rt, rem ains unaddressed.

The plight of the  dually diagnosed is only beginning to be 

recognized by the  professional community. The dually diagnosed need 

more a tten tion  from  policy m akers, adm inistrators, researchers, 

clinicians, paren ts, and the general public. The poor trea tm en t of 

this underserved  population reflec ts  significant unm et needs in 

clinical, program m atic, training, and policy areas. The policy deficit 

is the  m ost critical, for w ithout a clearly articu lated  and consistent 

policy to overcome bureaucratic obstacles and improve the a ttitudes 

of professionals, the  clinical, program m atic, and training needs are 

unlikely to  be m et.

5
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Tropm an (1984, p. 9) s ta tes:

To survive in an increasingly complex environm ent, an 
organization needs, along with a supply of money and skilled 
personnel, a supply o f concepts, views, and perspectives, 
which can becomes bases for policies th a t assist the  
organization in dealing with its environment.

According to Tropman, policy— an idea embodied in a w ritten  

document, ra tified  by legitim ate authority , and serving as a guide to 

action—is a concept of the way things should go, the way things 

should be. It. is analogous to  theory. Ju s t thinking about shaping, 

fostering, and maneuvering these ideas within a human service 

organization im proves the quality of the organization’s activities.

U nfortunately, our society, with its  ingenious "d o -it-y o u rse lf” and 

experim ental " se a t-o f- th e -p a n ts” traditions, places little  em phasis on 

the planning ahead or thinking through alternatives im plicit in the 

developm ent of policy. According to  Tropman, we should be more 

thoughtful about thought itself. Development of policy can enable 

professionals in the mental health and mental re tardation  services to 

effectively fo recast potential problem s with enough lead tim e to solve 

them before they seriously imperil operations. Developing a clearly 

articu lated  policy leads to a more helpful network of human service 

organizations and ultim ately to  higher-quality services.

For example, a policy could help service providers navigate 

through th e  bureaucratic maze. Services have been inaccessible to  

the dually diagnosed prim arily because of bureaucratic system ic 

boundaries (Fletcher et a l., 1989). Agencies serving the mentally 

disabled are usually licensed e ither by a sta te  departm ent of mental 

health or by a s ta te  departm ent of mental retardation . Each of these

6
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d e p a r tm e n ts  issu es  lic en se s  and  re g u la te s  ag enc ies acco rd in g  to  i ts  

specific ta rg e t population. Access to  the delivery system , e ith er in 

m ental health  or in mental re tardation , is based on diagnostic c rite ria , 

and a person  diagnosed as m entally re ta rded  is generally found 

ineligible fo r the services o f the m ental health delivery system . The 

reverse is also true: Mentally ill persons, because of the psychiatric 

diagnosis, a re  usually barred  from  services available to the m entally 

retarded .

The resulting diffusion of responsibility  means, a t best, th a t 

services are fragm ented. In  large organizations such as the  m ental 

hygiene system , there  is too often  an inadequate sense of ownership 

for resolving problem s (Leism er, 1989). Problem s such as inadequacy 

of services are  never resolved, because they do not appear to fall 

neatly into any single organization arena. I t  is all too easy for s ta te s  

to play the  game o f "exclusionary diplomacy” w ith regard to program s 

for the  dually diagnosed by ignoring the dual diagnosis, by placing 

those they  deem as prim arily m entally ill in one d iscrete  com partm ent 

and those they deem as prim arily m entally re ta rded  in another. 

Additionally, te rrito ria lity  and professional egos of the care providers 

tend to  encourage th is bureaucratic  stance, so the s ta tu s  quo is 

m aintained (Leism er, 1989).

The re su lt of the  com partm entalized, exclusionary policy is the 

tendency to  bounce a dually diagnosed person back and fo rth  from  

one system  to another (P residen t’s C om m ission on M ental H ealth, 

1978), because neither system  wants to  take responsibility  for 

someone who is perceived as "not belonging.”

7
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Such a perception  actually reveals the negative attitudes on the 

p a rt of the  trea tm en t personnel, a ttitudes th a t have aggravated the 

bureaucratic s tru c tu ra l b a rrie rs  and fu rth er impeded mental health 

services for the dually diagnosed (W alker, 1980), a ttitudes th a t only a 

consistent, coherent policy is likely to  am eliorate. Most mental health 

professionals do not perceive the  mentally re ta rded  as candidates for 

psychotherapy (Levitas and  Gilson, 1989; Fletcher [in  press]). These 

negative a ttitu d es  arise from ignorance due to a lack of training and 

to prejudice against the less articulate, less verbal, and less

cognitively aware client population. A policy could provide a focus 

for training and could fo ste r an atm osphere of tolerance.

Policy Management

I t  is becoming increasingly recognized in the professional

community tha t the existing service s tru c tu res  are grossly inadequate 

and insufficient for providing services to the dually diagnosed

population. To enable th a t population to benefit from the 

technologies found in both service system s, there  is a need to develop 

in tersystem  cooperative policy initiatives—to discover or generate

ideas relevan t to the dually diagnosed and to prioritize those ideas, to 

work w ith people and blend th e ir  skills into a unified effort, and to 

d raft rep o rts  and o th er docum ents tha t lead to policy ratification 

(T ropm an ,. 1984). Both the m ental health and mental retardation  

service s tru c tu re s  need to be willing to cross boundaries and 

transcend the issues of prim ary diagnosis and territo ria lity , which

8
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have long im p ed ed  th e  e ffe c tiv e  d e liv e ry  o f th e ir  se rv ice s . A

coherent policy is crucial if  we, as a society, are to m eet both the

developmental and the psychiatric needs of the dually diagnosed. But

perhaps such a policy m ust be developed and nurtu red  a t the local

level before  it  can guide th e  actions of the larger society.

This d issertation  describes the activities of a policy manager,

who has a ttem pted  to  develop and nurture  such a policy. According

to Tropm an (1984, p . x i\) , a policy manager is:

one who actively seeks to influence and shape the supplies of 
policy ideas within an organizational context much as the 
fiscal m anager seeks to  insure adequate supplies and 
developm ents of money and the  personnel manager seeks to 
do the same for people.

Tropman elaborates on the  role of the policy manager and the 

process o f policy management. The policy manager has two basic 

missions: He m ust focus on the nature of an organization’s policy, and 

he m ust seek to  improve the quality of the ideas th a t make up the 

policy.

Policy managem ent concerns the generation of ideas that, once 

ratified, become policy fo r an organization. A policy manager m ust be 

sensitive to  key distinctions, which are explored in this dissertation: 

th a t betw een policy and planning, tha t between policy and practice, 

and th a t betw een policy and adm inistration. The policy manager deals 

with the m ore difficult, m ore complex, and more troublesom e arenas 

of organizational life.

The policy m anager works with ideas—finds out which are 

appropriate  to  the problem  a t hand, digs ou t the relevant 

inform ation, and synthesizes the ideas into coherent, prioritized

9
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o p tio n s . He w o rk s  w ith  peo p le , blending th e ir sk ills  to w ard  

generating policy options and fusing the ir input into a "single voice.” 

He works with documents: writing d ra fts  and proposals generated 

from  the  com m ittee activity. This d isserta tion  describes the  policy 

m anager’s work with ideas, people, and docum ents th a t help shape a 

local-level policy concerning mental health  services for the  dually 

diagnosed.

The policy manager develops knowledge about policy issues, 

mobilizes people to  develop the policy, and assum es political roles 

(advocate, coalition builder, and lobbyist). He assum es an extram ural 

focus w ithin a netw ork o f similar organizations to im prove the 

standards of care for the dually diagnosed, illuminates the broader 

area of social policy, and works to make statew ide policies more 

humane. Finally, he manages inevitable conflicts— differing points of 

view, opposing values, and contrasting political viewpoints— by 

providing solutions and through negotiation.

Policy developm ent is a process. F irst, the  problem  to be 

addressed by the  policy m ust be defined; here the  policy manager 

m ust pull together a large num ber of ideas about the  nature  of the 

problem. Next, options m ust be generated into a coherent proposal; 

the policy m anager has a crucial role here in shaping, reviewing, and 

trim m ing. Then, the proposal is ra tified  by a legitim ate authority; 

here the  policy manager m ust s tee r the proposal through bureaucratic 

obstacles and work to make it  palatable. Then, the  ratified  policy is 

im plem ented w ith detailed plans and guidelines; here the  policy 

m anager helps adm inistrators d ra ft the guidelines. Finally, the policy
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is realized in actual program s; here the policy manager has an 

oversight role and rem ains a le rt to problem s— problem s tha t m ust be 

addressed in a new policy cycle.

Purpose of the Study

This is a case study of how one county (a real county bu t w ith the 

fictional name of Bethany) se t  up a model service for the dually 

diagnosed. The in ten t is to  describe how th is was done in su fficien t 

detail to  enable o ther counties or en tities to  rep licate  the model if 

they so desire.

Conceptually, the  study revolves around the activities of a policy 

manager. The study  describes the role of the  policy m anager in 

influencing the  planning and developm ent of m ental health services 

for m entally re ta rded  persons a t Bethany County Mental Hygiene 

Services (BCMHS).

The overarching research  question is:

♦ How can a policy m anager a t a community m ental health cen te r 

(BCMHS) develop a clearly articu la ted  policy and facilitate the 

planning and providing of mental health  services for the dually 

diagnosed?

The following o ther questions are addressed:

♦ How is the  population identified and its  service needs 

determ ined?

11
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♦ W hat is the  role of the  policy manager in form ulating local-level 

policy?

♦ What are  the sta te -level policy initiatives, and how can the  policy 

manager influence them?

♦ How can a policy m anager utilize values, skills, knowledge, and 

resources to  develop a responsive care network for the dually 

diagnosed?

The research  stra tegy  in this investigation for answering these 

research  questions is a case study, an empirical inquiry that examines 

contem porary phenomena within its  real-life  context. The fram ework 

for the p resen tation  of th is study encompasses several in terre la ted  

com ponents, including:

♦ Research methodology: a se t of research questions and data 

collection m ethods used in the study.

♦ L itera tu re  review, including prevalence studies, struc tu ra l barrie rs 

and service gaps, and training issues. A policy manager m ust be 

aware of the  la te s t thinking in order to bring relevant ideas into 

the policy process.

♦ Population and service needs identification, derived from a study 

to determ ine the num ber of mentally ill-m entally re ta rded  

individuals and identify the ir needs. The resu lts of the study 

provide the  data necessary for planning services; w ithout such 

data, policy management is very difficult.

♦ Local-level environm ent—the key players and influential forces.

12
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What are the distinctions between policy and practice, policy and 

planning, and policy and adm inistration in the local policy 

environm ent? What is the role of the policy manager in 

influencing group decisions? How does he foster policy ideas 

thorough the policy process? What are the d ifferen t settings for 

each phase of the process? How does the Office of Community 

Services act as a planning vehicle, and what role do the network of 

Bethany County agencies play? How did the policy manager make 

services for the dually diagnosed a higher priority? How did he 

shape the  options generated by a task force into concrete 

proposals th a t were ratified  into a coherent policy for the dually 

diagnosed?

♦ S ta te-level environm ent: What is the impact of the sta te  Bureau of 

Mental Hygiene and the s ta te  Bureau of Developmental Disabilities 

and Mental Retardation? How can a policy manager act as 

lobbyist? How can he influence social policy?

♦ Recommendations for replicating the model. How can policy 

m anagem ent help with interorganizational planning and service 

developm ent a t the local level? What values m ust a policy 

m anager bring to  the policy development process? What 

inform ation development, political and organizational, and 

in terpersonal and conflict management skills are necessary? How 

can a policy manager apply knowledge, grounded in relevant 

research  and organized according to a suitable paradigm, toward 

policy development? How can a policy manager apply the 

resources of inform ation, feedback, position, and money? How can

13
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a policy m anager combine values, skills, knowledge, and resources 

in the actual planning and delivery of services a t a community 

m ental health  center?

Definition of Terms

This section defines the  term s m en ta l re tarda tion , m en ta l illness, 

and d u a l diagnosis.

Mental R etardation

Mental re ta rdation  is a condition of low general intellectual 

functioning whose diagnostic criteria, according to  the D iagnostic and  

S ta tis tica l M anual o f  M ental Disorders (DSM III , 1980, and DSM 

I I I -R , 1987) o f the American Psychiatric Association, determ ined 

through the  S tanford  B inet Intelligence Scale o r the W echsler Scale, 

are:

♦ Significant subaverage general intellectual functioning: an I.Q. of 

70 o r below.

♦ C oncurrent deficits o r im pairm ents in adaptive functioning—i.e., 

the pe rson 's  effectiveness in m eeting the  standards expected for 

his or he r cultural group in such areas as social skills, 

responsibility , communication, daily living skills, personal 

independence, and self-sufficiency.

♦ Onset befo re  the age of 18.

14
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T here are four degrees o f severity , reflecting the degree of 

intellectual im pairm ent. Figure 1 illu stra tes these  subtypes and the 

frequency of each.

Figure 1. Degree of Severity and Frequency of Mental Retardation.

Degree of Severity I.Q. Freauencv

Mild 50-69 85’/. of MR persons

Moderate 35-49 10*/. of MR persons

Severe 20-34 3-4% of MR persons

Profound Below 20 1-2% of MR persons

Mental re ta rdation  can fu rth e r  be defined as:

significantly subaverage intellectual functioning, existing 
concurrently  with defic its in adaptive behavior; th a t is 
m anifested during th e  developmental period prior to 
adulthood. The adaptive behavior re fe rs  to how well the  
individual is able to ad just to  everyday needs for survival. I t  
also re fe rs  to the ex ten t to  which [the individual meets] the  
expectations of society.

(Knopf, 1984, p . 424)

M ental Illness

The general term  m en ta l illness  is used to  cover a variety of 

d isturbances affecting em otional, social, and cognitive functioning and
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behavior. I t  is characterized by inappropriate emotional reactions in 

varying p a tte rn s  and degrees of severity; by distortion, ra ther than 

deficiency of understanding and communication; and by socially 

m isdirected, ra th e r than merely inept, adaptive behavior. The 

D iagnostic and  S ta tis tica l M anual o f  M ental Disorders (DSM III , 

1980, and DSM III -R , 1987) of the American Psychiatric Association 

provides a formal classification system  th a t distinguishes among the 

specific mental disorders—organic disorders, psychotic disorders, 

affective disorders, personality disorders, among others. For the 

purpose of th is study, the labels em otional disorders, m en ta l 

disorders, m en ta l illness, and psychiatric disorders can all be 

considered synonymous.

Dual Diagnosis

The term  dua l diagnosis re fe rs  to the complex dimensions of the 

co-existence of mental illness and mental retardation. Individuals 

who have dual diagnosis are commonly refe rred  to as the dually 

diagnosed.

Significance of the Study

State  and local departm ents of mental hygiene and mental 

re ta rdation  are becoming increasingly aware of the issues and 

problem s concerning the dually diagnosed population. This population 

presen ts unique service challenges to both levels of governm ent, as 

well as to service s tru c tu res  and providers. The study explores
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facets of policy m anagement, because the  mental hygiene service 

system  th e  study p resen ts has policy implications a t the s ta te  and 

local levels. Although the  context of the study is at a county level, 

the mental health and m ental retardation  services involved are all 

licensed and regulated a t the  sta te  level.

Bethany County Mental Hygiene Services is taking a leadership 

role in developing mental health services for dually diagnosed 

persons. I t  is hoped th a t th is study will serve to  stim ulate local and 

s ta te  policy initiatives. Specifically, it  is hoped this study can serve 

as a model fo r o thers to replicate. Additionally, i t  is hoped this study 

will stim ulate professionals, particularly social workers, to be more 

active in treating  and caring for the dually diagnosed.

Limitations and Assumptions

The author of this study  is playing a dual role. Not only is he the 

investigator, he is also the supervisor—and policy manager—of the 

mental health  subunit th a t is the subject of the study. His dual role 

presen ts both advantages and disadvantages in the case-study 

research strategy.

A significant advantage is his “inside” perspective of the design 

and im plem entation. As an insider, the investigator can produce a 

perspective o f the  case study phenomenon likely to  be closer to 

reality than  w hat could be gleaned from a traditional case study. In 

particular, his awareness of the  “politics” would not easily be m atched 

by an outsider. Also, because of his dual role, the investigator has

17

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Chapter 1

easy access to various sources of data— the documents, records, 

interview s, and partic ipan t observations th a t are necessary for 

conducting case studies.

A disadvantage is the  potential for bias during the course of the 

case study. The investigator is a participant, d irectly  or indirectly, in 

the events to be studied. Also, as Tropm an (1984) explains, a policy 

manager may play a partisan  role within an organization. Assessing 

these advantages and disadvantages of his unique dual role, the author 

believes th a t  the case study can be conducted in a professional and 

objective manner.

The nex t chap ter describes the research designs and m ethods 

used in th is  investigation.
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Research: Questions and Methods

This chapter proposes a se t of research  questions and data

collection m ethods for th is study. The study is designed to examine 

how a policy m anager developed a local-level model of mental health 

services fo r persons who have both m ental illness and m ental

retardation . The unit of analysis for the  study is the Mental

H ealth/M ental R etardation (MH/MR) Service subunit of Bethany

County Mental Hygiene Services (BCMHS). Both th e  sta te  and local 

environm ental contexts for th is population are investigated. The 

research  stra tegy  is the case study.

Research Questions

The overarching research  question is:

How can a  policy m anager a t a  local com m unity m ental health  

center (BCMHS) influence the provision o f  h o listic  m ental health  

services fo r  the dually  diagnosed?  T here  are  several rela ted  

corollaries to  th is m ajor research  question. These include:

♦ How is th is  population identified and its  service needs 

determ ined?

♦ W hat is the  role o f the  policy manager in form ulating local-level 

policy?

♦ W hat are the  sta te -leve l policy initiatives, and how can the policy
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m an ag er in flu en ce  th em ?

♦ How can a policy manager utilize values, skills, knowledge, and 

resources to  develop a responsive care network for the dually 

diagnosed?

Fundamental assum ptions, which form  the basis of a w ell-articulated

policy for delivering services to  the dually diagnosed, include:

♦ Mentally re ta rded  persons can develop psychiatric disorders.

♦ Dually diagnosed persons can clinically benefit from 

com m unity-based m ental health services.

♦ I t  is possible to transcend institutional s tru c tu ra l barriers.

♦ Training and supervision can co rrec t negative a ttitudes among 

professionals.

♦ Community m ental health cen ters can deliver mental health 

services to the dually diagnosed.

The following categories of research questions are related to  the

overarching question as s ta ted  above:

I. Identification  of the Population and Service Questions: T here  are 

a num ber of questions rela ted  to the  identification, service 

utilization, and service needs o f dually diagnosed persons residing 

in Bethany County. These questions m ust be addressed before  a 

coherent policy for dealing with the dually diagnosed can be 

developed. The data was solicited and analyzed in 1985. 

T herefore, the following questions are re troactive  with regard  to
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th e  tim e  f ra m e  o f th e  s tu d y :

♦ W hat is the number of dually diagnosed persons?

♦ W hat services are used by this population?

♦ What are  the age brackets o f the dually diagnosed?

♦ W hat are  the  major service barriers?

♦ W hat are the agency perceptions regarding planning and

program s developed for th is population?

II. Local-Level Environment: Policy Development of Mental Health

Services fo r the Dually Diagnosed: How is policy established fo r

m en ta l hea lth  services fo r  the dually  d iagnosed in Bethany

County?

♦ W hat role does the policy manager play in influencing group 

decisions?

♦ What are the distinctions in the local-level environm ent

betw een policy and practice, policy and planning, and policy 

and adm inistration?

♦ How does the policy manager foster policy ideas through the 

policy process?

♦ W hat are the d ifferen t settings fo r each phase of the policy 

process?

♦ W hat role does the Office of Community Services play?

♦ W hat role does the adm inistration of BCMHS play?
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♦ What ro le  do o ther community agencies play?

♦ How did the policy manager, in a partisan  political role, make 

services for the dually diagnosed a higher prio rity  in Bethany 

County?

♦ How did the policy m anager shape the options generated by a 

task  force  into concrete  proposals th a t were ratified into a 

coheren t policy for the dually diagnosed?

III. S ta te-L evel Environment: Influencing Statew ide Policy Initiatives:

W hat constitu tes the s ta te -leve l external environm ent, and  how

is it re la ted  to the target population?

♦ What is the responsibility  of the S tate  Bureau of Mental

Hygiene (BMH) in its  relationship to service provisions for the 

ta rg e t population?

♦ W hat is the responsibility  of the S tate  Bureau of

Developmental D isabilities and Mental Retardation (BDDMR) in 

its  relationship to service provisions for the ta rg e t 

population?

♦ W hat is the relationship  betw een BCMHS and BMH?

♦ What is the relationship  betw een BCMHS and BDDMR?

♦ How can a policy m anager deal with the  intricacies of

organizational relationships?

♦ How can the policy manager act as a lobbyist to influence

statew ide policy initiatives?

22

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Chapter 2

♦ How can the  policy m anager influence social policy?

IV. Service Planning and Delivery: How can ano ther com m unity

m en ta l hea lth  center replicate  the B ethany County m odel in

providing services to the  dua lly  diagnosed?

♦ How can policy m anagem ent help with interorganizational 

planning and service developm ent a t the  local level?

♦ W hat values m ust a policy manager bring to the policy 

developm ent process?

♦ W hat inform ation developm ent, political and organizational, 

and in terpersonal and conflict managem ent skills are 

necessary?

♦ How can a policy m anager apply knowledge, grounded in 

relevant research  and organized according to a suitable 

paradigm, tow ard policy developm ent?

♦ How can a policy m anager apply the resources of inform ation, 

feedback, position, and money?

♦ How can a policy m anager combine values, skills, knowledge, 

and resources in the  actual planning and delivery of services 

a t  a community m ental health cen ter?
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Research Methods

The research  stra tegy  to  a ttem p t to answer the aforem entioned 

research  questions is the  case study. According to Yin (1984, p. 23), 

a case study is an empirical inquiry th a t investigates a contem porary 

phenomenon within its rea l-life  context, where the boundaries 

between phenomena and context are not clearly evident, and where 

multiple sources o f evidence are used.

Data has been collected from  docum entation, archival records, 

interviews, d irec t observation, and participant observation. The 

collection of evidence and sources, as listed in the following topics, 

rep resen t an explicit data collection plan for th is investigation.

Docum entation

Documentary evidence for th is investigation included:

♦ L ette rs , memoranda, and o ther communiques

♦ Minutes of m eetings re la ted  to key players and plans for the 

program

♦ A dm inistrative documents, such as policy and procedure manuals, 

organizational charts, local governmental plans, agency proposals, 

and s ta te  governmental plans and proposals

Archival Records

The data collection source fo r obtaining inform ation rela ted  to 

the client population under study was archival records. Some of this
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inform ation was obtained from  a computerized database at BCMHS. 

This inform ation included:

♦ Computer service records—i.e., demographic data about the clients 

who were served

♦ Survey data— i.e., inform ation from previous surveys concerning 

the dually diagnosed population and their service needs

♦ Client records—i.e., individual medical charts to obtain specific 

clinical data

Interviews

The investigator used the open-ended, as well as the formal,

interview techniqxios. Key players in the planning as well as the

im plem entation of the Mental Health/M ental Retardation (MH/MR) 

Service, the subunit of policy development th a t is the focus of this 

study, were interviewed. The investigator interviewed key players 

from  o ther services in which interorganizational relationships

concerning the dually diagnosed population had been developed. 

Additionally, key players a t the s ta te  level were interviewed.

Interview s with these key players were useful in providing the 

investigator insight into the  planning, im plem entation, and operation 

of the  specialized mental health  service. These interviews also

provided a source for collaborative evidence.
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Direct Observation

The investigator had a unique advantage due to the  nature of his 

position as supervisor (subunit leader) and policy manager of the 

MH/MR subunit a t BCMHS. D irect observation of relevant behaviors 

and environm ental conditions was easy and useful. The service 

delivery system  is unique for the dually diagnosed with respec t to the 

interorganizational relationships. D irect observation was valuable in 

examining the  actual implem entation of the relevant 

interorganizational relationships.

P artic ipan t Observation

Again, the  investigator had the d istinct advantage of using the 

data collection source o f p a rtic ipan t/observer because of the nature  

of his position with BCMHS. As a partic ipan t/observer, the 

investigator did not take a passive role; ra th e r, he took a variety  of 

roles within the  case study and actually partic ipated  in the events 

under study.

P artic ipan t observation also provided some unusual opportunities 

in data collection. F irs t, the  investigator had access to sources of 

evidence th a t might have otherw ise been inaccessible. He could 

perceive a phenomenon from  the viewpoint of an insider, thereby 

perceiving m ore accurately. As subunit leader and policy manager, he 

could m anipulate events or situations. Yin (1984) points ou t tha t 

though insider m anipulations are no t as precise as manipulations in 

rigidly objective experim ents, they  can produce a g rea ter variety  of 

situations for the purpose of collecting data for case studies.
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However, being a p a rtic ip an t/o b se rv er p resen ted  a potential 

problem : bias. As a key player, this investigator was actively involved 

in the case being studied. He studied a phenom enon in which he had 

a role in the  unit of analysis. T herefore, his "dual role” (both as 

policy m anager and as investigator) needs to  be taken into 

consideration. I t  may have biased the resu lts , y e t multiple checks on 

observations hopefully lim ited th is potential bias.

Study Analysis

The analytic stra tegy  for organizing th is investigation is case 

descrip tion  and analysis. This stra tegy  was selected because of its 

“f i t” with the  purpose of th is case study— a descrip tive analysis of a 

m ental health  service model. This d issertation  describes and analyzes 

relevant even ts in a sequential order as a means to establish 

s tru c tu re  with respec t to the collected data. Such description and 

analysis provide a logical organization for the case study (Yin, 1984).

Since the  unit of analysis (the  MH/MR ou tpa tien t services of 

BCMHS) is bo th  innovative and has the potential fo r replication, many 

variables outside the  un it of analysis are described—i.e., relevant 

social policy, h istory, local identification of need, sta te  initiatives, 

and so on. The historical and environm ental con tex ts were valuable 

to  this case study, so analysis of data outside th e  unit of analysis is 

included. Each chap ter is organized in a way th a t  will have a bearing 

on the research  questions. The chapters, in a logical and sequential 

o rder, describe  and analyze the  variables from  the collection of

27

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Chapter 2

re le v a n t d a ta  a b o u t th e  dually  d iag n o sed  (beg inn ing  with a re v ie w  of 

the  lite ra tu re), through conceptualization o f a local-level policy for 

delivering trea tm en t service to th e  dually diagnosed, through the 

im plem entation of th a t policy a t th e  local level and the possibilities 

for influencing s ta te  policy, to recom m endations for replication.

The next chapter is a review o f the research  lite ra tu re  concerning 

the dually diagnosed. Reviewing the  relevant lite ra tu re  is necessary 

for identifying the problem  th a t is to be addressed by a policy for 

delivering services to the dually diagnosed.

28

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Chapter 3 
Problem Identification: 

A Review of the Literature

The f ir s t  step  in the  policy development process is to clearly 

identify the  problem to be addressed by the  policy. The policy 

manager m ust pull together a large num ber of ideas about the nature 

of the problem . This chapter and chapter 4 concern problem 

identification—this chapter about the research concerning the dually 

diagnosed in general, and chapter 4 about the specific plight of the 

dually diagnosed in Bethany County.

As Tropm an (1984) asserts , a policy manager m ust work with 

ideas: He determ ines which are appropriate to  a particular problem, 

uncovers the relevant inform ation, and synthesizes information from  

d ifferen t sources. Ideas th a t guide action should be “co rrec t,” at 

least as far as knowledge perm its.

Policy, a fte r  all, is to  practice what theory is to  research: Policy, 

embodies assum ptions about cause and effect; it advocates rem edies 

implicitly suggested by these assum ptions. I t  behooves the policy 

manager to  ensure th a t his assum ptions are relevant, that they reflect 

the la tes t scientific research lite ra tu re , and th a t they take into 

consideration the  im portant conflicts in th a t lite ra tu re . The policy 

manager in this study extensively reviewed the  relevant lite ra tu re  to 

b e tte r  understand the nature of the issues concerning the dually 

diagnosed population in Bethany County, and to prioritize these 

issues.
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The research  lite ra tu re  has been increasingly concerned with the 

prevalence of m ental illness in persons who have m ental retardation . 

Recent stud ies have indicated tha t persons who have mental 

re ta rdation  are at risk fo r developing psychiatric disorders. 

Furtherm ore, the lite ra tu re  reflec ts tha t persons who have mental 

re ta rdation  are twice as likely to develop a m ental illness than are 

those in the  society a t  large. Because there  is a lack of resources for 

the dually diagnosed, the high prevalence of dual diagnosis is related  

to social policy issues. This prevalence p resen ts significant service 

delivery problem s a t the local and s ta te  levels. Not only are there  

service gaps, b u t professionals are ill equipped due  to  their lack of 

training to  provide effective care and trea tm en t fo r th is underserved 

population.

In o rder fo r a policy manager to  develop a policy for delivering 

appropria te  and effective mental health services fo r the dually 

diagnosed, he m ust examine relevant issues found in the lite ra tu re . 

This chapter cites th ree  areas rela ted  to this investigation:

♦ Prevalence studies

♦ S tructural b a rrie rs  and service gaps

♦ Training issues
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Prevalence Studies

A growing num ber of. stud ies have been conducted on the  

prevalence of dual diagnosis in the United S tates and Europe. The 

resu lts  o f  these studies vary  widely, depending on the setting where 

the  research  was conducted, as well as on the methodologies 

employed. Until recen t years, m ost studies on this topic focused on 

m entally re ta rded  persons in institu tions, where one may find both a 

high prevalence o f psychiatric problem s and m ore severe levels of 

re ta rda tion  (M enolascino, 1983). The more recen t studies have been 

conducted in com m unity-based settings.

The following review o f the  lite ra tu re  begins with the older 

studies, conducted in institu tional se ttings, through the m ost recen t 

research , done in community se ttings. A critique of the  research 

m ethodologies follows.

The lite ra tu re  reveals th a t  psychopathology found in the general 

population can also be found in the  m entally re ta rded  (B althazar and  

Stevens, 1975; Fletcher a n d  M enalascino, 1989; M enalascino and  

S tark , 1984; Szym anski a n d  Tanquay, 1980). The prevalence of 

psychopathology in the m entally re ta rded  has been significantly higher 

than th a t  found in persons of normal intelligence (B althazar and  

Stevens, 1975; Beier, 196(4; D uncan, Penrose, and  Turnbull, 1936; 

Jacobson, 1982; Lewis a n d  M acLean, 1982; M enolascino, 1970; 

M enolascino, Gilson, and  Levitas, 1986; Payne, 1968; R utter et a l., 

1976). According to  M enolascino a n d  S tark  (1984), the  prevalent 

ra te  of mental illness in persons who have m ental retardation  is
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considered to  be between 25% and 35%. O thers have estim ated the 

ra te  to  be lower: Jacobson a n d  A ckerm an (1988) estim ate  th a t 15% 

to 25% of person with m ental re tardation  may also have a psychiatric 

im pairm ent. But all estim ates are  considerably higher than the 

prevalence of psychopathology in persons of normal intelligence. In 

reviewing many available studies, Lewis a n d  M acLean (1982, p. 76) 

state: “The available stud ies lead to the inescapable conclusion th a t 

emotional d isorders are much m ore common among mentally retarded  

persons than in the  general population."

The research  studies th a t have attem pted  to  identify the 

prevalence of dual diagnosis generally fall into th ree  categories: 

surveys of institu tions fo r th e  m entally ill, surveys of institutions for 

the m entally re ta rded , and surveys of the noninstitutionalized 

retarded . The m ost im portant studies in these  th ree  categories are 

m entioned.

M ental R etarda tion  in  the In s titu tio n a lized  M entally III

R osano ff, Handy, and  P lesset (1935), a fte r  reviewing s ta tis tics  

for a New York S tate  Hospital, reported  30% o f the epileptic 

psychotics, 17% of the  schizophrenics, and 10% o f the 

m anic-depressive psychoses occurred in patien ts who were considered 

mentally re ta rded . One year la te r, Duncan, Penrose, and  Turnbull 

(1936) repo rted  th a t 17.8% of 2,000 mental patien ts were found to 

be m entally retarded . P ollack (1944) suggested th a t the mentally 

re tarded  w ere found to be seven tim es m ore likely to  be adm itted to 

a m ental in stitu tion  than w ere individuals who were no t retarded.
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Mental Illness  in the In stitu tion alized  Mentally R etarded

The reports of the incidence of mental illness found in the 

institutionalized population of re tarded  individuals vary greatly. For 

example, Neuer (1947) found th a t 28% of 300 admissions to the- 

Lincoln State School had a h isto ry  of e ither neurosis or psychosis. 

Craft (1959) found th a t 40% of 314 re tarded  individuals from  an 

institu tion  in England were found to have psychotic, neurotic, or 

personality disorders. Significantly, C raft found a high prevalence of 

personality d isorders—33%—compared with only 7% having psychotic 

or neurotic disturbances. M enolascino (1970) found behavioral and 

emotional disturbance in 35% of 95 Down’s syndrome sufferers under 

age 24 who were residing in developmental centers.

Mental Illness in the N oninstitu tionalized Mentally Retarded

Surveys of the noninstitutionalized population also reported  a 

high prevalence of emotional d isorders among the m entally retarded . 

P hillips (1967) repo rted  a study of 227 re ta rded  children, which 

revealed th a t emotional m aladjustm ent more often  than not 

accompanied mental retardation . Phillips and W illiam s (1975) 

studied 100 mentally re ta rded  children refe rred  to  a psychiatric clinic 

because of emotional problem s. They found tha t 38% of the mentally- 

re tarded  children were psychotically d isturbed; 49% showed 

symptoms of characterologic, neurotic, behavioral, or situational 

disorders; and only 13% had no symptoms of a psychiatric disorder. 

Webster (1963) studied 150 preschool re tarded  children who were 

applying to a preschool re ta rded  children’s program  in Boston and
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repo rted  th a t 48% were ra ted  as m oderately emotionally d istu rbed  

and 18% were rated  as severely disturbed. Jakab  (1980) repo rted  

th a t among 595 refe rra ls  fo r evaluation, 194—or 33%— were found to 

be diagnosed as having a psychiatric d isorder in addition to mental 

re tardation .

Benson (1985) repo rted  an approxim ate 85% ra te  of psychiatric 

problem s in a sample o f 130 adults and children refe rred  to an 

ou tpatien t m ental health service.

Eaton a n d  M enolascino (1982) found th a t 14.3% of a sam ple of 

798 re ta rd ed  individuals were found to be both mentally ill and 

mentally re ta rded . In  a survey by Jacobson (1982) o f 30,578 

mentally re ta rded  individuals in New York State, 12.4% of the adults 

and 7.8% of the  children had emotional problem s.

In the  European lite ra tu re , Corbett (1979) repo rted  a ra te  of 46% 

for significant psychiatric d isorders as p a rt of an epidemiological 

survey in London. However, 25% of those received a diagnosis of 

“behavior problem s.” I n . Denmark, the prevalence of psychiatric 

m orbidity was estim ated to be 27.1% (Lund, 1985). Rutter et al. 

(1976), on the  Isle of Wight, found a 30% ra te  of psychiatric d isorder 

in children with I.Q .’s less than 70. This com pares with 7% of 

psychiatric d isorders in the  to ta l population of n ine-, te n - , and 

eleven-year-o lds on the Isle of Wight.
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M ethodological Issues

I t  is becoming increasingly clear th a t m ost epidemiological 

research concerning the dual diagnoses of m ental illness and mental 

re tardation  has suffered  from  major methodological problem s. Most 

notable is the lack of uniform  diagnostic definitions.

One major problem  is how to  define m ental re tardation  (Russell, 

1988); there  is no international agreem ent on a definition. Rutter 

and Graham (1970) argue th a t using adaptive behavior c rite ria  to 

select a re ta rd ed  population produces high ra te s  of psychiatric 

disorders, y e t deficits in adaptive behavior is a criterion  of mental 

retardation , according to  the  Diagnostic a nd  S ta tis tica l M anual of 

Mental D isorders (1987).

A second major methodological problem  concerns the 

heterogeneity  of the  mentally re tarded  population. Many studies have 

not d iffe ren tia ted  betw een the  mildly and the severely re ta rded  in 

conducting prevalence studies. This is a significant design flaw, since 

these two groups are dram atically d ifferen t in alm ost every dimension 

(R ussell, 1988).

The th ird  m ajor problem , perhaps the m ost critical, concerns the 

assessm ent o f the  psychiatric disorder. Diagnostic c riteria  among 

studies have varied greatly.

T here  have been various m ethods of data collection in reporting 

the prevalence o f dual diagnosis. These include interviews, client 

records, case histories, standard surveys and standardized 

assessm ent, and testing. Reiss (1988a), in a review of research, 

noted th a t when the m ethod is simply to  count the num ber of people
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with charts  indicating a dual diagnosis, researchers have estim ated 

prevalence ra te s  of about 10%. However, when the  method consisted 

of a caretaker survey, the prevalence ranges from  20% to 40%.

When employing th e  trad itional method of the  psychiatric 

interview , clinicians can be subjected to a phenomenon called 

diagnostic overshadowing (Reiss, Levitan, and  Szyszko, 1986): The 

presence of m ental re ta rdation  decreases the diagnostic significance 

of an accompanying psychiatric disorder.

Although it  is clear th a t m entally re ta rded  persons are vulnerable 

to  psychiatric d isorders, research  methodologies lack consensus 

regarding the m easurem ent and observation of mental retardation  and 

mental illness.

Structural Barriers and Service Gaps

The dually diagnosed require a m ultiplicity of service provisions 

to m eet their complex psychiatric  and developmental needs. These 

individuals are  barred  cross-boundary  access to  service. 

U nfortunately, the access is barred  through protective regulations 

th a t spurn  the very clients they are designed to help. This section 

reviews the recen t lite ra tu re  on the problem s of service 

fragm entation and gaps in service provisions.

The developm ent of one separa te  service delivery system  for the 

m entally ill and another for the  mentally re ta rd ed  has revealed the 

m agnitude and im portance of the service gaps. Deinstitutionalization 

has had a profound e ffec t on services to both populations in the past
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30 years (M enolascino, 1983). In spite  of the general support for a 

social policy of deinstitutionalization, the in te rp re ta tion  and 

im plem entation of th a t policy are substantially  d ifferen t in the  field 

of mental re tardation  from  what they are in the  field of mental health 

(Finch, 1985). Many would strongly argue th a t the im plem entation of 

deinstitutionalization has been less successful for the mentally ill than 

for the  mentally retarded . The dually diagnosed, however, have fared 

the worst.

The two parallel but separate service system s have been shaped 

by d iffe ren t influences. The field of mental retardation , over the  last 

two decades, has been guided by a se t  of principles and concepts. 

The application of both the developmental model (Nirje, 1969) and 

the normalization principle (Wolfensberger, 1971) have had a 

profound e ffec t on policy development and delivery of service 

models. The developmental model and the  normalization principle, 

with th e ir concepts of individual rights and mainstreaming, together 

with the advocacy of support organizations, have altered socie ty ’s 

a ttitude  toward the mentally retarded  and led to their acceptance. 

For the m entally retarded , the  deinstitutionalization process has been 

relatively successful.

By comparison, the deinstitutionalization process for the m entally 

ill has no t been as successful. Clearly, the  policy im plem entation 

emphasis for this population has been to dramatically reduce the 

num ber o f m entally ill in our nation’s institu tions, bu t a t the cost of 

insufficient provisions for a fte r-ca re  services.
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T h e  policy  h as  b een  d riv en  by  th e  m edical, as op p o sed  to  a

holistic, model. I t  was expected th a t individuals outside of hospitals

would not need the same array of services in the community. But

comm unities w ere not p repared  to deal with the ir needs, so

com m unity-based services have been poorly developed, often

fragm ented, and inconsistent from  community to community (Pepper

and  Ryglewicz, 1982).

The recen t change in regulatory bodies, driven by the policy of

deinstitutionalization, has highlighted the service gaps for the dually

diagnosed population. The narrow diagnostic classification of dually

diagnosed individuals following institu tional release has added to the

problem. The c lient is labeled as being e ither re ta rded  or mentally ill

and then  placed into the “appropria te” agency for trea tm en t.

Fletcher et al. (1989, p. 225) describe the diagnostic dilemmas as

they re la ted  to  these  struc tu ra l barriers:

During the last decade, many sta te  governm ents moved to 
re s tru c tu re  the delivery of mental hygiene services, which 
resu lted  in a separation of mental health  and mental 
re ta rda tion  system s. Each system  developed its own policies, 
p rocedures and funding mechanisms. Access into e ither 
system  is based on diagnostic criteria. Simply sta ted , persons 
diagnosed as m entally re ta rded  have access to services 
regulated by the s ta te  m ental re tardation  and developmental 
d isabilities system , while those diagnosed as having mental 
health  problem s have access to the  sta te  m ental health 
system . The prim ary diagnosis is the leading—and usually the  
sole— criterion , determ ining which of the two system s a 
person has access to.

The same them e is repo rted  by o thers in recen t lite ra tu re . 

Pepper a n d  Rygtewicz (1989) repo rt: “Instead  of being supported  by 

an interlocking continuous and closely woven mode of care and 

services, the  person with dual or m ultiple d isorders then ricochets
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like a slo t-m achine ball from  one system  to ano ther.”

The absence of adm inistrative ownership has resu lted  in

inadequate levels of m ental health  services fo r mentally re ta rd ed

persons (Reiss, 1985). Advocates fo r th e  mentally re tarded  during the

1950s through the  1970s demanded tha t there  be a separation of

services from  the  adm inistration o f services for mental health

(M enolascino, 1983). Although th is was a m ajor benefit for the field

of m ental re ta rdation  in general, an unintended consequence is that, it

resu lted  in grossly inadequate m ental health services for the m entally

re ta rded  individuals who needed them.

The separa tion  of service s tru c tu re s  occurred a t the same tim e as

the  deinstitutionalization policy. P rio r to deinstitutionalization,

mentally re ta rd ed  persons who exhibited severe maladaptive

behaviors were hidden in the  back wards of institu tions.

F urtherm ore, these  m aladaptive behaviors were generally viewed as

m anifestations o f the condition of m ental retardation .

D einstitutionalization has not resu lted  in adequate services for

the  dually diagnosed. Several researchers have described the scarcity

or absence of com m unity-based services for this population

(M enolascino, 1991; Jacobson a nd  A ckerm an, 1988; S tark  et a l.,

1988). According to  Reiss (1988c, p . 45):

Very little  has been done in the  United S ta tes to provide 
o u tp a tien t m ental health services for persons with m ental 
re ta rdation . Although the  National In s titu te  of Mental Health • 
and the  various s ta te  governm ents fund an extensive network 
o f comm unity m ental health  cen ters (CMHCs), many CMHCs 
refu se  to serve people with m ental retardation . Some CMHCs 
actually have form ulated policies th a t preclude services to 
people w ith mental re tardation , w hereas o thers simply have 
no t provided the needed service.
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The problem  has been recognized by the  federal government

through its P residen t’s Com mittee on Mental Retardation (PCMR) and

the P residen t’s Commission on Mental Health (PCMH). In a 1978

rep o rt o f the Liaison Task Panel on Mental R etardation (President’s

C om m ission on M ental H ealth , 1978, p. 7), the PCMH acknowledged

the gaps in the  delivery-care system  regarding m ental health services

for the m entally retarded:

Mental health  delivery system s for mentally re tarded  persons 
are described as unresponsive, woefully inadequate, and often 
nonexistent. There appears to  be a tendency for the mentally 
re ta rded  client to be bounced back and fo rth  between mental 
health and m ental re ta rda tion  professionals, with neither 
agency offering an adequate service delivery plan to  m eet the 
c lien t’s needs. Often, the  individual is shuffled among mental 
health , m ental re tardation , and correctional institutions.

Eight years la ter, the same them e was echoed by many speakers a t 

the National S trategy Conference on Mental Retardation and Mental 

Health, sponsored by the PCMR.

In a recen t study, Jacobson and Ackerm an (1988) reported  a 

general concern th a t services fo r persons with mental retardation  and 

psychiatric im pairm ents w ere deficient in availability, accessibility, 

and adequacy. The data from  th is study also revealed that there  was 

a need to  im prove coordination o f services among service providers. 

Even though repeated  stud ies have dem onstrated th a t the mentally 

re ta rded  su ffe r from  the same range of mental health  problems and 

psychiatric disorders as does the  nonretarded population and a t 

g reater frequency,

40

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Chapter 3

the m entally re tarded  citizen who is also mentally ill is still a 
com parative rarity  in the  community m ental health system  
(indeed, in any m ental health system ), perhaps emblematic o f 
the fact th a t the m entally re ta rded  are in the community, b u t 
not y e t o f  the community.

(M enolascino, Gilson, a n d  Levitas, 1986, p. 315)

In 1983, the National Association for the Dually Diagnosed 

(NADD) was organized. NADD is a n o t-fo r-p ro fit m ultidisciplinary 

and p aren t association tha t tr ie s  to focus national atten tion  to  the 

policy, program , and clinical issues concerning the dually diagnosed. 

NADD works to bridge the gulf between the two service s tru c tu re s  of 

mental health  and mental re tardation  by prom oting and dissem inating 

relevant inform ation concerning the field of dual diagnosis. NADD 

com bats the discrim inatory practice  of excluding the  dually diagnosed 

from  comm unity mental health  cen ters.

Over the last several years, there  has been a burgeoning in te re s t 

in the field of dual diagnosis. Presentations, national conferences, 

professional lite ra tu re , and the  founding of NADD have focused 

a tten tion  on this population. Model program s, conferences, and the 

recen t proliferation of lite ra tu re  have served to  bring about new 

technologies for its care and trea tm en t.

Local-level providers and sta te -level governm ent are becoming 

acutely aware of the gaps in service. We are now beginning to 

w itness th e  emergence of services for th is population. The 

technological capability for care and trea tm en t is beginning to be 

recognized. What is needed now is a clearly articu lated  social policy 

to ensure th a t th is new technology is implemented.
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Training Issues

Not only are there  service gaps for dually diagnosed clients who 

fall th rough the cracks of separate  health care system s, bu t 

professionals in both system s have serious gaps in their skills. 

According to the  P residen t's C om m ission on M ental Health (1978, p. 

7):

Inform ation  gathered from  many s ta te  coordinators indicates 
th a t th e  m ental health field still responds to the myth th a t 
m entally re ta rded  persons cannot and do not p ro fit from 
psychotherapeutic in tervention. O thers rep o rt that mental 
health s ta ff  are unfamiliar with m ental re tardation  and related 
th e ir unwillingness to  tre a t  to lack of knowledge and training.

The paucity  of training has contributed  to the fac t th a t few-

mental health  professionals provide services to m entally re ta rd ed

persons. The m ere absence of training has contribu ted  to ignorance

and a se t o f assum ptions th a t have influenced the service system :

Ignorance of what mentally re ta rded  people are like, 
ignorance of how effective trea tm en t may be in alleviating 
th e ir m ental health problem s, and ignorance of what, to expect, 
from  professionals. S tereo types and prejudices feed upon 
such ignorance and fu rth e r complicate the problem.

(Cushna, Szym anski, a nd  Tanqaay, 1980, p. 4)

P h illips (1967) challenged th ree  myths:

♦ Myth 1: The maladaptive behavior o f a re ta rded  person is a 

function of his re tardation  ra th e r than of his in terpersonal 

relationships.

♦ Myth 2: Emotional d isorders in the retarded  are  d ifferent in kind 

from  those with normal intelligence.
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♦ Myth 3: C ertain  sym ptom s and specific m aladaptive pa ttern s in 

re ta rded  people are  a resu lt of organic brain damage.

A nother m isconception has been the  assum ption th a t 

psychotherapy is ineffective with persons who have mental 

retardation . Data indicates, however, th a t dually diagnosed 

individuals can p ro fit from  all kinds of m ental health trea tm en t 

services on an o u tp a tien t basis (Fletcher, 1988; Szym anski and  

Tanquay, 1980). I t  is tru e  th a t the psychotherapy trea tm en t requires 

modification to  accommodate the c lien t's expressive and receptive 

language deficits: Clients m ust be helped to articu la te  their feelings, 

an articu lation  th a t goes a long way toward correcting behavioral 

difficulties. M oreover, in tervention requires a m ore active, d irect, 

and concrete clinical stance (M enolascino, 1983).

Alm ost all therap ies, except the  insigh t-orien ted  approaches, are 

appropria te  fo r mildly m entally re ta rded  adults (Reiss, 1985). 

In terventions include supportive psychotherapy (Hurley and  Hurley,

1988), group therapy  (Fletcher, 1984), and social skill training 

(Matson, 1989)— as well as trea tm en t through medication (Sovner,

1989). Although these and o ther interventions have been successful 

with m entally re ta rded  persons, m ost professionals cling to the belief 

th a t these people are unsuited for psychotherapy.

Again, as Tropm an (1984) emphasizes, the policy manager m ust 

be aware of the  la tes t thinking in order to  bring ideas into the policy 

process; he m ust fo s te r  education where little  (or nothing) was known 

before; and he m ust encourage reeducation, to disabuse myths and
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re p la ce  th em  w ith  w e ll-fo u n d ed  c o n cep ts  c o n s is te n t w ith  a p p ro p r ia te  

values.

The need to  increase training in clinical areas concerning the 

dually diagnosed has not gone unnoticed by researchers. Lindenbaam  

(1989) advocates the training and supervision of mental health

professionals, w hether in the  field of mental retardation  or mental 

health, in order to provide the most effective clinical treatment, to 

the dually diagnosed client. Such training and supervision can correct, 

negative a ttitudes among professionals. Schram ski (1989) calls for 

s ta ff  train ing  fo r paraprofessional s ta ff who work with dually 

diagnosed clients through developm ent of a reperto ire  of behavioral 

in tervention  m ethods to  facilitate client success in community living. 

McGee and Pearson (1983) call upon the federally funded

un iversity -affilia ted  program s to  take a more active role in providing 

increased professional training. These authors and others clearly

recognize th e  need to increase our knowledge in the clinical 

dimensions o f the  dually diagnosed population. Misconceptions and 

ignorance have too long been obstacles in the supply side of mental 

health services.

Summary

As Tropm an (1984) a sse rts , policy ideas of quality should be 

simple (as opposed to  sim plistic or sim ple-m inded). Simple ideas 

reduce a problem  to its m ost fundamental features and embody

suggestions for solutions to  deal with those features. Simple ideas
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make compliance with policy easy, make noncompliance difficult. The 

simple ideas supported  by the research  lite ra tu re  cited in this chap ter 

include:

♦ Mentally re ta rded  persons can develop psychiatric disorders.

♦ Dually diagnosed persons can clinically benefit from  

com m unity-based mental health services.

♦ I t  is possible to transcend institu tional struc tu ra l barriers.

♦ Training and supervision can co rrec t negative a ttitudes among 

professionals.

♦ Community mental health cen ters  can deliver mental health  

services to  the dually diagnosed.

The nex t chapter continues the discussion of the policy 

developm ent process of identifying the problem  addressed by the  

policy. I t  examines a survey study conducted in Bethany County 

designed to  identify the dually diagnosed population and its service 

needs. T he survey also elicited  proposed options from  the 

respondents.
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Problem Identification and Option Generation: 

The Survey Study

The previous chap ter discussed th e  research concerning the  dually 

diagnosed in general. This chapter focuses on the  problem of dual 

diagnosis in Bethany County specifically, by examining a survey study 

designed to identify the local dually diagnosed population and its  

service needs and to  elicit some suggested options from the 

respondents. The resu lts  of the study provided the background data 

and option possibilities necessary fo r developing a coherent policy; 

w ithout such data and options, policy management is very difficult.

Conversely, w ithout some degree of policy management already in 

place, adequate quantitative inform ation is not. gathered. W orkers in 

the human resources field tend to be suspicious of quantitative data. 

As Tropm an (1984) a sse rts , they p refe r to po rtray  client needs in 

qualitative and affective term s, ra th e r than in quantitative and 

empirical concreteness. The policy manager in this study had to 

overcome this resistance. Only w ith real data could the policy 

manager se t policy prio rities, taking into consideration the urgency of 

the problem , the im portance of the problem, and resource allocation. 

The policy manager made it clear to  the adm inistrative s ta ff  of 

Bethany County Mental Hygiene Services (BCMHS) that, program  

developm ent had to be based upon o ther than m ere s ta ff or agency 

im pressions. Future planning, in fact, needed to follow upon a 

coherent policy, based upon a clear identification of the dually
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diagnosed population and a careful assessm ent o f their needs. I t  is 

during th is problem  identification phase of the policy developm ent 

process th a t the  policy manager has the "g reatest leverage,” as 

Tropm an (1984, p . 54) calls it: His clearly defining the problem  

causes all else to follow. With real data th a t makes the problem  

concrete, the policy manager can pull together a broad range of ideas 

about the  na tu re  of the problem.

During the  m id-1980s, community agencies in Bethany County 

were increasingly faced w ith re fe rra ls  for persons who had m ental 

illness and m ental retardation . However, and even without specific- 

lobbying from  the policy manager, the  community agencies recognized 

th a t adequate services fo r th is population were not available. The 

policy m anager was convinced th a t there  was a need to assess the 

num ber of dually diagnosed persons and th e ir service needs 

objectively. This was necessary in order to develop a policy th a t 

addressed th e ir needs by fostering  effective plans and services.

In  light o f th is service dilemma, community agencies from  the 

m ental health  and m ental re ta rdation  system s, in conjunction with 

BCMHS (the  local agency m andated by the s ta te  mental hygiene law 

for planning and coordination of service system s), developed a survey 

in 1985 to  identify  the population and its  service needs. This chap ter 

describes the  survey and analyzes its  results.
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The Survey Tool

The needs assessm ent survey was broad in scope, because it  was 

intended to  assess, for the  purpose of planning, the full range of 

service needs for the dually diagnosed in Bethany County. BCMHS 

mailed the  survey in February 1985 to all the  public and private 

providers of mental health or mental retardation  services within the 

county. All the major service providers responded, including the 

following:

Bethany County Mental Health Services (BCMHS)

Alpha Community Industries, Inc.

Good Sam aritan Hospital 

Tower Avenue Residence

Bethany Association for Retarded Citizens (BARC)

Community Rehabilitation Center (CRC)

Clark Developmental Disabilities Services Board (DDSB)

Clark Valley Psychiatric C enter (CVPC)

Extended F ron tiers for the Retarded, Inc.

These providers are fu rth e r  discussed in chapter 5.

The organizations surveyed were asked to  provide the following 

information:

1. The num ber of dually diagnosed clients seen during the previous 

year.
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2. The service provided to  dually diagnosed clients and any re fe rra ls  

betw een m ental health agencies, on the one hand, and mental 

re ta rdation  o r developmental disabilities agencies, on the o ther 

hand.

3. The ages of dually diagnosed clients served.

4. Major b arrie rs  in providing adequate services to the dually 

diagnosed.

5. Agency opinions as to w hether the  dually diagnosed clients should 

be receiving particu lar em phasis in planning and program  

developm ent, as well as opinions as to w hat the  respective 

responsib ilities of s ta te , local, and private agencies should be.

For the purpose of th is survey, a client was considered dually

diagnosed if:

♦ He o r she was identified as m entally retarded  or developmentally 

disabled and had also been identified  as suffering from  m ental 

illness;

♦ At th e  time o f contact, was a residen t of Bethany County;

♦ Was seen by an agency during th e  previous year for any reason; 

and

♦ Was not, a t the time of the survey, a long-te rm -stay  residen t a t 

e ither Clark Developmental Disabilities Services Board or Clark 

Valley Psychiatric Center.
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The definition for each category was:

♦ Mental re tardation : The client had been te s ted  70 I.O. or below on 

the W echsler I.Q. Scale, 68 or below on the Stanford-B inet, and 

there  were resu ltan t or concurren t deficits or im pairm ents in 

adaptive behavior, taking the person 's age into consideration.

♦ Mental illness: During the previous year, the person had exhibited

the sym ptom s of one or more psychiatric disabilities covered in

the D iagnostic and  S ta tis tica l M anual o f  M ental Disorders (DSM 

III , 1980, and DSM II I -R , 1987):, which would not be wholly 

a ttrib u tab le  to e ither mental re ta rdation  or developmental 

disability.

Survey Results

This section provides detailed resu lts and analysis of the survey

study. The categories th a t follow identify:

♦ The num ber of dually diagnosed clients

♦ The serv ices received by the  dually diagnosed

♦ P o in t-o f-serv ice  and in tersystem  refe rra ls

♦ Age b rackets

♦ B arriers to  effective service delivery
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The N um ber o f  D u a lly  D iagn osed  C lien ts

Two hundred dually diagnosed clients were identified in the 

survey. The actual number is likely to be higher for two reasons:

1. The survey identified those dually diagnosed persons who were 

involved in the  service delivery system  during 1985. Those 

persons who were not in a program  during th a t year were not 

counted. Since there  existed a “diagnostic dilemma with respec t to 

eligibility c rite ria ,” there  were likely to  have been some dually 

diagnosed persons who were not receiving services in 1985.

2. The phenomenon of diagnostic overshadowing (meaning th a t the 

presence of m ental re tardation  decreases the likelihood tha t 

m ental illness is diagnosed) was probably a factor. I t  is likely th a t 

some w ere no t identified in the survey as a resu lt of this 

phenomenon.

The Services Received by the Dually Diagnosed

Mental Health O utpatient Clinical Services: Respondents repo rted  

th a t 51 clients had received mental health services during the period. 

These included services in the following locations:

Number

Community Rehabilitation Center 
BCMHS adult unit-Clarkston 
BCMHS-Susanville clinic 
BCMHS-Summit House day treatment

1
32

2
Ik
51Total
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The data reflected  th a t 25.5% of the 200 identified dually

diagnosed persons had received outpatien t mental health services. In 

o ther words, 74.5% of those identified had not received outpatient 

m ental health  services.

Clearly, this fact rep resen ted  a major problem in the service

delivery system . I f  the population was not identified with

appropria te  outpatien t trea tm en t, then comm unity-based problems 

with these  clients could only get worse.

This data was im portant for developing a policy for delivering 

m ental health  outpatien t service for this population.

Day Programming: Respondents reported th a t 165 clients had

received programming services through their agencies in 1984. This 

num ber com prised 82.5% of the  identified dually diagnosed population 

in the  county, with the bulk of clients served a t Alpha and BARC. 

Since approxim ately 5% of dually diagnosed clients in Bethany County 

were under age 18 and would likely have been served by the school 

system s, there  was a day programming gap of 12.5%, or 25 clients.

One caveat should be noted, however. Because of their 

disabilities, many dually diagnosed clients often have difficulty 

maintaining employment and tend to exhibit unstable perform ance in 

sheltered  employment. This conclusion was supported  by analysis of 

BCMHS com puter data, which showed th a t 45.7% of all dually 

diagnosed clients who reported  social perform ance disturbance did so 

with regard to job issues. The evidence was bu ttressed  by anecdotal 

inform ation received from  BARC and Alpha, who reported  consistent 

difficulty with dually diagnosed clients in the workplace.
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Residential Services: Respondents rep o rted  tha t 74 dually

diagnosed clien ts had received residential services through their 

agencies in 1984. Placem ents were as follows:

Humber

Group homes for the mentally retarded 56
Group homes for the mentally ill 5
Residential school 9
Family care  4

Total 74

This com prised 37% of the projected dually diagnosed population 

of 200. An analysis of BCMHS clients showed th a t 22% of open-case 

clients lived with the ir families. This would suggest that between 

41% and 47% of dually diagnosed clients currently  live in unsupervised 

settings, e ither alone or in rooming houses or SROs 

(single-room -occupancy situations).

In p a tien t Psychiatric Services: Respondents reported  20 cases of 

dually diagnosed clients who had received inpatient psychiatric 

services during the previous year. Services w ere provided at. the 

following locations:

Humber

Clark Valley Psychiatric Center (CVPC.) 8* 
CVPC crisis residence 2
Good Samaritan Hospital  10

Total ' 20
*4 were subsequently transferred to DDSB.

In general, inpatien t psychiatric services w ere provided as a 

resu lt of crises. In  o ther words, approxim ately 10% of duallv 

diagnosed clients had experienced crises severe enough l.o warrant 

inpatient, care  during the previous year. This was a rate  substantially 

higher than th a t of the m entally ill population who did not have the
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co-existence o f mental re tardation . Data from  the agency 

respondents indicated th a t accessibility for inpatien t psychiatric care 

for th is population had been a problem. The inpatien t psychiatric 

facilities had o ften  been quite re luc tan t to adm it these patients, and 

the re fe rra l process was exceptionally difficult.

Poin t-of-Service an d  In tersystem s Referrals

Approxim ately 81% of the  repo rted  dually diagnosed clients 

served in Bethany County during the previous year had received m ost 

of th e ir services in program s funded under the S ta te  Bureau of 

Developmental D isabilities and Mental Retardation (BDDMR). The 

remaining 19% had been served  m ost of the tim e under the  auspices 

of the  S tate Bureau of Mental Hygiene (BMH). R eferrals betw een the 

disability categories followed a similar p a tte rn , with 41 clients 

receiving re fe rra ls  from  BDDMR facilities to  BMH locations and 6 

receiving re fe rra ls  in the opposite direction. In o ther words, 76.5% 

of Bethany County’s dually diagnosed clients had not received 

referra ls  for e ith e r prim ary or auxiliary services a t a location funded 

to deal with a disability d iffe ren t from  th a t dealt with by the ir 

prim ary provider. Even allowing for an additional 45 clients who 

received intensive day program m ing a t certified  day or continuing 

trea tm en t program s under e ith e r BMH or BDDMR auspices, the 

num ber of dually diagnosed clients who had not received trea tm en t 

across disability lines to ta led  108, or 54% of. the projected 

population.

54

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Chapter 4

A ge B ra c k e ts

The age breakdown o f the dually diagnosed population was as 

follows:

Number Percentage

Under 18 9 4.5
18-24 36 18
25-44 111 55.5
45-64 42 21
65 and over 2 1

The survey resu lts indicate nearly th ree -fo u rth s  of those 

identified were between 18 and 44 years of age. The large 

concentration of clients in the 18- to -24  and 25-t.o-44 age groups 

could no t be completely accounted for by the fac t th a t they were 

“baby boom ers”; the num bers were too much out of proportion and 

suggested one or another o f the following additional explanations:

♦ The rapid growth in th is  population was partially caused by the 

policy of deinstitutionalization, wherein mentally retarded or 

developmentally disabled individuals were forced to exist within 

the  community, relying on programs insufficient to provide the 

intensive support these clients need to survive; or

♦ The normal increase in mental health problem s in this age 

group—due to the s tre s s  of en try  into the adult world and its 

concom itant demands v is-a -v is  work and social relationships— was 

exacerbated by the  individual’s mental re tardation  or 

developm ental disabilities, which made the client m ore vulnerable 

to stress.
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These two explanations were certainly not mutually exclusive, b u t 

the  rela tive  validity of e ither proposition would have a significant 

im pact on needs projections, since the f irs t posits a need for 

institu tional change, and projections based on the second would be 

prim arily a ffec ted , by changes in the population. W ithout more 

precise age inform ation and knowledge of the causes for the increase 

in th is population, any program development therefo re  had to focus 

on im proving services to th is population while keeping a close eye on 

the num ber and age of new cases to avoid overexpanding services to  

th is population.

B arriers to  Effective Service Delivery

Following, listed in order to total responses, were the barrie rs to 

effective service delivery in the  area of dual diagnosis, as identified 

by Bethany County providers of service:

♦ Lack of day programming places (8)

♦ Lack of interagency coordination (8)

♦ Not enough community residences (6)

♦ Lack of knowledge about the problem s of dual disability (6)

♦ Lack of knowledge (6)

♦ Funding re s tra in ts  (5)

♦ Inappropriateness of cu rren t trea tm en t models (5)

♦ Regulatory res tra in ts  (4)

♦ Not enough case management (4)

♦ Staffing res tra in ts  (3)

56

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Chapter 4

♦ in a d e q u a te  tra c k in g  (2)

♦ T ransporta tion  problem s (1)

Generating Options

All the  agencies th a t responded to  the survey saw improved 

services to  the  dually diagnosed population as a critical need, and in 

citing respec tive  responsibilities of s ta te  government, local 

governm ent, and private nonprofit agencies, they generated policy 

options.

State Government Responsibilities

According to  the respondents, the s ta te  governm ent should:

♦ Allocate adequate funding for dual diagnosis.

♦ F oster communication among sta te  and community agencies.

♦ Foster easier access to both  system s (BMH and BDDMR).

♦ Provide special education teachers for tu toring and counseling 

techniques.

♦ Provide technical assistance and training.

Local Government Responsibilities

According to  the respondents, the  county governm ent should:
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♦ F a c il i ta te  in te ra g e n c y  c o o p e ra tio n .

♦ Sponsor training.

♦ P ress  for legislation to  address the needs o f the  dually diagnosed.

♦ F oste r comm unication betw een BMH and p rop rie tary  agencies to 

ensure  adequate clinical serv ices a t  sites.

♦ Provide funding for drug tre a tm e n t fo r the dually diagnosed.

Private Agency R esponsibilities

According to  the respondents, private agencies should:

♦ Provide program s.

♦ Provide tran spo rta tion , recrea tion , and vocational education.

♦ Develop residential program s founded on skill acquisition as well 

as th erap eu tic  in tervention.

The Need fo r  Shaping the Options

Now, though the survey provided much useful concrete data about 

the natu re  o f the  problem , the options suggested by the respondents 

resem bled th e  ou tpu t o f a brainstorm ing session: lots of exciting, but 

vague, ideas. “Fostering com m unication,” “sponsoring train ing ,” and 

“providing program s” are  adm irable goals, good policy ideas1—but a 

. policy idea is not itse lf  policy. A policy m ust be articulated in the 

real world, and m ust take account of th a t world. As Tropman (1984) 

tells us, a policy m ust be  a su fficien t guide to  action.
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The policy manager m ust shape the  options generated; he m ust 

review them , n u rtu re  and improve them , and reduce th e ir num ber to 

a reasonable few. And he m ust prioritize them . He needs to work 

with the options so th a t something can be done about them. The 

proposals th a t are finally produced by generated options should be 

suitable in term s of th e ir reasonableness, th e ir adm inistrative 

efficiency, and the ir facility for expedient action.

Clearly, these options needed a great deal of shaping. But, 

fortified  w ith the data about the problem of dual diagnosis (as well as 

the data about the  problem  generally, as cited  in chap ter 3), the 

options w ere sufficient to  spur the BCMHS d irec to r to  establish  a 

subunit devoted to  the problem  of dual diagnosis: the  Mental 

H ealth/M ental R etardation (MH/MR) Service, under the supervision of 

the policy manager. Although establishing the  MH/MR Service does 

not itse lf  constitu te  the developm ent of a m uch-needed policy, i t  at 

least addressed the concerns raised by. survey respondents as local 

governm ent responsibilities, and the policy manager could use the 

subunit to  fu rth e r shape the  options into concrete  policy proposals, 

as chap ter 5 will explore.

Summary

The survey data  provided BCMHS and o th er service providers 

with s ta tis tica l inform ation, as well as perceptions about the service 

needs o f the  dually diagnosed. The resu lts  of the  survey provided the 

data necessary fo r fu rth e r program  developm ent for th is population.
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The su rv ey  id e n tif ie d  th e  p ro b lem  and  g e n e ra te d  som e policy 

options.

A needs assessm ent survey of th is type needs to have the 

cooperation of all the major mental health and mental retardation  

agencies within a given locale. Although the m ajority of the dually 

diagnosed are identified within the mental retardation system , 

approxim ately 20% were identified by the mental health system . 

Perhaps even more im portant is obtaining the cooperation from both 

system s with respect to  the survey as a means to elicit and prom ote 

cooperation between key players a t the local level from the two 

service system s.

The resu lts of the survey provided objective data confirming 

agency perceptions th a t consum er demand was high while effective 

service utilization was low. The data dem onstrated th a t the m ajority 

of the clients identified as dually diagnosed did not receive mental 

health services. The data certainly argued the need to develop 

adequate com m unity-based mental health services for this 

population.

The data from  this study provided valuable information about the 

num ber of dually diagnosed persons in Bethany County and their 

service needs. Combined with the options generated by the 

respondents, the  data spurred  the d irec to r of BCMHS to establish the 

MH/MR Service, a subunit th a t could focus on the needs of the  dually 

diagnosed.
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The next chap ter examines the  local-level environm ent and 

discusses how the  policy m anager, from his base in the MH/MR 

Service, was able to help fu r th e r  identify the problem  and generate 

policy options. I t  discusses how he shaped options generated by a 

task force into concrete proposals th a t were ra tified  into a .coheren t 

local-level policy fo r the dually diagnosed.
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The Policy Development Process: 

The Local Environment

The previous chap ter exam ined a survey study identifying the 

local dually diagnosed population and its service needs and eliciting 

from  the responden ts some suggested options. The survey results 

dem onstrated  the need for adequate com m unity-based mental health 

services fo r th is population, and the suggested options—though vague 

and no t fully developed—sp u rred  the d irec to r of Bethany County 

Mental Hygiene Services (BCMHS) to establish  the Mental 

H ealth/M ental R etardation  (MH/MR) Service, a subunit that, under 

the supervision of the  policy manager, could focus on the needs of 

the dually diagnosed. U nder the auspices of MH/MR, the policy 

manager could fu r th e r  shape the options into concrete policy 

proposals.

This ch ap ter discusses how the policy m anager developed no t only 

the survey options b u t also the  options generated  by a countywide 

task force into a fully a rticu la ted  local policy. The chapter examines 

the policy m anager’s role in influencing group decisions. I t  discusses 

the d istinctions in th e  local environm ent betw een policy and practice, 

policy and planning, and policy and adm inistration. I t  describes the 

roles played by governm ent and o th er comm unity agencies in policy 

development. B ut firs t, the chap ter describes some salient 

characteristics of Bethany County, illustra ting  the geosociopolitical 

context of the plight o f the locally dually diagnosed.
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The Local Environment

Bethany County Mental Hygiene Services (BCMHS) is located in 

Clarkston, whose population of 25,000 makes i t  the largest 

community in Bethany County. The county itself has a population of 

158,000. The population is heterogeneous, with the descendents of 

Dutch, Irish , English, and Italian imm igrants predom inant. African 

Americans and Puerto  Ricans make up a small m inority. Almost all 

the residents are native-born . Politically, the area is very 

conservative and strongly Republican.

Economically, the  county does not fare  badly. A com puter 

m anufacturing and developm ent firm  m aintains an assem bly p lan t in 

Clarkston and is the  single largest employer, with 4 ,500 employees. 

O ther jobs are available in the service industry  (especially reso rt 

hotels) and in light industry . The unemploym ent ra te  hovers around 

4%.

Additionally, the  deinstitutionalization of the m entally disabled 

th a t was m andated as a social policy in the late 1970s did no t result, 

as it did in larger com m unities, in an influx of handicapped, homeless 

individuals, incapable of coping in this area. The existing agencies, 

both public and private , rose to the occasion by expanding their 

services to m eet the  challenge. As a resu lt, m ost individuals released 

from the institu tions fo r the mentally ill or the mentally re ta rded  

were placed in appropria te  community agencies and did not become 

“bag" or “s tre e t"  people.
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T h e  lone ex cep tio n s  w e re  th e  dually  d iagnosed . Only in r e c e n t  

years have th e  needs of th is population been recognized and the 

local-level netw ork taken step s to address their needs.

The Local-Level Network

Public health  agencies typically exist in an environm ent consisting 

of groups and organizations—i.e., legislative bodies, funding bodies, 

regulatory bodies, as well as o ther agencies (P atti, 1982). In this 

environm ent, BCMHS is in an in terdependent relationship with various 

organizations for the exchange of resources, cooperation, and 

support. The interdependency phenomenon in organizations is 

reflected in the local-level network of the m ental hygiene system . 

This system  is profoundly complex, having many in terrelated  

organizational components of an interdependent nature.

The sim plest way to illu stra te  the complexity of the environm ent 

is through a diagram of the Bethany County network of m ental 

hygiene services (see figure 2 on page 65). The top p a rt o f the 

diagram lists the Bureau of Mental Hygiene (BMH) and the Bureau of 

Developmental Disabilities and Mental Retardation (BDDMR), two 

sta te  agencies that will be detailed in chapter 6.

The re s t  of figure 2 pertains to  the local-level netw ork and the 

relationships between the  components. The following sections 

describe and analyze the various components of the local-level 

network th a t are relevant to  planning and developing services fo r the 

dually diagnosed population in Bethany County.
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Figure 2. The Bethany County Network of Mental Hygiene Services.
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O ffice  o f  C o m m u n ity  S erv ice s  (OCS)

The c u rre n t s ta te  law th a t authorizes and guides the activities of 

comm unity service boards th roughout the s ta te  had its  beginnings in 

1954, when the s ta te  leg islature enacted the Community Mental 

Hygiene Law. This ac t preceded legislation on the national level to 

establish comm unity m ental health  services. The law, which signaled 

th e  beginning o f a sh ift in the  sta te  from  hospital-based  to 

com m unity-based care, provided fo r community m ental health boards 

in each county.

The Office of Community Services (OCS) of Bethany County is the 

policy-m aking group for BCMHS. By m andate of the Community 

Mental Hygiene Law, OCS is given responsibility of “overseeing m ental 

health, m ental re ta rdation , developmental disabilities, and drug and 

alcohol abuse system s” w ithin Bethany County. Specifically, this 

involves d irecting and adm inistering a com prehensive planning process 

and developing and supervising a program  of local services.

The activ ities of BCMHS are supervised by OCS, which consists of 

15 county residen ts appointed by the county legislature. OCS 

supervises the  delivery of services for m ental health, m ental 

re tardation  and developm ental disabilities, and drug and alcohol abuse 

within th e  county; it  also serves as the board of BCMHS. According 

to  s ta te  law and regulations, OCS relies on th ree  mandated 

subcom m ittees: the Mental Hygiene Subcom m ittee, the Mental

R etardation/D evelopm ental Disabilities (MR/DD) Subcom m ittee, and 

th e  Alcohol and Substance Abuse Subcom mittee. These groups, each 

consisting of th ree  board m em bers and six nonboard m em bers,
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appointed by the county legislature, make recom m endations to  OCS 

for action. The first two groups are fu rth er described in the 

following paragraphs. The Alcohol and Substance Abuse 

Subcom m ittee has no d irec t relevance to services for the dually 

diagnosed and has no fu rth er elaboration.

Mental Hygiene Subcom m ittee: The purpose of OCS’s Mental 

Hygiene Subcom m ittee is to oversee the mental health service 

delivery system  in Bethany County. I t  has oversight responsibility 

for the  various necessary components, including residential, 

vocational, and mental health services.

The subcom m ittee has nine m embers. The m eetings are also 

a ttended  by related agencies’ directors. T here is a BCMHS 

adm inistrator as well, who functions as a s ta f f  liaison to the 

subcom m ittee. The subcom m ittee’s purpose is to assess needs and to 

make recom m endations to  OCS for needed policy revisions and 

program  developm ent initiatives.

One significant task of the subcom m ittee is to p repare the Local 

Governmental Plan, which is subm itted  to the S tate  Bureau of Mental 

Hygiene (BMH) each year; th e  plan describes the  goals for the 

forthcom ing year. Though it  is  aware of the Mental H ealth/M ental 

Retardation Service within BCMHS, this subcom m ittee has not focused 

on the needs of the dually diagnosed population, because no one has 

acted as an advocate. None of the subcom m ittee m em bers is a paren t 

of a dually diagnosed individual, and the mental health  agencies th a t 

are rep resen ted  historically do not have this as th e ir  major point of 

in terest.
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Mental Retardation/D evelopm ental Disabilities (MR/DD) 

Subcom mittee: The MR/DD Subcom mittee consists of nine m em bers. 

These individuals either are parents of developmentally disabled 

children or are otherwise knowledgeable in the  field, as, for example, 

special education teachers. In  addition to  the com m ittee m em bers, 

rep resen ta tives from  all the MR/DD agencies in Bethany County 

attend  the  monthly meetings.

MR/DD is responsible for overseeing the service delivery system  

for the developmentally disabled population in Bethany County. This 

includes residential, vocational, resp ite , recreational, and—in more 

recen t years—mental health services.

Bethany County Mental Hygiene Services (BCMHS)

The day -to -day  adm inistration of m ental health services within 

the county is the responsibility of BCMHS, under the oversight 

supervision of OCS. BCMHS consists of two divisions: the Mental 

Health Division and the Substance Abuse Division. The Mental Health 

Division is responsible for four service areas a t the  Clarkston Mental 

Health Clinic: Intake and Crisis Service, Child and Adolescent

Services, Community Support Service (CSS), and the Mental 

H ealth/M ental Retardation (MH/MR) Service, the subunit th a t is the 

responsibility of the  policy manager in th is study. Additionally, the 

Mental Health Division opera tes two regional services in rural areas of 

the county: the  Susanville Mental Health Clinic and the New Gotha 

Mental Health Clinic. The Substance Abuse Division is organized 

around four service subdivisions: the Methadone Maintenance
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Program, the  Alcohol Abuse Program , the  Alcohol Day T reatm ent 

Program , and the Drug Abuse Program .

Figure 3 on page 70 shows the way the  MH/MR unit in terac ts 

with o ther agencies in the county, agencies described in the following 

sections. I t  dep icts the  organizational se t and interactional frequency 

a t the community level.
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Figure 3. Interaction Frequency of the BCMHS MH/MR Service.

Residential
Services

Vocational
Services

Residential
Services

Day Treatment Program

Alpha Community 
Industries, Inc.

Case Management 
Services

Good Samaritan 
Hospital

Vocational Services 
(sheltered workshop)

Residential Services 
(Hopewell Manor)

Clark Valley 
Psychiatric Center 

(CVPC)

Bethany County Department 
of Social Services (DSS)

Bethany Association 
of Retarded Citizens 

(BARC)

Clark Developmental Disabilities 
Services Board (DDSB)

Bethany County 
Probation Department

Bethany County 
Parole Department

Mental Health/Mental Retardation 
(MH/MR) Service

Bethany County Mental Hygiene 
Services (BCMHS)

Key:
Frequent contact 
Occasional contact 
Infrequent contact

70

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Chapter 5

Alpha Community In dustries, Inc.

Alpha is a private, n o t-fo r-p ro f it  human service agency in 

Bethany County providing vocational and residential program s for 

m entally disabled persons. I t  is licensed by both the S tate Bureau of 

Mental Hygiene (BMH) and the S ta te  Bureau of Developmental 

Disabilities and Mental Retardation (BDDMR).

Alpha is a con trac t agency of BCMHS: BCMHS acts as a conduit 

through which Alpha receives its s ta te  funding monies. BCMHS also 

m onitors Alpha’s operations and budgets. Additionally, BCMHS 

provides financial resources to Alpha.

Of m utual in te res t betw een these two agencies are the clients 

served alm ost all the mentally ill clients served by Alpha are also 

clients of BCMHS.

Alpha accepts dually diagnosed persons into the ir vocational 

program s as long as each c lien t’s behavior is appropriate for a work 

environm ent. The program s are therefo re  a resource for only 

higher-functioning dually diagnosed clients.

Clark Developm ental D isab ilities Services Board (DDSB)

The Clark DDSB is one of 15 regional offices as part o f the 

netw ork of the  s ta te  Bureau of Developmental Disabilities and Mental 

R etardation (BDDMR). The DDSB catchm ent area includes Bethany, 

Jones, and Whitman Counties. Each county has its  own service 

delivery system .

Clark DDSB did not have a positive working relationship with 

BCMHS when the work of the  policy manager described in this study
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began . As e lsew h e re , th e se  tw o  g o v e rn m en ta l ag enc ies— one s ta te  

(DDSB) and one county (BCMHS)—viewed th e ir mission and services 

as very separate . Clark DDSB historically provides services for the 

developm entally disabled, and BCMHS provides services for the 

m entally ill. Service provision for the dually diagnosed had not been 

adequately dealt with by either agency.

Bethany Association fo r  R etarded Citizens (BARC)

BARC is a large human service agency, licensed by BDDMR, th a t 

provides a full spectrum  of services for m entally re ta rded  people. 

Several of the clients o f the BCMHS MH/MR Service reside in a 

com m unity-based residential program  a n d /o r a ttend  a vocational 

program  operated  by BARC.

T here is no agreem ent betw een BCMHS and BARC regarding 

services for duaiiy diagnosed clients.

At MR/DD Subcom mittee m eetings, the assistan t executive 

d irec to r of BARC has repeatedly  said th a t BARC does not know how to 

deal w ith dually diagnosed clients and is therefo re  re luc tan t to accept 

them  into th e ir programs. Additionally, BARC tends to take a 

provincial approach to serving developmentally disabled individuals: 

I ts  executive d irec to r was vehem ently opposed to  the developm ent of 

a centralized point o f en try  for services, which had been 

recom m ended by the MR/DD Subcommittee.
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H o sp ita ls  f o r  I n p a tie n t P s y c h ia tr ic  C are

T here are two inpatien t psychiatric resources in the area: Good 

Sam aritan Hospital and Clark Valley Psychiatric C enter (CVPC). Good 

Sam aritan is a private local hospital th a t has a 60-bed psychiatric 

unit. The S ta te  Community Mental Hygiene Law requires that 

refe rra ls  for psychiatric hospitalizations m ust f i r s t  go to the local 

hospital. However, this hospital usually accepts only acute care cases 

(as opposed to those with chronic mental illness) and som etim es 

refuses to  adm it persons who carry  a mental re ta rdation  diagnosis.

CVPC is a s ta te -o p e ra te d  facility. I t  can be very difficult to  get 

a m entally re ta rded  person adm itted  there , too.

The lack of adequate inpatien t psychiatric care in this community 

has been a m ajor obstacle to  providing services fo r dually diagnosed 

clients. The hospitals do not w ant to adm it persons who have a 

diagnosis of mental retardation . Many of the adm itting psych iatrists 

perceive m aladaptive behavior as being associated only with the  

condition of m ental re ta rd a tio n  (see the discussion of diagnostic 

overshadowing in chapter 3), even though th is maladaptive behavior 

could be associated with a co -ex is ten t psychopathology, even a clear 

DSM III-R  diagnosis. The hosp ital’s response is variable, depending 

on who the  adm itting p sych ia tris t is a t th a t particu lar time. Some of 

the adm itting psychiatrists, particu larly  a t CVPC, s ta te  th a t they  will 

not adm it persons who have m ental retardation . Sometimes, a fte r  

such a refusal, the BCMHS d irec to r steps in to resolve the situation 

with the CVPV director.
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Crim inal Justice System

Occasionally, the MH/MR subunit receives re fe rra ls  from either 

the county probation departm ent or the county parole departm ent. 

Currently, fo r example, MH/MR has one client who is on parole and 

another who is serving a te rm  on probation.

Although s ta f f  from  MH/MR have had a good working relationship 

with the  s ta ff  from  the criminal justice system , there  remains critical 

unresolved issues. Starvis (1981, p. 3) pointed out that:

The th ree  phases of th e  criminal justice system —arrest, trial 
and punishm ent—all pose special problem s for a person with 
a disability because the  law presum es a person ’s competence 
to  understand and exercise legal rights until it  is shown th a t a 
person cannot do so by clear and convincing evidence.

Bethany County D epartm ent o f  Social Services (DSS)

DSS is the  agency to  which one applies fo r Medicaid, food stam ps, 

and o ther en titlem en t program s. Additionally, this agency authorizes 

o ther program s, such as emergency grants and adult protective 

services. Since virtually  all the 80 clients o f the MH/MR Service are 

on Medicaid, contact with DSS by MH/MR s ta ff  occurs on an 

as-needed basis.

The relationship is good betw een MH/MR and DSS. The clients 

have already been determ ined and classified as m entally disabled, and 

DSS is not concerned w hether the disability is mental retardation  or 

mental illness. T herefore , there  is no issue of te rrito ria lity  with 

respect to  prim ary versus secondary diagnosis, as there  is with o ther 

agencies.
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Policy Management in the Local-Level Network

American decision-making style is typically oriented toward crises 

fire fighting, of course, is m ore dram atic and exciting than fire 

prevention. Tropm an (1984) points out th a t adm inistrators often 

offer the excuse th a t the ir inability to plan is because they m ust deal 

with a cu rre n t crisis, whereas the  opposite is more likely the case: 

Their c u rre n t crisis is the  resu lt of their inability to plan. Policy 

management deals with fire  prevention, however, not on managing 

fires th a t are already blazing out of control.

To achieve this prevention, the policy manager m ust ensure the 

developm ent of policy ideas long before they are needed. He ensures 

a supply of ideas and alternatives and then fosters them through 

ratification  by an appropriate  policy-making body. As regards a 

community policy, such as one focusing on the  needs of the dually 

diagnosed in Bethany County, he m ust work within a network of 

overlapping organizations with conflicting in te rests  and goals to 

develop a coheren t policy th a t clearly benefits its focus population. 

Specifically, such a policy may lay the foundation for implementing 

procedures for com m unity-based care: how discharges take place, 

what conditions are appropriate  for intake, which agency is 

responsible fo r what.

The MH/MR Service is a subunit within the BCMHS policy arena; 

it deals w ith a complex and unstable environm ent. I t  m ust take into 

account the  in te res ts  and goals of o ther agencies, and it m ust be 

proactive in its  stra teg ic  response to those agencies—always with its
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fo cu s  on  i t s  ow n policy agenda: to  im p ro v e  th e  s e rv ic e s  fo r  th e  dually  

diagnosed in Bethany County.

One clear advantage of a good working relationship with o ther 

groups in the  local netw ork is the exchange of ideas: The MH/MR 

subunit can determ ine how well a proposed policy idea m eshes with 

c u rren t thinking by “bouncing it o ff” another group; this is a good 

way to check ideas with those who might be affected by them. 

Conversely, the o ther group can be a source of valuable a lternative 

ideas. T here is often an im portan t advantage in involving the o ther 

group in the  decision-making process.

W hat Policy I s  Not

As Tropman. (1984) points out, successful policy m anagem ent 

requ ires an awareness of the distinctions betw een policy and planning, 

policy and practice, and policy and adm inistration.

Policy versus Planning: Far too often , planning takes place 

w ithout a realistic  policy backing it  up. Policy is a general mission: I t  

defines goals to be achieved, and it  is formally ratified . In our local 

context, policy is ra tified  by the Bethany County Office of Community 

Services (OCS) and defines goals for providing m ental health services 

to  m entally re ta rd ed  persons. Planning, on the o ther hand, is m ore 

specific; i t  accomplishes and im plem ents goals defined by the policy.

Policy versus Practice: Policy is w ritten  and legally approved, 

w hereas p rac tice  is what is actually done. For example, a policy in 

Bethany County could se t fo rth  how and by whom services for th e
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dually  d iag n o sed  sh o u ld  b e  p ro v id ed , w h e rea s  th e  p ra c t ic e  a t  C lark 

Valley Psychiatric  Center has been to re jec t clients w ith a diagnosis 

of m ental re tardation , even when these clients could undeniably be 

also diagnosed as m entally ill.

Policy versus A dm inistration: This d istinction is som etim es a bit 

trick ier, since the policy manager is usually a t the cen ter o f the 

policy-adm inistration in terface, and an adm inistrator often  acts with 

the au thority  of policy. An adm inistrator in te rp re ts  policy and “se ts” 

i t  by com m itting an organization to  a course of action. For example, 

the d irec to r o f BCMHS is “on deck,” in charge of day-to-day  

operations; he can in te rp re t a policy mandated by OCS, can respond 

to  OCS directives, and can p resen t alternatives. On the  o ther hand, 

the  adm in istra to r is often  so involved with day -to -day  operations, 

tha t he cannot deal with nuances of policy developm ent (finding it too 

theoretical and academic); he delegates the policy managem ent role to 

a subordinate. For dual diagnosis issues, th a t subordinate is the 

d irec to r of the  MH/MR subunit. Using MH/MR as a vehicle, the 

policy manager in th is study  has the  time, unavailable to the d irec to r 

of BCMHS, to  advocate fo r the in te res ts  of clients, to  gather and to 

dissem inate relevant inform ation about th e ir plight, and to a ttend  

com m ittee m eetings specifically authorized to  generate  policy 

options.

The Policy Process

The policy manager moves ideas through a policy process, 

thoroughly described by Tropm an (1984). F irs t, the problem  to be
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a d d re sse d  b y  th e  policy  m u s t be  defined ; h e re  th e  policy m an ag er 

m ust pull toge ther a large num ber o f ideas about the  nature of the 

problem. I t  is in th is problem  phase th a t the policy manager has the 

g rea test leverage: Defining the problem  correctly  causes all else to 

follow. In  defining the problem , the policy manager m ust appreciate 

the p roblem 's urgency and its  im portance; he needs to se t some 

priorities.

The second phase of the  policy process is option generation. 

Chapter 4 described some prelim inary options generated by survey 

respondents. The policy manager reviewed these options, thinking of 

ways to e laborate  them , consolidate them  with o ther options from  a 

task force, evaluate them  in term s of their reasonableness and 

feasibility, and finally to reduce th e ir num ber to the manageable few 

described la te r  in this chapter. The next section describes how 

essential com m ittees are in th is phase, which is really a group effo rt. 

The policy manager him self, though, m onitors the progress of this 

com m ittee work, including the work on proposal drafts. He also 

obtains review and concurrence by o ther groups, both those who will 

need to authorize the policy and those who will be affected by it. He 

then ad justs the  proposals based on the feedback he receives.

The th ird  phase is ratification  by a legitim ate authority . Here the 

policy manager m ust s te e r  the proposal through bureaucratic 

obstacles and work to make it palatable. In the example of this 

study, the au thority  is the Office of Community Services (OCS). The 

policy m anager ensures, from  the preceding phase of feedback 

gathering, th a t the views of key decision makers are taken into
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account in the final proposed recommendations. I f  necessary, the 

policy m anager makes revisions until the ratifie rs are satisfied.

During the fourth  phase, the ratified policy is implemented with 

detailed plans and guidelines; here the policy maker helps 

adm inistrators d ra ft the guidelines. The policy manager might 

develop some so rt of trial application. The implementing plans can 

be a group of supportive subpolicy regulations and definitions. This 

phase is the  tactical follow-through.

The final phase is when the policy is realized in actual program s 

here the policy manager has an oversight role and remains a le rt to 

problem s—problem s th a t m ust be addressed in a new policy cycle. 

For the policy process is a cyclical, not a linear, process; it can be 

called a policy loop.

The policy manager primarily focuses on the  movement of ideas 

through th is process. He ensures th a t enough e ffo rt has been spen t 

on problem  definition, b u t not too much; that enough options have 

been proposed, b u t not too many. He enjoys a very powerful position 

because he can devote m ore time than o thers can on policy 

developm ent, because he possesses vast am ounts of information 

relevant to the  policy, and because he is. rep resen ted  in many 

com m ittees.

Working with Com mittees

A m ajor se tting  for policy management is the comm ittee the 

policy manager m ust shepherd ideas though various stages and levels 

in the con tex t o f com m ittees. As Tropman (1984) points out,
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c o m m itte e s  m ade th e  policy  m an ag e r’s w ork  e a s ie r : T h e re  a re  m ore  

people w ith whom to talk over issues. Com m ittees are the arena for 

policy brainstorm ing and option generation, consensus building—and 

som etim es ratification .

The policy m anager in th is study is involved with many 

com m ittees, which con tribu tes to  his powerful position. Not only is 

he in charge of the  MH/MR subunit, but he rep resen ts  BCMHS on 

several com m ittees: He serves as a s ta ffe r  on the MR/DD

Subcom mittee; he partic ipa tes in mental re ta rdation  providers’ 

meetings; he serves on a d ispute resolution subcom m ittee; he 

rep resen ts  BCMHS at the S ta te  Conference of Mental Hygiene 

D irectors’ Mental R etardation Committee; he participates in Clark 

DDSB’s Community Residential Advisory Board; he participates in 

adm ission-discharge com m ittees from  several agencies in the local 

mental hygiene system .

With such wide involvem ent with such diverse groups of people, 

the policy m anager is well situa ted  to focus a tten tion  on and obtain 

support for his policy proposals. He can also b e tte r  ensure th a t 

these proposals are  brought to  the  appropriate  policy setting.

The Dual Diagnosis Task Force (DDTF)

Since 1987, the  MR/DD Subcom m ittee has been very concerned 

about the  plight o f  the dually diagnosed in Bethany County. In th a t 

year, its  chairperson, who was also a m em ber o f OCS and a pa ren t of 

a consum er of m ental re ta rd a tio n  services, joined the policy manager
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of th is  s tu d y  to  g e t OCS ap p ro v a l fo r  th e  fo rm a tio n  o f  th e  Dual 

Diagnosis Task Force (DDTF). The task  force was composed of 

rep resen ta tives from  OCS, the  MR/DD Subcom m ittee, and local 

organizations dealing with developm ental disabilities. They were 

concerned with interagency policy; this was an opportunity  for 

in terface w ith professionals outside BCMHS to  generate ideas leading 

to a policy encompassing proposals from  both BCMHS and o ther 

agencies in the county. They could build a coalition advocating 

services for the  dually diagnosed throughout the county.

The objectives of the task  force were as follows:

1. To survey the  needs of the dually diagnosed;

2. To view the existing program s and services for th is population;

3. To identify  the  gaps; and

4. To generate  options into a coherent proposal for a policy to 

address these  deficiencies in the service system .

Problem  Iden tifica tion

Over a series of m eetings betw een February and Septem ber 1988, 

the task force studied the problem  of provision of services to  the 

dually diagnosed in Bethany County, with th e  ob ject of making a 

series of recom m endations fo r required  action. The task force 

carefully considered recen t needs studies done by both BCMHS and 

reviewed relevan t lite ra tu re  provided by the  policy manager (see 

chap ter 3). They also reviewed the 1985 survey described in chapter
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4 , o u tlin in g  th e  n eed s  o f  th e  c o u n ty 's  dually  d iagnosed  and id en tify in g  

gaps in services. Inpu t was also solicited from  both providers and 

consum ers o f services to th is population.

In  the  background section of th e ir report, the task force 

identified the problem s th a t would be addressed by an effective 

policy for delivering services to the dually diagnosed. I t  noted th a t 

no t only w ere the dually diagnosed obliged to struggle through their 

lives with the two heavy burdens of their diagnoses, they also had few 

services open to them. In fact, many services were discrim inating 

against them . Even supposedly accessible services were burdened 

with long waiting lists, involved considerable commuting, or both. 

Service p roviders typically had training and expertise  in either m ental 

health  or m ental retardation—but not both. In short, there were not 

enough available services, and there  was too little  training among 

professionals.

Option Generation

Working on the task force, the policy manager helped to discover 

and generate  relevant ideas dealing with the identified problem s. He 

also helped to  prioritize the options; he shaped them , reviewed them  

again and again, and trim m ed them. He w rote and rew rote num erous 

d ra fts  until six concrete proposals emerged:

♦ Support for an interagency cooperative agreem ent between the 

two s ta te  agencies (BMH and BDDMR) and its  guidelines for 

services for the dually diagnosed.
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♦ The provision of services for the dually diagnosed by any existing 

program  appropriate  to their needs, and the provision of 

specialized services whenever needs cannot be m et by existing 

program s. Decisions on services required should be made on a 

case-by-case  basis.

♦ A com plete continuum from  m ore restric tive  to less restric tive  of 

specialized community services, both day and residential, for any 

dually diagnosed clients who require them.

♦ The developm ent of the  dually diagnosed psychiatric inpatient 

trea tm en t program s, a com m unity-based crisis residence, 

supervised apartm ents, and the expansion of day trea tm en t and 

sheltered  workshop programs.

The developm ent of cooperative jo in t training of mental health and 

mental re tardation  professionals and paraprofessionals. Since 

dually diagnosed clients may benefit from both mental health and 

mental re tardation  trea tm en t models of care, a cross-fertilization 

of ideas, a sharing of skills, and a consistency of approach on a 

systemwide basis should be encouraged.

♦ F urther study, possibly by another task force, to identify dually- 

diagnosed school-age children, in order to increase school board 

awareness and to implement available testing.
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These proposals were far m ore concrete than the  brainstorm ing 

options generated  by the survey respondents of chap ter 4. Some of 

those earlier options are  no t p a r t  of the task force recom m endations, 

bu t qu ite  a few are, in a much more developed form. For example, 

the “sponsor training” of chap ter 4 is now the n e x t- to - th e - la s t  item  

in th e  preceding list.

Now it was the  task o f the  policy manager to s te e r  the proposals 

through the bureaucratic  obstacles and work to make the proposals 

palatable to  the ratifying OCS board. Not all the proposals were 

ratified , as the  following sections will reveal; but for those th a t were, 

the  policy m anager helped to  im plem ent them  with detailed plans and 

guidelines, and is now helping to  m onitor actual program s. The 

following sections describe the fu rth e r policy development, of the task 

force proposals.

Cooperation between the State Agencies

The task  force recom m ended support for local interagency 

agreem ents between the  m ental health and m ental re ta rdation  

system s based on a 1988 Cooperative Agreem ent, developed a t the 

s ta te  level and described in chap ter 6. This agreem ent, endorsed by 

the respective  com m issioners of BMH and BDDMR, laid the fram ew ork 

and guidelines for local levels of agreem ent to articu la te  a service 

plan to address the m ental health  needs o f the dually diagnosed.

The task  force urged the  d irector of BCMHS to  im plem ent a 

local-level plan to  coordinate activities betw een the m ental health  and
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m ental re ta rd a tio n  system s in o rder to  address the m ental health 

needs of dually diagnosed persons. The d irec to r assigned th is task to 

the policy manager, who then chaired a com m ittee composed of 

rep resen ta tives from  the two system s. The com m ittee d rafted  a 

local-level docum ent articulating the conditions o f accessibility to 

ou tpatien t and inpatien t m ental health services. Over a period of 

eight m onths, the  policy manager with his com m ittee developed 

guidelines to  enable dually diagnosed persons to be adm itted into the 

m ental health  system  if th e ir  diagnosis w arranted.

One re su lt o f these guidelines, once im plem ented, was th a t 

inpatien t psychiatric  facilities a t Clark Valley Psychiatric Center 

(CVPC) and Good Sam aritan Hospital were m andated to assess the 

psychopathology of m entally re ta rded  persons re fe rre d  to them by 

BCMHS. A nother resu lt was th a t now a form al procedure was in place 

to allow re fe rra ls  of mentally re tarded  individuals to BCMHS because 

of th e ir behavioral and emotional problem s to assess w hether they 

had a psychopathology and needed trea tm en t.

Specialized Treatment on a Case-by-Case Basis

The task  force recognized th a t some individuals require  

specialized services in one or m ore areas— such as residential 

program s, day program s, psychiatric services, and case management. 

They recognized th a t some clients may requ ire  such services for only 

a lim ited tim e before they could be in teg ra ted  into existing 

program s. T herefore , the  task force recom m ended th a t clients who
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need  sp ec ia lized  s e rv ic e s  n o t  available in  ex is tin g  p ro g ram s b e  

provided them , and th a t the decisions for such services be made on a 

case-by-case basis.

OCS approved this proposal, and BCMHS made agreem ents with 

various con tract agencies and s ta te  facilities to im plem ent the needed 

specialized program s. Sometimes disputes have arisen betw een 

BCMHS and Clark DDSB or between BCMHS and CVPC, as described in 

the next section, bu t generally, the programs are working well.

In the planning stage of the policy process, the policy m anager 

had to  solve a problem  of duplication of waiting lis ts  for services 

among service providers. Some clients were on waiting lists from  

more than one agency. The policy manager established a 

“clearinghouse” database, using each client’s social security  num ber, 

of vacancies and re fe rra ls  to residential and vocational program s. 

Now providers and the  county government (BCMHS) could plan 

services based bn real num bers.

A Continuum of Services

The task force recommended tha t there be a com plete continuum  

of specialized community services—both day and residential—for any 

dually diagnosed clients who required them. Recognizing the potential 

for progress and growth in clients, the task  force recom mended th a t 

the continuum extend from  m ore restric tive  (inpatien t psychiatric 

care, a dual diagnosis day trea tm en t program ) to less res tric tiv e  

(supervised apartm ents, com petitive employment).
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OCS approved this proposal. Over the las t few years, the OCS 

Local Government Plan, embracing the language proposed by the 

policy m anager, has addressed the needs of the dually diagnosed 

persons in Bethany County. Through the Local Governmental Plan, a 

num ber of services have emerged. A day trea tm en t program has been 

established by the Developmental Disabilities Office of Bethany 

County, which is a local branch of BDDMR. The Local Government 

Plan docum ents the need for a continuum of services for dually 

diagnosed persons in the county. Additionally, OCS, as well as agency 

providers, have been planning services for this population and will 

im plem ent a continuum of services as funding perm its.

T hree o ther developments resulted  from  or were furthered  by 

th is task force resolution: Hopewell Manor Community Residence, the 

DDSB day trea tm en t program, and a b e tte r  working relationship 

betw een BCMHS and Bethany Association for Retarded Citizens 

(BARC). These developments are described in the following sections.

Hopewell Manor Community Residence

In 1988, Alpha Community Industries developed Hopewell Manor, 

a specialized community residence for dually diagnosed persons. I t  

was designed to  serve 12 young adults with prim ary psychiatric 

d isorders and secondary diagnoses of mild mental retardation  or 

borderline intellectual functioning. I t  is one of the three community 

residences fo r the dually diagnosed th a t is licensed by BMH.

The ta rg e t population is characterized as having severe behavioral 

problem s, often  exhibiting aggressive behavior. The staff, who had
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little  o r no tra in in g , had a d iff ic u lt tim e  dealing w ith  th e se  

situations. When a violent episode occurred, the s ta ff initially 

responded in a negative or punitive fashion, which only reinforced the 

clien ts’ m aladaptive behaviors.. As a resu lt of the intense problem s at 

Hopewell Manor, Alpha asked BCMHS to provide mental health 

services for the Hopewell Manor clients and consultation to its  staff. 

BCMHS now provides weekly therapy sessions a t Hopewell. The 

decision as to  the types and kinds and frequency of mental health 

services was le ft to  the discretion  of the policy manager.

The policy m anager also sits  on Hopewell’s adm issions/discharge 

com m ittee. All clients re fe rred  to Hopewell Manor are screened by 

the MH/MR subunit; MH/MR can assess if there  is a DSM III-R  

psychiatric diagnosis. I t  is im portan t to d ifferen tiate  a behavioral 

problem  versus the existence of psychopathology. This issue is 

im portant no t only for trea tm en t implications, bu t also to help ensure 

client accessibility into o ther m ental health program s.

Hopewell Manor has helped fill a residential void in this 

community. As a com m unity-based residential facility, it. serves a 

challenging population th a t requires a g reat deal of mental health 

support and intervention.

The DDSB Day Treatm ent Program

Clark DDSB decided to  develop a dual diagnosis day trea tm en t 

program  because of the  closure of a similar program  run by the 

county. I t  was clear th a t there  was a void in the community, and 

DDSB’s deputy d irec to r fo r community services came forward and
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ag re ed  th a t  h e r agency  w ould  o p e ra te  th is  n eed ed  day  p ro g ram . As a 

tem porary  m easure, DDSB originally ren ted  th ree  small rooms from 

Alpha Industries as a facility  fo r a pilot program . DDSB has since 

purchased a building for the provision of dual diagnosis day trea tm ent 

and began operation of the 3 5 -slo t program  in 1992.

The policy manager lobbied for and obtained a le tte r  of 

agreem ent with s ta te  officials, and now BCMHS, through the MH/MR 

subunit, provides m ental health  services to  the clients in DDSB’s 

dually diagnosed day program . MH/MR provides individual counseling, 

group social skills training, and m edication trea tm e n t services for the 

clients who attend  the program . A social w orker from  the MH/MR 

team  works on s ite  a t the  program  on a p a rt- tim e  basis. The clients 

are  brought to the BCMHS clinic to see the p sych ia tris t on a monthly 

basis—or m ore often , if  needed—because the  program  does not have 

its  own psych iatris t on sta ff.

The program  has been o f  value to the  clients who use it because 

the  persons in the  program  are  a high-risk group for psychiatric 

hospitalization. These c lien ts had not been able to be m aintained in 

o ther com m unity-based program s. They had been e ither term inated 

from  vocational program s or not perm itted  entrance to e ither 

vocational services or o th e r day program s due to  their severe 

behavioral problem s.

But th e  DDSB program  does not fill all the county’s needs. For 

example, the  d irec to r o f Alpha Industries had been expecting many of 

the Hopewell clients to . a tten d  the  DDSB pilot program  in the th ree 

small room s DDSB was renting  from  Alpha. In fac t, over the course
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o f th e  la s t  few  y e a rs , se v e ra l c lie n ts  fro m  H opew ell had been  den ied  

access into the  pro jec t operated  by DDSB; they did not m eet the 

eligibility requirem ent as se t  fo rth  by BDDMR, because their I.Q.’s 

were above 69. A fter the  closure o f the county program , many other 

clients had not found appropria te  day program  services, since they, 

too, had no t been able to m eet the  s ta te ’s eligibility criteria.

Nonetheless, the relationship between BCMHS and Clark DDSB has 

significantly improved over the  last few years, due mostly to 

MH/MR’s work with the DDSB clients. Also, monthly meetings are 

held betw een represen ta tives from  BCMHS and DDSB to discuss 

system ic issues an d /o r c lien t-re la ted  concerns th a t are of in te re s t to 

both agencies. The policy m anager rep resen ts BCMHS a t these 

meetings. When DDSB obtains a new client, the policy manager 

determ ines what mental health services may be appropriate.

The BCMHS-BARC Working Relationship

Although th ere  is no form al agreem ent between BCMHS and 

Bethany Association for Retarded Citizens (BARC) regarding services 

for dually diagnosed clients, the  policy manager has developed 

informal agreem ents pursuan t to the task  force recommendation. 

Now line s ta ff  from  both  organizations have developed positive 

relationships, and there  is con tact on a regular basis regarding the 

trea tm en t and care of mutual clients. A social worker from  the 

MH/MR subunit provides individual therapy on site  at the  BARC 

sheltered  workshop. A room is provided for this purpose.
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Inpatient Treatment, Crisis Residence, Programs

The task force recommended th a t psychiatric inpatient trea tm en t 

program s and a com m unity-based crisis residence be established for 

the dually diagnosed. In line with their preceding recommendation, 

the task force recommended program s on the less-res tric tive  end of 

the continuum  as well: supervised apartm ents, and the expansion of 

day trea tm en t and sheltered workshops programs.

The BCMHS director assigned the policy manager to work with 

o ther agencies to develop a plan for accessibility to inpatient 

psychiatric services, pursuant to  the BMH-BDDMR 1988 Jo in t Agency 

Cooperative Agreement (described in chapter 6). The policy manager 

worked with Clark Valley Psychiatric Center (CVPC), Good Samaritan 

Hospital, and Clark DDSB. The policy manager chaired the working 

com m ittee.

This com m ittee m et approxim ately eight tim es, and in 1990, 

d rafted  a le tte r  of agreem ent tha t was endorsed by high-level 

officials from  BCMHS and the other agencies. The agreem ent 

articu la tes the detailed procedures for accessing mental health 

ou tpatien t and inpatient services for mentally re ta rded  persons who 

may need such services. The following is an example of the detailed 

procedures outlined in the agreement:

♦ A dually diagnosed client who, because of a mental illness episode, 

needed emergency service during work hours would be initially 

assessed by the BCMHS Intake and Crisis Service. I f  the episode
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o c c u rre d  in  th e  even ing  o r ' on  th e  w eekend , Good S am aritan  

Hospital would perform  the assessm ent.

♦ I f  the initial assessm ent determ ined tha t no fu rth er psychiatric 

services were needed, the c lien t would be released to the custody 

o f the residential program  o r o ther appropria te  safe living 

environm ent (defined explicitly in the agreem ent).

♦ I f  fu rth e r ou tpatien t services were needed, the  client would be 

re fe rred  to  the MH/MR Service.

♦ I f  inpatien t psychiatric hospitalization was needed, the client 

would be adm itted  to Good Sam aritan Hospital.

-  The CVPC mobile outreach team  would determ ine with Good 

Sam aritan Hospital if the  c lient w arranted referra l to CVPC.

-  BCMHS would a rb itra te  d ispu tes over such referra ls.

-  A trea tm en t plan would be developed within 72 hours. BCMHS 

would a ssis t with plans fo r  clients known to it.

The le tte r  of agreem ent im proved the  access of the  dually diagnosed 

to inpatien t m ental health services at CVPC, a problem  discussed 

earlier in th is chapter.

The need for a free-stand ing  crisis residence is mentioned in the 

local-level agreem ent. T here was an acknowledgment by the parties 

of the  agreem ent th a t there  is a need for a crisis residence, bu t 

funding a t the s ta te  level has no t been available.

92

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



C hapter 5

Joint Training

The task force recom m ended cooperative jo in t training of m ental 

health and m ental re ta rd a tio n  professionals and paraprofessionals. 

Such training, the task force  claimed, would encourage a 

cross-fertilization  of ideas, the  sharing of skills, and a consistency of 

approach on a system w ide basis.

C ross-fertilization  is taking place betw een the  MH/MR unit and 

con tract agencies as well. The s ta f f  o f MH/MR consults every o ther 

week w ith the s ta ff  o f Alpha In d u strie s ' Hopewell House to share 

ideas.

Also, the MH/MR subunit and the  DDSB Dual Diagnosis Day 

Program have developed a shared  staffing arrangem ent. DDSB has 

provided a fu ll-tim e case m anager who works in the  MH/MR subunit 

at BCMHS. Although he is actually employed by Clark DDSB, the 

supervision and assignm ents em anate from  MH/MR under the 

direction of the  policy manager. Conversely, an M.S.W.-level social 

worker from  MH/MR provides individual counseling and group therapy 

on a p a rt- tim e  basis a t the DDSB day program . This arrangem ent 

fosters interagency collaboration through an exchange of knowledge 

and skills.

The MR/DD Subcom m ittee suggested th a t an interagency 

conference be developed to address the needs of the  dually diagnosed 

population. The policy m anager chaired a conference planning 

com m ittee, which included rep resen ta tiv es from  all the major m ental 

health and m ental re ta rd a tio n  agencies. In  Septem ber 1989, this
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com m ittee sponsored a one-day conference th a t was attended by over 

200 professionals. The conference was not only highly successful in 

training professionals and paraprofessionals in the  care and trea tm en t 

of the dually diagnosed, b u t it  also facilitated  interagency 

cooperation.

In 1992 the d irec to r of BCMHS requested  th a t the two 

subcom m ittees MR/DD and Mental Hygiene collaborate on examining 

the issues related  to the  dually diagnosed population. The policy 

manager recommended th a t another full-day conference co-sponsored 

by all the mental health  and mental retardation  agencies in Bethany 

County. This recom m endation was passed by the subcom m ittees, and 

the policy m anager was assigned to chair a com m ittee, composed of 

rep resen ta tives from  both  system s, to organize the conference to be 

held in 1993. The fac t th a t o ther agencies have com m itted time and 

money tow ard planning the  conference ensures their seriousness 

about dealing' with the dually diagnosed population. W ithout the 

vigorous involvement of both  the mental health and the m ental 

retardation  system s, the  problem s of this population cannot be 

adequately addressed.

Identification of School-Aged Dually Diagnosed

The task force recom m ended fu rther study to identify dually- 

diagnosed school-age children, in o rder to increase school board 

awareness and to im plem ent available testing. Rather than another 

task force, however, a large forum  was arranged to  discuss this
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issue. I t  was attended by public school adm inistrators and special 

education teachers, agencies serving children, and officials from  the 

mental health and mental retardation  agencies. Two salient 

conclusions were reached:

♦ There are developmentally disabled children in the school system , 

and some of these children also have concom itant mental health  

problem s.

♦ Those mentally retarded  children who have m ental health problem s 

were already receiving the appropriate  services, to m eet the ir 

needs.

Summary

This chapter described how the policy manager helped to develop 

a coherent local-level policy for delivering services to the dually 

diagnosed, especially through his work with the Dual Diagnosis Task 

Force and his shepherding the ir recom mendations into ra tified  and 

im plem ented policy in Bethany County.

The policy manager was a powerful influence because he could 

devote far more time than o thers could to  policy development, 

because he had access to a wealth of inform ation relevant to  the 

policy, and because he was active on many com m ittees. His fostering 

of a netw ork of information and contacts had gradually placed him in 

a very influential position. By establishing and nurturing
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relationships with o ther key players and, a fte r  diligent com m ittee 

work, by earning the ir tru s t, he found him self steering  policy toward 

the dually diagnosed in Bethany County.

The next chap ter explores the statew ide policy environm ent and 

describes how the policy manager lobbies to influence s ta te  policy 

toward the  dually diagnosed.

96

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



Chapter 6 
Policy Lobbying: 

The State Environment

The dually diagnosed population p resen ts unique service 

challenges to  both  s ta te  and local levels of governm ent. Although the 

context o f th is study  of policy developm ent for the dually diagnosed 

is a t a county level, the m ental re ta rdation  and mental health services 

involved a re  all licensed and regulated a t the s ta te  level. This 

chapter describes the sta te -leve l m ental hygiene policy environm ent, 

in particu la r how i t  re la tes to  the  dually diagnosed. The chap ter 

focuses on the two agencies responsible fo r statew ide policy tow ard 

the m entally re ta rded  and the mentally ill, describes policy initiatives 

by these agencies, examines a cooperative agreem ent between them, 

and analyzes the effectiveness of th a t agreem ent.

The chap ter suggests ways th a t a policy manager m ight deal with 

the in tricacies of the agencies’ interorganizational relationship and act 

as lobbyist to influence social policy—acknowledging, however, that 

such lobbying has m et w ith little  success so far in this particu lar 

s ta te  policy environm ent. Lobbying e ffo rts  on the p a rt of the policy 

manager m ust occur over a long period of time. Influencing the 

s ta te -lev e l environm ent is a struggle and a long-term  activity.

Beginning in the m id-1970s and persisting  to the p resen t has 

been a nationwide m ovem ent to separa te  the  mental re tardation  

service system  from  th e  m ental health system  (Swanson and  

M enolascino, 19S3). In the s ta te  under study, before 1978, the
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State D epartm ent of Mental Hygiene regulated and licensed program s 

for both  the  m entally re tarded  and the m entally ill populations; 

services for these  two populations were delivered under one policy 

and adm inistrative umbrella. But in th a t year, the D epartm ent of 

Mental Hygiene was disbanded, and two separa te  departm ents were 

established: the Bureau of Developmental D isabilities and Mental 

R etardation (BDDMR), which plans, coordinates, and regulates 

services for the  s ta te 's  mentally re ta rded  and others with 

developmental disabilities; and the Bureau of Mental Hygiene (BMH), 

which does the same for the mentally ill. Each agency has its own 

commissioner, regulations, and procedures.

Separating the  services is an example of statewide policy. A 

successful policy, as Tropm an (1984, p . 114) asserts, needs a 

“stra teg ic  perspective" th a t system atically accounts for the policy 

context and external environm ent, and also accounts for how that, 

context and environm ent change. U nfortunately, the policy of 

separating services was unclear about how the two agencies should 

work with each other: Only when a crisis developed in the delivery of 

services to  a population neither agency was serving was an agreem ent 

hastily patched together.

Bureau of Developmental Disabilities and Mental Retardation

The Bureau of. Developmental Disabilities and Mental Retardation 

(BDDMR) opera tes within the s ta te  governm ent in accordance with 

m andates derived from the s ta te  constitu tion and the S tate Mental
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Hygiene Law of 1954. T hat law requires th a t BDDMR plan for 

m eeting the overall service needs of all developmentally disabled 

persons w hether they reside in s ta te -o p era ted  facilities, live a t home, 

o r reside in program s operated  by the  private sector.

Eligibility fo r BDDMR services is determ ined by definition, 

according to  the S tate  Mental Hygiene Law. Developmental d isab ility  

is defined as a disability o f a person that:

♦ Is a ttrib u tab le  to  m ental retardation , cerebral palsy, epilepsy, 

neurological im pairm ent, o r  autism;

♦ Is  a ttrib u tab le  to any o ther condition of a person found to be 

closely re la ted  to m ental retardation  because such condition 

resu lts  in sim ilar im pairm ent to  general intellectual functioning of 

adaptive behavior to th a t o f m entally re ta rded  persons or requires 

trea tm en t and services sim ilar to  those required fo r such persons;

♦ Originates before the person attains 18 years of age;

♦ Has continued or can be expected to continue indefinitely; o r

♦ C onstitu tes a substantial handicap to such person 's ability ‘ to 

function normally in society.

In  order to  be eligible for a service licensed by BDDMR (i.e., day 

trea tm en t, sheltered  workshop, institutionalization), the person m ust 

m eet the eligibility c rite ria  as determ ined by the foregoing 

definition. I f  a person has a psychiatric disability co -ex isten t with a 

developmental disability, eligibility for admission to a service licensed 

by BDDMR is a t best d ifficult and, more often, impossible. The
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problem  is the prim ary diagnosis: On the one hand, som etim es it  is 

too easy fo r a licensed service to evade responsibility for adequately 

trea ting  a c lien t’s m aladaptive behavior by claiming th a t the c lien t’s 

disability is prim arily m ental re ta rdation , not m ental illness. In  o ther 

words, as an e ffec t of the diagnostic overshadowing discussed in 

chapter 3, the  behavior is seen  as ju s t  one more function of the 

m ental re ta rdation . On the o th er hand, som etim es the licensed 

service evades responsibility  for trea ting  a client a t all by claiming 

th a t th e  disability is prim arily m ental illness and should be dealt with 

by the  m ental health  system .

In  a recen t th ree -y ea r plan, BDDMR acknowledged the system ic 

problem s of providing services to  the  dually diagnosed:

♦ Eligibility diagnosis: This is the lack of a clear distinction betw een 

the  prim ary and the secondary diagnosis, ju s t  mentioned.

♦ Funding: Under the Mental Hygiene Law, BDDMR can authorize 

paym ents for services only to  local provider agencies th a t it 

certifies and licences. Also, the conditions of reim bursem ent 

require  th a t the  prim ary diagnosis corresponds to the  "prim ary 

diagnostic in te re s t’’ of the certify ing  agency.

♦ Coordination: The dually diagnosed often need services from  a 

variety  of providers. BDDMR-licensed providers are focused on 

behavioral approaches, whereas historically the m ental health  

system  has been in te rested  in the medical (system  reduction) 

approach (see chap ter 3). Although in recen t years the m ental 

health system  has taken a b roader approach tow ard the diagnosis
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and trea tm e n t of m ental illness, a fully in tegrated, holistic 

approach has not ye t been realized. Typically there is little  

in teraction  betw een these groups of providers, so th a t the 

expertise  of one system  is unavailable to clients who are being 

served by the  o ther system .

But even w ith th is acknowledgment of the problem , BDDMR made no 

policy in itiatives to  deal w ith it, not in th a t th ree -y ea r plan nor in 

the plan th a t  followed it. Again, w ithout a clearly articulated, 

ratified , and m onitored policy, even obvious, acknowledged problem s 

rem ain unsolved.

Bureau of Mental Hygiene

The Bureau of Mental Hygiene (BMH) is a large and complex 

organization responsible for the public m ental health system  , in the 

s ta te . BMH plans, regulates, provides, and finances mental health 

services in th is system . These services include inpatien t 

hospitalization and a wide variety  of o u tp a tien t and residential 

program s opera ted  by the  s ta te  and local governm ent facilities, 

voluntary organizations, o r p roprie tary  agencies. The system  is 

adm inistered on the s ta te  level by the  BMH Central Office, on 

regional levels by the BMH regional offices (of which there are five), 

and on the  county level by local governmental units.

In recen t years, BMH has significantly expanded support for 

persons with the m ost severe mental illness. Patien ts discharged to
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home and community now have an opportunity  for continuing 

trea tm en t and . support. BMH considers its  mission to provide 

em ergency access, trea tm en t, and rehabilitation within a 

com prehensive, coordinated system  to anyone who needs them. Its  

cu rren t five-year plan re fe rs  to  the human dignity of each client and 

resolves to fo ste r an environm ent th a t o ffers hope to client and 

family.

In 1978, as p a rt of its system s approach, BMH developed the 

Community Support Service (CSS) program, whereby the  severely 

m entally ill are connected to  needed services in the community 

setting. Local governm ent agencies, such as Bethany County Mental 

Hygiene Services (BCMHS), adm inister these CSS programs at the 

local level. Communities are encouraged to assess the totality  of 

needed services and supports available for clients who su ffer from 

p e rs is ten t and serious mental illness. The services and supports 

include not only mental health program s bu t also o ther health care, 

housing, and employment. The' statew ide CSS program  assumes 100% 

of net operating costs for local agencies providing services. However, 

though m ost severely m entally ill people now reside in communities 

(usually with the ir families), the  vast proportion of sta te  and federal 

resources continue to support inpatien t trea tm en t in institutions.

BMH, like BDDMR, acknowledges the need to serve the dually 

diagnosed. But also like BDDMR, BMH has no com prehensive policy in. 

place to  ensure th a t the  dually diagnosed are actually served. I ts  

cu rren t five-year plan re fe rs  to the  need to serve dually diagnosed 

clients by combining the resources of both BMH and BDDMR, but it
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re s tric ts  such services to  clients who have an I.Q. of 50 or greater. 

What about the  mentally ill client who has an I.Q. below 50? The 

lite ra tu re  clearly shows th a t the full range of psychopathology exists 

a t all levels of mental re tardation—mild, m oderate, severe, and 

profound (Dosen et a l., 1990; M enoiascino a n d  McCann, 1983; 

Szym anski a n d  Tanqaay, 1980).

The BMH five-year plan’s acknowledgment of the need of the 

dually diagnosed, even of those whose m ental re tardation  is mild (i.e., 

those whose I.Q. is g rea ter than 50), can hardly be considered as a 

policy, since i t  doesn’t clearly identify the problem , which is the  f irs t 

step  of the policy process. I t  a sse rts  th a t no estim ate for the size of 

this dually diagnosed population is available. Yet the prevalence of 

dual diagnosis has been researched in a num ber of studies, which 

show th a t emotional d isorders are much more common among the 

mentally re ta rded  than among persons of normal intelligence (see 

"Prevalence Studies" on page 31). One possible in te rp re ta tion  of 

BMH’s “ignorance” of any estim ate is a reluctance to  accept a 

considerably larger caseload.

In any event, the BMH five-year plan, though acknowledging the 

existence of the  dually diagnosed as a special population, makes no 

mention o f any policy initiatives or program  developm ent with regard 

to the ir care and trea tm en t. The dually diagnosed are a special 

population who need service from  both service system s, bu t BMH is 

not willing to  take the next logical step  to develop a statew ide policy 

to deal with th e ir service needs, even by ju s t coordinating w hatever 

local service initiatives th a t already exist.
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Multidisabled Discrete Units (MDUs)

BDDMR and BMH w ere a single agency befo re  1978, and they still 

operate by m andates from  the  same sta te  governm ent. Thus, even 

with the chronic barrie rs  betw een the two service system s of mental 

re tardation  and m ental health, there  is some cooperation and 

coordination betw een the two agencies. We have seen in the  previous 

section how each agency recognized tha t the  dually diagnosed need 

services (w ithout making arrangem ents to ensure th a t the services 

were actually delivered). This section and the next examine ways that 

the two agencies deal with each other. This section discusses how 

dually diagnosed clients have been tran sfe rred  from  facilities licenced 

by BMH to  facilities licensed by BDDMR. The next section discusses a 

cooperative agreem ent betw een the  agencies for dealing with the 

dually diagnosed and analyzes the effectiveness of th a t agreem ent.

Over the  las t several years, BDDMR and BMH agreed to tran sfe r 

re tarded  clients who were in BMH sta te  psychiatric hospitals and 

place them  in specialized m ultid isab led  d iscrete un its  (MDUs) 

operated by facilities licensed by BDDMR. (The agencies use the term  

m ultid isab led  for the dually diagnosed.) These units are large and 

are institu tionally  based. For example, Clark Developmental 

Disabilities Services Board (DDSB) has a 100-bed  MDU.

Funding considerations are  a t least partly  behind the  transfer. In 

a BMH facility, costs fo r hospitalization are solely borne out of s ta te  

taxes. But placem ent in a BDDMR facility is funded by Medicaid: Half 

the burden is paid with federal ra th e r than s ta te  dollars.
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Another possible reason for the tran sfe r is litigation in the form 

of court action su its against psychiatric hospitals fo r not providing 

appropriate  services fo r the dually diagnosed. Specifically, th ree  

central s ta te  psychiatric cen ters have been named in allegations for 

failure to  provide appropria te  care and trea tm en t in a lawsuit filed in 

federal d is tr ic t court by advocates on behalf of dually diagnosed 

patien ts who reside in these  facilities.

We have already seen how BMH does no t want to take any 

responsibility  for mentally ill persons who have an I.Q. under 50. 

Perhaps this is another reason for the  tran sfe r of dually diagnosed 

clients to , and often  initial placem ent of these clients in, MDUs 

operated by BDDMR. With the MDUs as an option, BMH does not 

need to  provide mental health  trea tm en t services, day program  

services, and residential services fo r com m unity-based mentally ill 

persons who have I.Q .'s below 50.

A BDDMR official has acknowledged th a t this was only 

“transinstitu tionalization” and th a t there  are no plans a t this tim e to 

move these  individuals into com m unity-based settings. This official 

did at least acknowledge th a t  th e re  should  be movement into the 

community.

In an evaluation of one of these  MDUs, Galligan (1990, p. 357)

points out the  need to  develop appropria te  com m unity-based service

models fo r dually diagnosed clients:

Basic research  on the  etiology and m anifestation of mental 
illness in people with m ental re tardation  m ust continue while 
appropria te  service models for dually diagnosed individuals 
are developed. Otherwise, these  individuals will m ost likely 
remain in institu tions or re tu rn  from  “failed” community 
placem ents.
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The lack o f residential a lternatives and community supports were 

significant obstacles to th e  fu rth e r growth of the  dually diagnosed 

clients in the  MDU under study.

T here are some im portan t questions about MDUs yet to be 

answered. Is the  care and trea tm en t really b e tte r  in MDUs as 

opposed to  psychiatric hospitals operated by BMH? Will dually 

diagnosed clients ever have an opportunity  to successfully re tu rn  to 

their comm unities? Unless BDDMR, BMH, and other s ta te  regulatory 

and funding agencies change th e ir  policies, these  clients will continue 

to  e n te r an institu tion  initially or to re tu rn  to an institu tion a fte r 

moving to  the  community (F idura, L indsey , a n d  W alker, 1987).

The 1988 Cooperative Agreement

We have seen how BDDMR in its  th ree -y ea r plan and BMH in its 

five-year plan fail to take policy in itiatives to deal with the 

acknowledged dually diagnosed population. Nonetheless, perhaps in 

response to  litigation, th e re  has in recen t years been a positive policy 

in itiative tow ard cooperation between these  two s ta te  system s on 

behalf of the dually diagnosed. Significantly, however, these 

in itiatives are no t re fe rred  to  in the two agencies' own operating 

plans.
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The 1988 Jo in t Agency Cooperative Agreem ent fo r the 

Multidisabled is the th ird  jo in t e ffo rt in the agencies’ a ttem p ts  to 

improve service delivery for the  dually diagnosed who reside in 

community settings. The focus of the agreem ent is to build upon the 

relationships th a t  already exist between s ta te  and local providers. 

The agreem ent a ttem pts to  provide an opportunity  for program s to 

work together m ore effectively; th a t is, it provides a framework for 

local agreem ents and continued dialog among local providers for the 

provision of services to th e  dually diagnosed.

Specifically, the agreem ent requires BDDMR and BMH to work 

with county governm ents to  develop county service plans for the 

dually diagnosed. These plans m ust include:

♦ S h o rt-te rm  crisis residential capacity

♦ Jo in t screening and consultation

♦ Case m anagem ent to link clients with appropria te  service providers

♦ A process fo r  accessing inpatien t psychiatric care for sh o rt-te rm  

stabilization

♦ Procedures for return ing  a patient to  his or her original residential 

se tting  following hospitalization

♦ Dispute resolution procedures for resolving agency differences 

concerning responsibility  for patien ts and compliance with the 

term s of the  1988 Cooperative Agreem ent

In the agreem ent, BDDMR and BMH apportion the dually- 

diagnosed according to degree of severity  of mental retardation:
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♦ Those whose I.Q. is below 50 (those with m oderate, severe, and 

profound retardation) are to  receive services coordinated by 

BDDMR alone;

♦ Those whose I.Q. is betw een 50 and 69 (the mildly re tarded) are 

to receive services coordinated by e ither BDDMR or BMH, 

depending on the presenting prim ary diagnosis; and

♦ Those whose I.Q. is 70 or above (the borderline retarded) are  to 

receive services coordinated by BMH alone.

In addition, BMH agreed to  be responsible For treating  and stabilizing 

any dually diagnosed individual, regardless of which agency had the 

prim ary responsibility  for the individual. T hat is, even if  a clien t 

were in a residence sponsored by BDDMR, BMH would ensure  

immediate admission to BM H-sponsored placem ent if the client had a 

serious episode of overt mental illness.

The agreem ent recognized th a t local psychiatric cen ters. 

Developmental Disabilities Services Boards (DDSBs), and county and 

municipal governm ental units throughout the s ta te  had each developed 

a unique service system  based on the  particu lar characteristics of its 

catchm ent area. The agreem ent called for BDDMR- and BMH-licensed 

facilities to work with local governm ental units to  develop a 

cooperative agreem ent for crisis intervention in each area. As we saw 

in chap ter 5, the Dual Diagnosis Task Force of Bethany County 

proposed local support for the statew ide agreem ent.
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Statew ide Evaluation o f  the Agreement

The 1988 Jo in t Agency Cooperative Agreem ent for the 

M ultidisabled was the th ird  agreem ent betw een BDDMR and BMH for 

dealing w ith the dually diagnosed; the two previous agreem ents— 1978 

and 1983—were never fully im plemented, however. The 1988 

agreem ent included a requ irem ent for a com prehensive evaluation of 

its effectiveness a year a fte r  its  being ra tified , with a proviso for 

revision if necessary. In  November 1989, the two agencies mailed a 

jo intly  developed questionnaire to each BDDMR Developmental 

D isabilities Services Board (DDSB), BMH regional office, and 

psychiatric cen ter in the  sta te . Participants were instructed to work 

cooperatively with the  local county liaisons responsible for 

developm ent o f local service plans, in completing the survey. Figure 

4 on page 110 shows the resu lts  of the survey.
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Figure 4. The Results of Evaluating the 1988 Statewide Agreement.

Summary of Results

Total 4 of completed agreements statewide: . . .  55
Total 4 o u t s t a n d i n g .............................. 7
Total 4 required:................................ 62
Total 4 of counties represented fay survey: . . .  45

Completed by agency auspice: BDDMR 25
BMH 34
County 20

Total 4 of clients served fay Cooperative
Agreement through local service plans: . . . .  263

Types of services provided:
Crisis Intervention ........................  74
Screening/evaluation .....................  109
Case management................... . 39
Residential services .....................  22
O t h e r ........................................ 10
Inpatient psychiatric care:   98
—  4 returned to original placement . . 49
—  4 admitted to long-term psychiatric care 9
—  No destination given ...............  40

Total 4 of disputes Local level . 26
Regional level 2

4 of dispute cases that could not be resolved: . 2
4 of dispute resolutions that can be attributable

to. the completion of the local service plan: . 20

Assessing the Agreement’s  Effectiveness

The 1988 Cooperative Agreement between BDDMR and BMH was 

certainly a positive policy initiative, meaning th a t it  represented  the 

f irs t step  of policy development: identifying the  problem. F irst, it  

acknowledged the existence of the  dually diagnosed. Second, it 

recognized th a t the dually diagnosed are an underserved population; 

otherwise, th e re  would have been no need to  construct such an
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agreem ent. T hird, it  advanced the idea th a t the  two d istinc t service 

system s work in a cooperative fashion. But, as the response to the 

evaluation survey indicates, the effectiveness of th is  policy initiative 

in actually addressing the service needs of the  dually diagnosed has 

been lim ited.

The agreem ent has been effective in assisting localities to resolve 

disputes over which agency had responsibility  for a mildly re tarded  

client o r over compliance with the agreem ent. Out of 28 disputes in 

the s ta te , only 2 were reported  unresolved. In both cases, the 

agencies actually reached agreem ent, but appropria te  resources for 

adequate resolution were lacking. Most respondents, in fact—afte r 

acknowledging th a t the Cooperative Agreem ent had assisted the local 

service system  to improve the process of service planning for 

com m unity-based dually diagnosed clients—lam ented th a t no plan, no 

m atter w hat its  quality, can ultim ately succeed if  the appropria te  

resources or services are no t available.

The "missing” services m ost commonly cited by respondents were 

residential options and improved access to psychiatric services for 

persons who have a prim ary diagnosis of m ental re tardation  and 

whose behavioral problem s require psychiatric intervention. In 

chapter 4, we examined the  results o f a local survey taken in Bethany 

County in 1985, where 54% of dually diagnosed clients did not receive 

re fe rra ls  from  a BDDMR facility to  a BMH facility or vice versa. 

Apparently, th is lack of c ro ss-re fe rra ls  is still a problem  throughout 

the sta te .
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The agreem ent cited the need fo r procedural arrangem ents for 

sh o rt- te rm  inpatien t care for stabilization fo r dually diagnosed 

clients, regardless of which agency had prim ary  responsibility  for 

those clients. Evaluation respondents indicated th a t crisis 

intervention and screening services were utilized, but they m entioned 

no ongoing trea tm en t services. The inference is th a t crisis screening 

and evaluation is available in some areas, b u t ongoing outpatien t 

trea tm en t services are unavailable.

The agreem ent called for BDDMR and BMH to work with counties 

to develop county service plans fo r the dually diagnosed. T here was 

no m andate, however, th a t the  local service plans m ust  be developed 

or im plem ented. Moreover, the  agreem ent did no t se t fo rth  a 

procedure to  follow up or ensure th a t these plans would, in fact, be 

developed. Finally, the agreem ent did not establish incentives for 

local com m unities to develop such plans or otherwise initiate 

appropria te  services. As of January  1991, there  were still many 

local-level plans th a t had not been developed or subm itted.

Even though the agreem ent rep resen ted  an im portan t policy 

initiative in the s ta te , it has failed to resolve the  problem  of service 

delivery, which it  so ably identified, because it was not

com prehensive in its  scope. A policy in itia tive  is not the  fully 

articu lated  policy th a t is needed if the s ta te 's  dually diagnosed are 

going to  be adequately served. The fac t th a t ne ither BDDMR nor

BMH adequately addresses the  problem  of dual diagnosis in its  own

operating plan, even to  the  ex ten t o f re fe rring  to the 1988

agreem ent, dem onstrates th a t the  agreem ent does not constitu te  a
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fully developed policy. A tru e  policy is not m erely a sta tem ent of

philosophy of care and trea tm en t; it is a ratified  idea tha t can be a

guide to  action through careful guidance and management. Tropman

(1984, p. 103)  a ttrib u tes:

much of the  faulty and flawed adm inistration of human 
service organizations . . .  to deficiencies of policy guidance 
and management. . . . [M]any of the so-called crises, real 
enough when they occur, give evidence through their repeated 
occurrence, one might say, of the fact th a t they could have 
been prevented . . . . Policy management . . .  is simply a 
m ethod, a s e t  of ideas and approaches, to shape and stru c tu re  
the developm ent of events as they unfold.

Nonetheless, the 1988 Jo in t Agency Cooperative Agreement laid 

the groundwork fo r Bethany County and o ther counties in the s ta te  to 

capitalize on it. Though only a few of the s ta te 's  62 counties have 

done th is, the  groundwork is available for o ther policy managers.

The Policy Manager as Lobbyist

Policy m anagem ent m ust deal with the m ost difficult, complex, 

and troublesom e areas of organizational life. Rittel and  Webber 

(1973) re fe r  to such problem s as "wicked problem s”: They cannot be 

form ulated definitively, there  is no imm ediate solution, their 

solutions are  e ith er good or bad (as opposed to true or false), and 

they do not go away on th e ir own accord.

Providing services to  the  dually diagnosed poses ju s t  such a 

wicked problem , especially since it  cannot be solved completely at the 

local level bu t requ ires coordination between various local and s ta te  

agencies. The policy manager of an organization, as Tropman (1984)
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notes, should have an extram ural focus within a network of sim ilar 

organizations; he m ust act as a lobbyist to influence decision-making 

groups a t the  county, s ta te , regional, and national levels. As a 

lobbyist, he can seek to shape or struc tu re  the decisions of the larger 

policy-m aking collective; he can seek to make sta te  policies less 

res tric tiv e  and more forward-looking and humane.

A national organization is an ideal vehicle fo r influencing social 

policy. I t  can mobilize people, using the streng th  of groups (the local 

affilia tes of the organization). I t  can launch studies, prom ulgate 

rational standards, and generate publicity. Most im portant, it can 

lobby.

To deal with the intricacies of the interorganizational snarls tha t 

inhibit a coordinated policy, the policy manager worked through 

lobbying organizations, including the National Association for the 

Dually Diagnosed (NADD), whose purpose is to focus national 

a tten tion  on the policy, program , and clinical issues concerning the 

dually diagnosed. NADD provided a platform  for the policy manager 

to  lobby governm ent agencies beyond the local-level environm ent in 

Bethany County—in particular, to lobby BDDMR and BMH.

In 1990, a t a conference co-sponsored by NADD, the policy 

m anager interviewed the official of BDDMR who is considered the dual 

diagnosis expert a t the agency. This official was quite aware of the 

various system ic (diagnostic, funding, and coordinating) issues 

concerning the dually diagnosed, but he noted th a t BDDMR was not 

planning to  develop specific com m unity-based services for th a t 

population. He insisted th a t services should em anate from the local
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level, using existing resources.

At the  sam e conference, the  policy m anager interviewed the 

BDDMR’s d irec to r of m ultidisabled d iscrete  units (MDUs). This 

d irec to r agreed w ith the  o th er BDDMR official about the need fo r 

com m unities to  have appropria te  services fo r dually diagnosed clients; 

otherw ise, these  clients would have to rem ain in the MDUs. He was 

very in te res ted  in hearing abou t the  Bethany County model of service 

delivery.

In  O ctober 1991, the  executive d irec to r of NADD, at the 

instigation o f the policy manager, w rote to the  s ta te  commissioner of 

BMH, expressing NADD’s concern regarding accessibility of 

com m unity-based m ental health  cen ters for th e  dually diagnosed. The 

com m issioner replied th a t though BMH continues to provide services 

to  all persons no m atte r the ir prim ary diagnosis when acute 

sym ptom s of m ental illness occur, such a full range o f services as 

com m unity-based m ental health  cen ters is the responsibility of 

BDDMR. The policy manager then  contacted the senior attorney for 

the  S ta te  Mental Hygiene Legal Services, who inform ed him tha t 

responsibility  fo r the developm ent o f a full range of 

com m unity-based services fo r the dually diagnosed is actually shared 

by both  BMH and BDDMR.

The a tto rney  made i t  clear th a t the comm issioners of both 

agencies have s ta tu to ry  pow ers and duties to  elim inate gaps in 

services to the  dually diagnosed to the  ex ten t th a t no persons should 

be denied trea tm en t and services because he or she suffers from  

m ore than one disability. The S ta te  Mental Hygiene Law fu rth e r
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m andates the com m issioners to develop procedures fo r the  regulation 

of program s to  o ffe r care and trea tm en t.

C riteria  for eligibility fo r services is used as a system ic b a rrie r to 

deny services fo r individuals who have a dual diagnosis. Systemic 

problem s need not ex ist, because the S ta te  Mental Hygiene Law 

authorizes the com m issioners to  ensure th a t the  dually diagnosed are 

not denied services.

BDDMR expresses in te res t in providing service for the dually 

diagnosed population, b u t regulations such as eligibility criteria  serve 

as s tru c tu ra l barrie rs . BMH does no t want to  take responsibility for 

trea tm en t th a t s ta te  law clearly assigns to  bo th  it  and BDDMR.

I t  is reasonable to assume th a t both s ta te  com m issioners are not 

in te rested  in providing necessary services to  assist a person w ith a 

dual diagnosis in o rder to maximize their potential. The difficulties 

with lack of resources and tu rf  problem s make i t  d ifficu lt for BDDMR 

and BMH to  bridge the gaps th a t exist betw een the two service 

system s. Perhaps fu rth e r successful class action suits will act as a 

catalyst to  force BDDMR and BMH to  develop policies th a t will enable 

com m unity-based services to  provide app ropria te  care and trea tm en t 

services for the dually diagnosed.

Summary

This chap ter provided inform ation about the  policy, or lack 

thereof, o f BDDMR and BMH toward the dually diagnosed population. 

These two s ta te  agencies are  aware of the  existence of the dually
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diagnosed population as well as the struc tu ra l problem s associated 

with service delivery. However, th ere  has been no real e ffo rt a t the 

s ta te  level to provide adequate com m unity-based services for th is 

population. The sta te  p re fe rs  the  local level to address the critical 

issues, w ithout providing the local level with adequate supports, 

resources, or incentives. The dearth  of a tru e  sta te-level policy is 

apparent.

The Cooperative Agreement of 1988, however, is an im portan t 

s tep  forw ard in the right direction, a major policy initiative. I t  is a 

b lueprin t for the long-term  solution, as Bethany County’s 

im plem entation of it  illu stra tes (see chapter 5). I t  laid the 

groundwork for any of the s ta te ’s counties to capitalize on it, as 

Bethany County has. Suggestions for policy m anagers in these o ther 

counties are provided in chap ter 7.

This chapter also described a few of the policy m anager’s 

a ttem pts to lobby the s ta te  agencies. Lobbying to  influence the 

sta te -leve l environm ent is a continuing struggle, and it takes tim e. 

Professional organizations can be a useful vehicle for these lobbying 

efforts.

The next chapter describes the values, skills, knowledge, and 

resources a policy manager needs in developing a coherent, dual 

diagnosis policy. I t  provides strategies and recommendations th a t a 

policy manager in another organization can use to develop local-level 

services for the dually diagnosed.
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A Local-Level Policy Management Model 

for Replication

The dually diagnosed com prise a complex population whose needs 

are often  poorly identified and who are often refe rred  from one 

agency to  another. Service planners and the professional community 

are increasingly confronted with the problem of meeting the needs of 

this population in the community environment. The specific challenge 

confronting the mental hygiene system is to develop effective service 

delivery th a t is responsive to  the mental health needs of dually- 

diagnosed individuals.

The purpose of this chapter is to serve as a guide to a policy 

m anager who is planning a responsive mental health service system  

for the local dually diagnosed population. The chapter illustrates how 

policy management can help with interorganizational planning and 

service developm ent a t the local level. I t  is intended to aid o thers in 

planning and developing such services through the utilization of 

existing community mental health centers (CMHCs).

The m ost effective vehicle for addressing the m ultifaceted 

problem s associated with the dually diagnosed population is the local 

level of service planning and delivery. The policy manager a t the 

local level need not wait for national or s ta te  initiatives. With the 

help of the  policy manager, the existing CMHC can take the lead in 

developing a local responsive care network for the dually diagnosed 

(Landsbergj Fletcher, and  Maxwell, 1987).
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This chap ter describes how a policy m anager can utilize the  four 

pillars o f effective  policy management—values, skills, knowledge, and 

resources—to bring this about. The policy manager probably arrives 

a t the  policy process with his or her values, bu t the other pillars take 

time to  evolve; they don’t  simply happen. This is a long-term  

process; the  policy manager m ust dem onstra te  skills and knowledge 

through painstaking work. Such work is also necessary for the policy 

manager to  m arshall the  required resources. W ithout such work, 

developing an effective policy toward the dually diagnosed is next to  

im possible, and th is underserved population will continue to  fall 

through the cracks.

Values

Any organization, or netw ork of organizations, such as the  local

CMHC and the organizations it works with, share a common culture:

norm s, beliefs, values, symbols, rituals, slogans, and myths. The

values em bedded in an organization’s cu lture legitimize the

organization’s goals and the power within the processes needed to

attain  these  goals (Parsons, 1970). To be effective, the policy

manager m ust be sensitive to  the  organization’s values and

perspectives, and m anipulate them  to fu rth e r the developm ent of

policy. As Tropm an (1984, p. 237)  states:

The role of the policy manager, existing as it  does in the 
realm  of ideas and the  relationship of ideas to the solution of 
agency, community, and national problem s, is centrally 
affected  by the values system —his or her own se t of values
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and those  dominant w ithin th e  agency,, the  community, and 
society.

According to  Tropman (1984, p. 110), th e  con tex t o f policy is “the 

broad se t o f values and ideas w ithin which policy agendas are draw n.” 

Tropm an describes the  com peting se t of values th a t bedevil social 

policy. Policy ideas are linked to  values, bu t values are  diverse: 

T here are core values central to  American culture, a local variation of 

the  prevailing values as regards the  client population, the values of 

the  sta ff, and the values of th e  policy ratifie rs. Values typically come 

in pairs. For example, the values of independence (self-reliance, 

privacy, com petition) are con trasted  with those of interdependence 

(family connectedness, socialization, cooperation). The same people 

can hold m ultiple, and conflicting, se ts  o f values; d ifferen t situations 

will give rise  to d iffe ren t values. In  American society, reciprocity  is 

stressed ; there fo re , handicapped clients, who receive more than they 

give, are pitied, scorned, barely  to lerated— som etim es even by the 

s ta ff  who are  supposed to  serve them .

The policy manager should have a somewhat open mind about 

value pairs: Raising issues of one value autom atically raises issues of 

its  opposite. The policy m anager should strive  to find a balance 

betw een them . Rather than rallying against a conflicting value, the 

policy m anager needs to  work w ith it, to  develop techniques to 

accomm odate it, in o rder to develop a social policy th a t can be widely 

accepted.

On th e  o ther hand, the e ffective  policy m anager needs to bring to 

the  work o f policy developm ent a fundam ental se t of personally held
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values, values stemming from  his or her strong interest  in the plight . 

of the  dually diagnosed, values th a t can be summarized by what 

Menolascino (1989) re fe rs  to as professional posture—a gentleness, 

a hopefulness, a warm th, a belief th a t individuals with mental 

re tardation  can grow and develop. Professional posture should 

underlie the perform ance o f the CMHC, and the policy manager should 

take every opportunity to prom ote it, by including it in every policy 

pream ble and otherwise reinforcing it.

Skills

Shapira (1971, p. 65) suggests that the person responsible for

policy should have

the risk-taking  qualities, the daring and the initiative usually 
associated with the en trep reneur. . . . The task  obviously 
also requires a great deal of intellectual agility where the 
ability to think in an imaginative way and to cope with novel 
situations m ust be coupled with g rea t rigor of analytic and 
system atic thought.

According to  Tropman (1984, p. 115), policy management needs a

“stra teg ic  perspective” tha t takes into account the policy context

(values) and the  external environm ent; such a perspective requires 

some considerable skill. The second pillar of th e  policy manager’s 

effectiveness is his or her skills—in particu lar, inform ation

developm ent skills, political and organizational skills, and

interpersonal and conflict m anagem ent skills.
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In fo rm a tio n  D evelopm en t S k ills

Inform ation development, according to Tropman (1984, p. 123), 

is the "pulling together information from  ex tan t sources, crystallizing, 

and then  compiling it, anticipating the kinds of information and 

evidence that might be needed and then  trying to bring them  

together." The policy manager should spark ideas, compile them into a 

useful se t, and synthesize “many facets of a solution into one with the 

potential for success.” A fter several points of view have been 

expressed, the policy manager needs to  o ffer a view that encapsulates 

the salient kernel of the problem. A cursory study of the agenda 

before a m eeting, a little  thinking, and the taking of prem eeting notes 

are activ ities associated with this skill.

The policy manager in this study instigated relevant ideas 

concerning the issues of Bethany County’s dually diagnosed, 

prioritized them , and provided synopses for the Dually Diagnosed 

Task Force. He w rote d rafts  generated from  comm ittee activity and 

synthesized the principal points for ratifying officials.

P olitical and Organizational Skills

A policy manager needs political and organizational skills, too. He 

or she should continually act as an advocate for the dually diagnosed, 

always putting their in te re s t forem ost. Of course, as Tropman  

(1984, p. 127) points out, advocacy prom otes the in te rest of the 

organization as well: “Arguing for the support of the disadvantaged 

can also mean support for the agency as an instrum ent for serving 

the disadvantaged.” In Bethany County, service for the dually
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diagnosed was not a high p rio rity  before the Office of Community 

Services (OSC) approved the recom m endations of the Dual Diagnosis 

Task Force, largely as a re su lt of the advocacy (through inform ation 

dissem ination) o f the policy manager in th is study. As a resu lt, OCS 

increased its support for the  policy m anager's subunit: MH/MR 

Services.

The policy manager m ust be adept a t working with organizations, 

and should probably be a partic ipan t in as many com m ittees as 

possible th a t have responsibility  for the dually diagnosed. In 

com m ittee work, the  policy manager se ts up the links and provides 

the  constancy needed for policy ratification. The policy m anager in 

th is study  was not only in charge of the MH/MR subunit; he 

rep resen ted  Bethany County Mental Health Services (BCMHS) on the 

county 's MR/DD Subcom m ittee, the m ental re tardation  providers' 

m eetings, the  MRDD subcom m ittee of the S ta te  Conference of Mental 

Hygiene D irectors, a com m ittee for resolving disputes among mental 

health and m ental re ta rdation  providers, and several o ther local 

com m ittees. D iverse com m ittees are inevitably com prised of people 

with various levels of understanding and com m itm ent to the issues 

concerning the dually diagnosed; in his role as a constant voice, the 

policy manager continually focused com m ittee work toward his policy 

objectives. W ith his involvem ent in so many com m ittees in this 

complex netw ork of human service providers, the policy manager 

.could ensure th a t  ideas he had helped develop were brought forward 

to  the appropria te  policy se ttin g  for ratification  and implementation.
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The policy m anager should be a coalition builder, bringing 

together d iffe ren t in te re s t groups, even “strange bedfellows,” for the 

purpose of pursuing a particu lar goal. In Bethany County, the Dual 

Diagnosis Task Force provided an opportun ity  fo r BCMHS personnel 

to in te rface  with o ther organizations in the  county: Some of the 

coalition’s proposals em anated from  the m ental health  system , o thers 

from  the  m ental re ta rdation  system . The policy manager ensured 

th a t the  two system s spoke w ith a single voice.

The policy m anager, according to Tropman (1984), should be a 

mobilizer, too: assembling people and money to fu rther political 

ends. The policy manager in our study, for example, organized a 

conference of professionals, co-sponsored by all the mental health 

and m ental re ta rda tion  agencies in Bethany County, to address the 

train ing needs of s ta f f  dealing w ith the dually diagnosed.

The policy manager should be a lobbyist, continually seeking to 

influence decision-m aking groups. Chapter 6 described some of the 

policy m anager’s lobbying a t  the  s ta te  level, b u t lobbying takes place 

locally as well. For example, a recen t s ta te  regulation th a t agencies 

could spend no m ore than 5 percen t of client service time in o ff-s ite  

visits th rea tened  to  change the  basic na ture  of the MH/MR Service: 

Dually diagnosed clien ts typically do not com m ute to the agency clinic 

fo r services; agency s ta ff  v isit them  a t th e ir  contract-agency 

residential un its .. But the policy m anager lobbied to  get the con tract 

agencies designated as sa tellite  clinics.
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Interpersonal and C o n flic t Management S k ills

The policy m anager should be able to work with people, no t ju s t 

as a group bu t as individuals. According to  Tropm an (1984), the 

policy manager should be an enabler (encouraging and supporting 

ideas springing from  o thers), a m otivator o f the group, a challenger 

of m yths, and especially a m anager of conflict. The policy manager 

m ust try  to resolve th e  inevitable conflicts w ithin and among 

organizations and, a fte r reviewing all the positives and negatives of 

opposing approaches, provide solutions.

Conflict arises when the  press of time lim its the  availability of 

options. T herefore, effective, proactive policy management tha t 

anticipates crises and devises stra teg ies to  deal w ith them  before 

they strike  is the  b est way to  p reven t conflict. The policy manager 

needs to take a proactive stance and identify the issues that currently  

are not being dealt with and pu t them  on the policy agenda.

Committees are an im portan t arena of policy form ulation, and the 

policy m anager should be able to run a good meeting. This requires a 

formalized agenda, with com pletely bu t concisely phrased and 

appropriate  item s, d istribu ted  to  a ttendees well beforehand. A fter 

all, m ost policy decisions are actually, made outside of the com m ittee 

room; the com m ittee typically function as a forum  fo r brainstorm ing, 

option generation, and consensus building. But even if the com m ittee 

has the au thority  for ratification , its effectiveness is diminished if 

the item s it  m ust deal w ith are too complex. During the com m ittee’s 

discussion of d ifficult item s, the effective policy manager understands 

how to work with people, accounting for their personal dynamics.
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A fter several points of view are expressed, the policy manager can 

o ffer a view th a t captures the essense of the problem, tha t 

synthesizes the views already presented , and th a t leads inevitably to a 

conclusion of the com m ittee spoken as though with a single voice. 

Such a view is not d ifficult to reach if the  policy manager has 

adequately prepared for the m eeting with a carefully crafted  agenda.

But som etim es a w ell-run m eeting is not enough to  p reven t or 

defuse conflict. The policy manager may need to step  back from  the 

daily round of contentions in o rder to  get some perspective on the 

stru c tu re  of the chronic conflicts. Sometimes ju s t recognizing the 

types and dimensions of conflict helps to relieve the pressures. The 

policy manager needs to be self-aw are: Is there  a conflict of in te res t 

or o f role? Are the solutions he offers encountering the s ta ff’s 

resistance because those solutions are somehow threatening? Perhaps 

the best strategy- here is to enable o thers, to le t the ideas spring out 

of the  mouths of o thers in the  com m ittee.

Sometimes the policy manager m ust be a challenger, 

diplomatically but penetratingly questioning an adversary to the 

proposed policy. Maybe he needs to  play the devil’s advocate, and 

this is likely to  generate some in terpersonal stress.

At o ther tim es, when no one else has any idea how to resolve a 

conflict rem iniscent of the argum ents of children, the policy manager 

can simply provide a solution. The solution m ust be offered from a 

philosophical or ideological po in t of view; rarely should the policy 

manager advance an option as a personal view. For example, in the 

local m ental retardation p rov iders’ m eetings, a conflict arose over
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w hether the  dually diagnosed should receive in tegrated  or specialized 

services. The policy m anager brought ou t the  positives and negatives 

of each approach and then  elicited the solution: The two approaches 

were no t m utually exclusive. Some dually diagnosed individuals 

w arranted specialized services, bu t not all of them  and not for an 

indefinite period of time.

Most o f the  tim e, the  policy manager deals with conflict as a 

negotiator or m ediator, try ing to build consensus. He brings the 

disputing parties  together to see if  they can resolve disputes. For 

example, as we saw in chap ter 5, the policy manager in this study 

brought disputing agencies from  the m ental health and m ental 

re tardation  system s together and succeeded in getting a le tte r  of 

agreem ent among them  fo r the  provision of inpatien t m ental health 

trea tm en t fo r dually diagnosed clients who needed it.

Although the policy m anager's ultim ate aim is interagency 

collaboration at the  service level, he or she m ust f irs t  secure the 

com m itm ent of top  adm in istra to rs to the concept. Of course, top  

managem ent of both the m ental health and the  mental re tardation  

system s f irs t m ust be convinced of the value of providing services for 

the dually diagnosed, which only interagency collaboration can make 

possible. The im petus re s ts  with the d irec to r of the community 

mental health  cen ter, since th a t organization has the responsibility, 

under a S ta te  Mental Hygiene Law, for coordination and oversight of 

services in a county.

The policy m anager m ust convince adm inistrators of the concept 

th a t th e re  are m entally re ta rd ed  people who need and can benefit
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from  m ental health  services. The policy m anager should prom ote the 

principle th a t  all individuals have a right to  receive appropriate  

services according to  individual needs; he or she should tirelessly  

prom ote th e  principle until top  adm instrators em brace it. The policy 

m anager should a sse rt the value th a t the local community has a 

responsibility  to  meet, the  m ental health  needs of th is population.

Knowledge

According to  Tropm an (1984), a policy manager works with ideas, 

ascertaining which a re  app ropria te  to a particular problem , digging up 

the re levan t inform ation, and synthesizing inform ation from  d iffe ren t 

sources. The th ird  pillar of the  policy m anager’s effectiveness is his 

or h e r  knowledge: knowledge grounded in the relevant research  and 

organized according to  a suitable paradigm, or theory.

Of course, the policy manager should also know both the mental 

health  system  and th e  m ental re ta rdation  system . The policy manager 

in th is  study, for example, worked solely in the m ental re tardation  

system  from  1977 to  1979, w hereas he has worked prim arily within 

the m ental health  system  since 1979. Knowing both system s 

well— the m ental re ta rdation  system  with its  developm ental model and 

norm alization principle, and th e  m ental health system  with its medical 

model—including the  key players and resources of each, the policy 

m anager can effectively  bridge betw een them  to  develop a policy for 

the dually diagnosed.
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R esearch  L ite ra tu re

Policy em bodies assum ptions about cause and effect; it  proposes 

solutions derived from  such assum ptions. The policy manager needs 

relevant policy assum ptions, taking into account the la tes t scientific 

research lite ra tu re , including critical conflicts in th a t lite ra tu re . An 

effective policy manager m ust study the relevant research dealing 

with the  issues of dual diagnosis. Chapter 3 reviews this research 

lite ra tu re  in detail, concentrating on the following th ree  topics:

♦ Prevalence studies. The lite ra tu re  reflec ts  th a t persons who have 

m ental re ta rd a tio n  are twice as likely to develop a mental illness 

than are those in the society a t large.

♦ S tructu ra l b a rrie rs  and service gaps. T here is a serious lack of 

resources fo r the dually diagnosed, the high prevalence of dual 

diagnosis is re la ted  to social policy issues. The lite ra tu re  reveals 

serious serv ice  delivery problem s a t the local and s ta te  levels.

♦ Training issues. The lite ra tu re  dem onstrates th a t professionals are 

ill equipped due to their lack o f training to provide effective care 

and trea tm e n t for the dually diagnosed.

The policy ideas supported by the research  lite ra tu re  include:

1. Mentally re ta rded  persons can develop psychiatric disorders.

2. Dually diagnosed persons can clinically benefit from 

com m unity-based mental health  services.

3. I t  is possible to transcend institu tional s tru c tu ra l barriers .
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4. Training and supervision can correct negative a ttitudes among 

professionals.

5. Community m ental health centers can deliver m ental health 

services to the dually diagnosed.

Open Systems Theory

A fter assembling ideas from  the research lite ra tu re , the policy 

manager needs a suitable paradigm, or theory, to prioritize them and 

to pu t them  into perspective. The paradigm needs to take into 

account the  complexity and instability of the  dual diagnosis policy 

environm ent. A community mental health cen ter (CMHC) m ust 

consider the in te res ts  and goals of other agencies, and it m ust be 

proactive in its  strategic and tactical responses to these agencies 

within both the mental health and the  mental retardation  

system s—always with its focus on its own policy agenda: to improve 

the services fo r the local dually diagnosed. The two system s have 

each concentrated on services in their respective environm ents, but 

the dually diagnosed need the services of both system s. A policy 

manager needs to  prom ote in tersystem  collaboration and cooperation 

a t the local level.

This section discusses a theoretical and conceptual fram ework fo r 

analyzing the organizational s tru c tu re  underlying policy management: 

open system s theory. The open system s theory  provides a lens 

through which we can focus upon interorganizational relations. 

According to  this perspective, organizations are engaged in
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interchanges with the environm ent th a t are essential to the system 's 

viability (Buckley, 1967).

Open system s theory focuses less on the formal s tru c tu re  of an 

organization—its adm inistrative units, its  managerial reporting 

scheme— than on the actual behavior of people within the organization 

in teracting  with its environm ent ( Ullrich and  Wieland, 1980). We 

cannot separa te  an organization’s s truc tu re  from  its functioning 

(Kahn, 1974). In fact, since an organization is more a structuring  of 

events than of physical pa rts  (Allport, 1962), its s tru c tu re  is its 

functioning (Katz and  Kahn, 1978).

Open system s theory is a theoretical underpinning for effective 

policy management. A fter all, according to  Shapira (1971, p. 65), a 

policy manager is "prim arily concerned with pu tting  theoretical 

insights to  use in system  decisions.” Open system s theory sheds light 

upon the  s tru c tu re  of an organization; it  is a paradigm for 

understanding how a system  functions a t an autom atic and 

unconscious level. Policy management, in con trast, acts a t a 

conscious and purposeful level to manipulate the  system ’s automatic 

behavior tow ard deliberate  policy objectives; it  is a deliberate and 

conscious, articulation about how a system  should  work. Policy 

m anagem ent provides guidance to  the  interplay of forces described by 

open system s theory. To manipulate the system  successfully, 

however, the  policy m anager needs an understanding of a system ’s 

dynamic behavior, an understanding provided by open system s 

theory.
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The System  and I ts  Environm ent. A system  is a complex adaptive 

organization o f in teracting  com ponents o r p a rts  related to one 

another in a more or less stab le way a t any given moment (Buckley, 

1967). In  o rd er to grow and develop, the system  is open ; th a t is, it is 

engaged in a continual in terchange with its environm ent. I t  receives 

input from  the environm ent, and i t  converts the  input into ou tpu t to 

the environm ent. The system  m ust achieve certain  goals with this 

production of ou tpu t, goals th a t the environm ent considers valuable, 

goals th a t  a policy mission sta tem en t aims to achieve. A system  is 

constantly  influencing, and being influenced by, the environm ent. 

What occurs in ternally  within the system  is "largely determ ined by 

external fo rces—ideas, values, people, and social conditions—that 

inevitably penetra te  the system 's boundaries5’ (Patti, 1982, p. 145). 

The policy manager m ust ensure  th a t these influences fo ste r the 

developm ent o f policy.

The environm ent surrounds the  system . I t  includes the 

overlapping agencies th a t provide parallel or complem entary services. 

The system  exchanges resources, cooperation, support, and even 

clients w ith o ther agencies and is in terdependen t with them  (Patti, 

1982). O ften, the o ther agencies have divergent, even conflicting, 

expectations about the system ’s p roper function: Who gets served, 

how, and to  what ends? As we saw in chapter 5, policy management 

ensures th a t these questions are adequately and effectively 

addressed.

The environm ent also includes economic conditions, the cu rren t 

s ta te  of scientific and technological knowledge, laws, politics, and
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demographics. The successful policy manager m ust be aware of these

conditions as they  have a bearing on policy. The general environm ent

is roughly equivalent to society as a whole, and a mental health

organization m ust continually deal with society 's ambivalence toward

it, especially when a suffering economy necessitates cutbacks in

funding (Patti, 1982). According to Tropman (1984), society may

claim to want to provide necessary and useful services to segm ents of

the population, b u t a t the same tim e may suspect th a t the services

are unnecessary or th a t they are likely to be abused. The

environm ent faced by human service organizations is

m ore tu rbu len t, the values which support them  are less 
secure than  is the  case with o ther organizations. They can be 
sub ject to  rapid swirls and eddies of support, something tha t 
. . . s tre sses  the need for a savings account of ideas and 
approaches th a t can be called upon in time of need.

(Tropman, 1984, p. 23)

A policy m anager can help an organization here by anticipating 

problem s arising out of this ambivalence.

According to Tropman (1984), environmental changes can occur 

rapidly, dram atically and adversely affecting a human service 

organization whose personnel a ren ’t  on the lookout for them. On the 

o ther hand, an organization with a clearly articulated policy can 

influence the  environm ent to the  benefit of both  organization and 

environm ent. An interorganizational coordinating com m ittee, such as 

the Dual Diagnosis Task Force described in chap ter 5, rep resen ts an 

a ttem pt on th e  p a rt  of an organization to influence, if not control, the 

external environm ent—and certainly to the benefit of the dually- 

diagnosed.
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Conversion of Inpu ts to  O utputs. Any system  involves a flow and 

transform ation  of energy: an intake of energy from  the environm ent 

(input), a transform ation of the energy through itse lf (throughput), 

and a discharge of the energy back to the environm ent (output) (Katz 

and Kahn, 1971). Input, throughput, and ou tpu t form  a recu rren t 

cycle.

The p ressu res a t input are quite  d ifferen t from  the evaluations at 

ou tpu t—especially in the  human service organization. For example, 

society’s purported  values are for changing people (the desired 

ou tpu t), b u t often  the resources in funding and personnel (the actual 

input) are  adequate only for processing people. This is a disjunction 

with trem endous relevance to  policy management. Those who control 

crucial input may have unrealistic  expectations of output and may 

seek sim plistic form ulas to  tie  inpu t and ou tpu t together. The policy 

manager, according to Tropman (1984), aware of the entire  system  

and its  relationship to the environm ent, can be in a position to 

in te rp re t ou tpu t problem s to  input controllers and vice versa. A 

definitive policy can provide articulation between external system s to 

control inpu t to  b e tte r  influence the desired output—for example, to 

secure agreem ents on who is seen by which agency for how long and 

under what conditions, who gets discharged, when the discharge 

should happen, and where the client should be discharged to. 

C hapters 5 and 6 describe a few such policy agreem ents.

Open System s Theory and Interagency Collaboration. The open 

system s fram ework moves our focus from  the intrinsic facets of 

d iscrete  com ponent parts  to  the interaction and relatedness o f the
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components. I t  lets us appreciate  "the en tire  range of elem ents th a t 

bear on social problems, including the social units involved, their 

in terrelationships, and the implications of change in one as it  affects 

all” (Compton and  Galaway, 1979, p. 82). I t  gives us analytical tools 

to accommodate knowledge from  all the  disciplines that social work 

m ust draw from , to view massive, disparate data with perspective, 

and to organize th a t data into a holistic synthesis (Janchill, 1969). 

Open system s theory frees social scientists from  linear approaches 

with cause-and -e ffec t explanations, and instead offers them an 

in teractive focus with which to analyze the e ffec ts  of one system  or 

another.

The policy manager can apply the open system s perspective to 

prom ote w hat Woodward a n d  Pederson (1991) re fe r to as 

interagency collaboration in developing a responsive service network 

tha t spans two service delivery system s. Coordination not only is a 

means for increasing the quality of public service delivery system s, 

but also im proves the efficiency of governm ent itse lf (Whetten. 1982). 

This is especially tru e  of coordination in a tim e of shrinking 

resources. The im portance and value of interagency collaboration in 

addressing the needs of the dually diagnosed reflects the experience 

of Bethany County Mental Hygiene Services (BCMHS) and is illu stra ted  

by the following concepts, adapted from  Lynch and  Harrison (1986):

♦ The needs of individuals with dual diagnosis are complex.

♦ No single agency or discipline has all the knowledge, skills and

resources.
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♦ In teragency collaboration reduces duplication, fills gaps, and 

makes the system  m ore understandable and accessible.

♦ Collaborative services, when properly coordinated by a policy 

manager, can be well planned, cost-effec tive , and high-quality.

♦ Collaborative services are  more likely to be tru ly  

in terdisciplinary.

♦ Communication among system s is enhanced.

♦ In teragency collaboration prom otes tru s t  and respect, as well as 

effective services.

♦ Only interagency collaboration can effectively prom ote the 

comm unity integration, independence, and productivity of dually 

diagnosed individuals.

Resources

The fou rth  and final pillar o f the  policy m anager's effectiveness is 

resources—including inform ation, feedback, position, and money.

Inform ation

An effective policy m anager m ust possess more than the 

background knowledge from  research  lite ra tu re  organized by a 

theoretical paradigm. He or she needs cu rren t inform ation germane 

and imm ediately applicable to  the  local con tex t—including facts about 

the local policy environm ent, an assessm ent of local service needs, 

and issues appropria te  for s ta f f  training.
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Facts about the Local Policy Environment. The demand for 

g rea ter interorganizational coordination, an application of the open 

system s theory, stem s no t only from  the fru stra tion  of clients, but 

also from  the frustra tion  of local human service adm inistrators. 

Community public m ental health agencies are charged with the 

responsibility o f adm inistering services and program s tha t are often 

highly fragm ented. Levine (1974, p. 374) discusses the “political 

pluralism" among service providers in America, a hodgepodge of 

agencies. Service providers may often have incompatible 

jurisdictional boundaries, unclear pa tterns of hierarchical authority , 

conflicting eligibility c rite ria , and contradictory program  

standards—making it d ifficu lt to develop a comprehensive service 

system  for people who have a dual diagnosis.

Woodward a n d  Peterson (1991, p. 9) pointed out tha t “knowing 

the value and challenge o f interagency collaboration assists local 

groups in assessing their com m unity 's ability to  replicate this model.” 

In building up an inform ation resource, a policy manager needs to 

answer the following questions about the local policy environm ent, 

adapted from  Woodward and Peterson:

♦ How ‘ does the  local data compare with published research 

lite ra tu re?

♦ Is th ere  a lead agency like the BCMHS to secure the support of 

the o ther m ajor agencies serving the population? Such an agency 

can lend legitimacy to  the  activities of the policy manager. The 

policy m anager in this study had access to OCS and the MR/DD
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Subcom m ittee as a resu lt of being attached to BCMHS.

♦ Which are the key agencies th a t m ust recognize the critical service 

needs of the dually diagnosed? Essentially all service agencies in 

the m ental health  and m ental re tardation  system s need to realize 

th a t the dually diagnosed need services from both system s (for 

example, m edication and crisis intervention from  the mental health  

system , and vocational and residential services from the m ental 

re ta rda tion  system ).

♦ How ready are  the  key planners to focus their atten tion  on these  

service needs? The policy m anager, a fte r gauging the in te re s t of 

the key planners, should instigate such focus as needed.

♦ What policy ideas are available for developm ent into a policy 

tow ard the dually diagnosed? Here are a couple:

-  A dually diagnosed clien t can clinically benefit from  

com m unity-based m ental health services.

-  A client can be adequately served by both the mental health  

and the m ental re ta rdation  system s if adm inistrators can 

overcome bureaucratic b a rrie rs  and their sense of 

te rrito ria lity .

♦ W hat existing services are  available as p a rt of the service delivery 

system ? The policy m anager needs to introduce some fluidity into 

the ru les for service delivery.

♦ What new services should be developed to com plem ent existing 

service delivery? The policy m anager may need to  form  a task 

force like the Dual Diagnosis Task Force described in chapter 5.

♦ Which key players in the various community settings can lobby for
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these program s? The policy manager should consider paren ts of 

consum ers, consum er groups, and advocacy organizations.

♦ How can the  policy manager increase the  awareness, in te res t in,

and advocacy for the  dually diagnosed? The policy manager should

seize every opportunity  and lobby in every arena. The policy 

manager of th is study prom otes services to  the  dually diagnosed in 

each of the several com m ittees he is a m em ber of, a t regional and 

national conferences, and in the relevant college courses he 

teaches.

♦ What data is available on the dually diagnosed in the community?

The policy manager can conduct a needs assessm ent survey, which 

is described in the  following paragraphs.

A ssessm ent of Local Service Needs. In the context of interagency 

agreem ent, the  policy manager should organize a local task force to 

analyze the service needs and issues re la ted  to the dually diagnosed 

and to  recom mend specific actions toward am eliorating unmet, needs. 

The task force m ust be sanctioned by a policy-making body in order 

for it  to  have legitimacy; the Bethany County model was sanctioned 

by OCS, which is responsible for planning and coordinating m ental 

hygiene services in the county. The task force should be composed of 

rep resen ta tives from the adm inistrative and clinical levels of both the 

m ental re ta rdation  and the m ental health system s. The task force 

should also include consum er/fam ily  represen ta tion .

A task force provides the policy manager with a staging area for 

formal fac t finding and fo r planning services to m eet the needs of the
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dually diagnosed. The task  force model provides an arena where 

agencies and individuals from  mental retardation  and mental health 

disabilities service system s can together explore relevant issues, 

share ideas, and exchange inform ation regarding each o ther’s capacity 

for serving this population. A task force can stim ulate working 

relations betw een local m ental health and m ental retardation  agencies 

on an ongoing basis th a t can help to coordinate services for this 

population. The Bethany County Dual Diagnosis Task Force was 

successful in developing a heightened awareness of dual diagnosis 

among local service planners, providers, governm ent officials, and 

consum er advocates.

The task force can develop a survey tool to assess the size and 

scope of the problem s a t the local level. The needs assessment, 

survey (a model of which is described in chapter 4) should probe for 

the following:

♦ Identification  o f the  dually diagnosed in the  community. The 

survey can include language th a t assists in identifying the dually 

diagnosed population, those who have sym ptom s of both mental 

re tardation  and m ental illness. The survey should include clear 

and unified definitions of mental re tardation  and mental illness; 

for th a t see chap ter 1. One screening instrum ent to assess 

psychopathology in mentally re ta rded  persons is the Reiss Screen 

for Maladaptive Behavior, developed by Reiss (1988b). I t  consists 

of 40 item s th a t are ra ted  as e ither no problem , problem, or 

m ajor problem  by the m entally re tarded  persons being evaluated.
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The item s include aggressiveness, eating problem s, loneliness, 

impulsivity, hyperactivity, sadness, stealing, suicidal ideation, 

paranoia, low energy, and social inadequacies. The evaluation is 

com pleted by teachers, supervisors, caretakers, or persons who 

know the individual well enough to repo rt on his or her suspected 

m aladaptive behavior. The scores are then compared with norms 

to determ ine whether a m ental health disorder is suspected: if so, 

the individual is re fe rred  to a professional mental health 

p rac titioner for a standard mental health evaluation.

♦ Demographic data. This p a rt of the survey should elicit 

dem ographics to identify age ranges, types o f living environments, 

and o ther vital sta tistics.

♦ C urren t utilization of services. This part of the survey should 

identify which services are currently being utilized—services from 

both the m ental health system  and the mental retardation  system .

♦ Service gaps. This p a rt of the survey should elicit perceptions 

about the  service delivery system, including such areas as 

residential options, mental health services, vocational alternatives, 

coordination, and so on.

♦ B arriers to  effective service delivery. This p a rt of the survey 

should e licit responses about such problem  areas as funding, 

s tru c tu re , training, a ttitude, skills, resources, and so on.

♦ Training needs. The survey should elicit data related to the 

training needs of the personnel within the agency. These needs 

will probably vary, depending on the type of service provided by 

the agency th a t is responding to the survey.
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• Problem s of system s coordination. This is an im portan t area to 

identify, since the  lack of coordination can be the source of some, 

if no t all, of the system  problem s. The survey could identify the 

cu rren t, as well as the recom mended, system  coordination issues 

confronting the dually diagnosed a t the local level.

The policy manager should ensure th a t d ra fts  of the  survey are 

reviewed, revised as necessary, and approved. At the same tim e, he 

or she should secure an agreem ent to participate  from  the executive 

d irec to rs o f each of the mental health and m ental retardation  agencies 

in the community task  environm ent. By the tim e the survey 

in strum en t is finished, it can be sen t to the agencies.

Issues A ppropriate  fo r S ta ff  Training. The policy manager should 

prom ote s ta ff  training appropria te  to  the  d ifferentiation  and 

com plexity associated with serving the dually diagnosed population. 

He or she needs to explode m yths about the  dually diagnosed— th at 

the  m aladaptive behavior of a re tarded  person is a function of his 

re tardation , th a t emotional d isorders in the re ta rded  are d ifferen t in 

kind from  those with normal intelligence, th a t sym ptom s and 

m aladaptive p a tte rn s  in re ta rded  people are a resu lt of organic brain 

damage, and th a t psychotherapy is ineffective with the m entally 

re ta rded . Of course, psychotherapy m ust accommodate the c lien t's  

expressive and receptive language deficits; in tervention , according to 

M enolascino (1983), requires a more active, d irect, and concrete 

clinical stance. I t  is im portant not to rely exclusively on any single 

technique or therapeutic  school because of the complexity of the

142

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



C hapter 7

dually diagnosed clients; a flexible and eclectic approach is often  

indicated.

The policy manager of th is study, following the suggestions of 

Tropm an (1984), brought all these  ideas in to  the  policy process: He 

fostered  his s ta ff 's  education in areas where little  or nothing was 

known before, and he encouraged reeducation to  disabuse m yths and 

replace them  with well-founded concepts consisten t with appropria te  

values.

Feedback

A nother im portant resource the  policy m anager needs is feedback: 

He or she m ust ensure th a t the  policy m achinery adequately a le rts  

planners and im plem enters to  problem s th a t m ust be addressed by 

policy changes. The sensing of inform ation from  the environm ent 

about the suitability  of a policy is called feedback, a capability 

thoroughly explored in open system s theory  to explain the 

adaptability of a system . Inform ation  revealing th a t the resu lts of a 

policy are not meeting the  goals of the  policy is negative feedback , 

which works like a therm osta t: The system  responds to negative 

feedback by correcting its  processes (Compton a n d  Galaway, 1979).

The policy process, described in chap ter 5, incorporates feedback: 

A fter the policy is ratified , the  fourth  phase of the policy process 

begins, where the policy m anager sees th a t th e  policy is actually 

im plem ented with detailed plans and guidelines to am eliorate 

difficulties brought on by the new policy and actually to execute the 

policy. During the final policy phase, the  policy manager oversees the
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implementing program s and remains a le rt to  new problems th a t m ust 

be addressed in a new policy development cycle.

In  fact, policy management, by bringing the  workings of open 

system s theory  into deliberate conscious atten tion , improves upon 

feedback: As M ichael (1980) suggests, developm ent of policy can 

enable professionals in the mental health and mental re tardation  

services to  effectively forecast potential problems with enough lead 

tim e to p ro jec t solutions before the problem s can seriously im peril 

operations. According to Tropman. (1984), human service 

organizations are well served by a strategic policy and planning 

com m ittee devoted to  thinking about the fu tu re  and assessing 

alternatives, to  charting likely courses of significant environmental 

changes and dealing with them  in advance.

The policy manager can ensure adequate feedback by 

incorporating an eclecticism  in the policy: The s ta ff  a t a CMHC should 

have an iden tity  with both  the mental health and the mental 

re ta rdation  system s. They should provide trea tm en t services as p a rt 

of a larger interorganizational team, consisting of residential, 

vocational, and mental health services. T reatm ent is 

interorganizational: A trea tm en t plan involves not only the therap ist 

and client, b u t also s ta ff  from  workshops and group homes or family. 

The client is also p a rt of the team. In this way, when an aspect of 

the policy is working or not working, the s ta ff will more likely be 

aware of it.

For example, when one of the MH/MR s ta ff  sees a client, a 

d irec t-care  provider from  the group home is p resen t and shares
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inform ation in a "consultation book” on the clien t's progress or 

problem s since the previous visit. The MH/MR sta ff  m em ber 

contributes observations from  the session into the  consultation book, 

which is la ter reviewed by the entire group home staff. This process 

embodies a continuous communication, or feedback loop.

Position

Another im portant resource of the policy manager is his or her 

position in the overall service provision system . According to 

Tropm an (1984), the policy manager needs to know who is working 

where and w hat he or she can do, know who is in power and what 

policy the powerful will support. The policy manager needs a 

sufficient level of authority  to be privy to where the policy action is 

being taken. He or she accumulates this authority  largely from 

devoting far more tim e and e ffo rt than others do toward the issues of 

th e  dually diagnosed.

The policy manager in th is study was attached to BCMHS, the 

county 's lead agency, which provided his activities legitimacy by 

giving him access to OCS, the MR/DD Subcommittee, and to o ther 

working com m ittees with con tract agencies. BCMHS, as the leading 

planning organization for the  county’s m ental health services 

described in chapter 5, has spearheaded the  development of a 

comprehensive service system  to m eet the holistic needs of the dually 

diagnosed, utilizing both the mental health and mental retardation  

system s. The establishm ent of in terdependent relations betw een 

BCMHS and o ther organizations (the contract agencies) is key to the
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com prehensive service system . The exchange of clients, s ta ff, and 

o ther resources w ith organizations in the environm ent has enabled 

BCMHS to provide m ental health services to  dually diagnosed clients 

while enabling the o ther organizations to pursue their respective 

goals. U nder the  auspices of BCMHS, the policy manager developed 

and m anaged a policy involving interorganizational cooperation and 

coordination.

The policy m anager needs access to top management, as well as to 

public relations, advisory, and research groups. As P atti (1982) 

points out, such mental health adm inistrators are  continually looking 

for reliable and feasible ways to  evaluate the  effectiveness of 

program s— th a t is, feedback. Such adm inistrators span the system  

boundary and ac t as an interm ediary between the environm ent and 

the agency. The policy m anager can work with them to identify 

p rio rities fo r w hat is .im portan t for an agency's survival.

The boundary-spanning responsibility  is very im portant in 

providing services to  the dually diagnosed. The policy manager has 

the responsibility  to recognize (or anticipate) alternatives, 

opportunities, and negative forces in the external environm ent tha t 

may a ffec t BCMHS. He m ust then take appropria te  action so th a t the 

role and functions o f the agency are m aintained o r extended.

The policy, manager, working within a m ental health agency, is 

fu rth e r legitimized by his knowledge and in te res t in mental 

re tardation . W ith such legitimacy, the policy manager was able to 

m eet once a m onth with the executive d irec to rs of all the mental 

re ta rdation  services in Bethany County to evaluate the  p resen t
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system , review the  program s, and plan fo r fu tu re  service. Both 

private  and public agencies are rep resen ted  a t these meetings, which 

provide an opportun ity  to  establish tru sting  relationships among the 

provider agencies.

The policy manager, by sitting on various com m ittees in the local 

policy environm ent, inform s o ther agencies of the  existence of the 

service. Mental health adm in istrators, as P atti (1982) points out, 

spend much tim e and e ffo rt justify ing existing program s or lobbying 

for new ones. The policy m anager nu rtu res  the concept of 

"interorganizational trea tm en t planning” as p a rt of a comprehensive 

policy. He m eets with middle m anagers from  o ther agencies to 

discuss interorganizational trea tm en t planning (generating policy 

options) and elicits th e ir  cooperation. Securing adm inistrative 

support (policy ratification), they im plem ent an interorganizational 

team  approach to care  and trea tm en t. By represen ting  BCMHS a t all 

internal and ex ternal m eetings and forum s dealing with mental 

re tardation , the  policy m anager m onitors the  program s adm inistered 

by these groups and is a le rt to problem s th a t may need to  be 

addressed by another cycle of policy development.

The BCMHS program  supervisor m eets regularly with the subunit 

leaders, including the  policy manager, to process inform ation and 

make decisions about in ternal activ ities re la ted  to  mental health 

services provided by BCMHS. The subunit leaders, positioned a t a 

m iddle-m anagem ent level betw een the  top m anagem ent and the 

subunit s ta ff  who personally deliver service, tran sla te  the executive 

level goals and directives into specific program  objectives.
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Finally, the policy m anager se ts  up conditions conducive to s ta ff  

morale. He facilitates communication both vertically to the d irector 

of BCMHS and to OCS, and horizontally within the service itse lf as 

well as with cooperating departm ents and agencies. (The prem ise 

underlying the  need for dual diagnosis services in the f irs t  place, 

a fte r  all, was the lack of communication and cooperation between 

service providers for the  m entally ill and those for th e  mentally 

re tarded .)

M oney

A very im portant resource of the policy manager is, of course, 

money. As Tropm an (1984) a sserts , an effective policy manager 

m ust understand and be able to influence the funding arrangem ents in 

the policy environm ent. What are funding organizations likely to 

support, fo r example?

All MH/MR clients are funded through the  Community Support 

System (CSS), which itse lf is funded by the S tate  Bureau of Mental 

Hygiene (BMH) to maintain the  severely and persisten tly  mentally ill 

in a community setting. In a departure from the previous form s of 

governm ental e ffo rts , CSS accepts as a fact the large number of 

federal, s ta te , and local agencies providing services to the m entally 

ill. BMH plans to continue to s tress the im portance of an open 

system s approach to the development o f community support 

program s. Communities are  encouraged, under the CSS plan, to 

assess the to ta lity  of needed services and supports available for 

severely disabled persons. The rationale for the total funding is to
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ease the  financial burden a t the local level and to maximize services 

for those eligible for CSS-funded services. The funding mechanism is 

an incentive fo r local communities to develop services that were 

previously neglected.

In order to  be eligible for CSS funds, the MH/MR subunit m ust 

use certain  eligibility c riteria  for clients. The subunit accepts only 

clients with severe and pers is ten t mental illness as a prim ary 

diagnosis, not those with only alcohol abuse problem s or only mental 

re tardation  (who are served by other agencies). The following are the 

formal MH/MR eligibility criteria, as established by the sta te , for 

accepting CSS clients:

♦ The individual m ust be a t least 18 years of age and have a prim ary 

D SM -III-R  psychiatric diagnosis other than alcohol or drug

disorders, organic brain syndromes, or developmental disabilities.

♦ The individual m ust be severely functionally disabled due to

m ental illness for at least the past 12 months on a continuous or

in te rm itten t basis in at least th ree  of the following areas:

-  Self-care
-  A ctivities of daily living
-  Self-direction
-  Social functioning
-  Economic self-sufficiency
-  Ability to  concentrate

♦ The individual m ust m eet a t least one of the following

characteristics:

-  He or she is currently  enrolled in the s ta te  CSS program and 

has been served in a BM H-certified or -funded program during 

the last two years.
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-  He or she m ust have been adm itted repeatedly to

BM H-certified program s (th ree  or more tim es in the last 18 

months).

-  He or she has undergone two or more psychiatric

hospitalizations in the last two years.

-  He or she has had one consecutive stay of six months or more 

in a psychiatric hospital, a BM H-certified residence, or a 

BMH-designated adult home or single-room -occupancy hotel.

-  He or she receives SSI or SSDI due to mental illness.

The MH/MR eligibility for c lien t intake, as seen in the f irs t bullet 

in the  foregoing list, excludes any assessm ent for developmental 

disabilities (m ental re tardation). Under the S tate Mental Hygiene

Law, paym ent fo r services tailored to the mentally re ta rded  are

authorized by the  Bureau of Developmental Disabilities and Mental 

R etardation (BDDMR) only to local provider agencies tha t i t  certifies 

and licences, and MH/MR is certainly not one of those agencies. 

Moreover, the conditions of reim bursem ent require th a t the prim ary 

diagnosis corresponds to the  “prim ary diagnostic in te res t” o f the 

certifying agency—in o th er w ords, m ental retardation  explicitly, not 

“dual diagnosis.” As an augm entation of the MH/MR subpolicy 

definitions, however, the policy manager secured an agreem ent with 

con trac t service agencies licensed by BDDMR to serve the m entally 

re ta rded  th a t they assess c lien ts only for developmental disabilities, 

not for psychopathology. Then the clients who are both m entally ill 

and m entally re ta rded  receive services from  the MH/MR subunit,
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fro m  o th e r  s e rv ic e s  o f  BCMHS, and fro m  th e se  o th e r  c o n tra c t  

agencies.

Also, MH/MR generates revenue by billing Medicaid for client 

visits. Nearly all its  clients a re  eligible for Medicaid.

The policy manager should m arshall funding resources for dual 

diagnosis from  many sources, including grants. For example, in 

Bethany County, the  policy m anager rep resen ted  BCMHS on a g ran t 

review com m ittee and evaluated an a rray  o f grant proposals 

earm arked fo r specific programs!.

The policy m anager m ust rem ain a le rt to every funding 

opportunity , which m ight arise  as a consequence of an arrangem ent 

ostensibly irre levan t to funding. For example, the case m anager on 

the s ta ff  o f the MH/MR subunit is actually employed by the sta te . 

His work assignm ents, supervision, and even perform ance evaluation, 

are done by the policy manager; his salary, however, is p a id . by the 

sta te . This interagency staffing  arrangem ent, an outgrow th of the 

policy developm ent e ffo rts  described in chap ter 5, has worked 

extraordinarily  well. I t  is m ultifaceted  and benefits both agencies. 

More im p o rtan t from  the perspective  o f policy management, the 

arrangem ent has prom oted a sense of interagency cooperation 

betw een BCMHS and the s ta te . H istorically, there  has been a sense of 

m istru st and m isunderstanding betw een the  two agencies. 

Furtherm ore , from  a political perspective, th is staffing  arrangem ent 

helps to m aintain the  MH/MR subunit; it  would be doubtful tha t 

BCMHS wouid consider elim inating MH/MR. Finally, sharing the 

staffing has saved BCMHS money. The clients he sees and the  case
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management functions he perform s are billable services through 

Medicaid and CSS funding sources, and these are revenues to BCMHS. 

(On the o ther hand, the  s ta te  benefits by having its clients seen and 

trea ted  a t BCMHS.)

Putting It All Together

The policy manager builds an effective policy upon the the  four 

pillars o f effective policy management: values, skills, knowledge, and 

resources. Then he or she is ready for applying a developed policy in 

the actual planning and delivery of CMHC services.

Service Planning

The needs assessm ent survey, p a rt of th e  inform ation resources 

of policy development, supplies the policy m anager and task force 

with a substantia l am ount of data regarding service issues and 

num bers o f persons who have a dual diagnosis. The Bethany County 

Dual Diagnosis Task Force developed a com prehensive rep o rt with its 

specific recom m endations, which i t  subm itted  to the Office of 

Community Services (OCS) for review. OCS adopted m ost o f the 

recom mendations and charged the d irector of BCMHS to take action 

on them  (see chapter 5).

The adopted recom m endations in Bethany County provided the 

im petus fo r planning and developing services. Actual planning for 

services a t  the local level is officially through OCS and its 

subcom m ittee s tru c tu re . Additionally, the executive d irec to rs of the
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m ajo r ag encies  m e e t each  m o n th  to  d iscuss p lanning , p ro g ram  

development, and system ic issues. Here is another forum  for

interagency coordination.

I t  is im portant for participating agencies and key players to

understand the following four basic principles employed in the service 

planning process, adapted from  Taylor (1988):

♦ Instead  of trying to develop a separate system  dedicated to the 

dually diagnosed, services should emanate from  the cu rren t, 

established service delivery struc tu res: th a t of the mental health 

system  and the mental re tardation  system. Clients already 

stigm atized do not need another label. When these clients are 

in tegrated  into the cu rren t system s, they can in te rac t with peers 

who might serve as positive role models. Also, revenues can be 

d irected  toward the needs of individual clients if they aren’t 

needed for building an entirely  new structu re .

♦ Individual clients should be placed in core program s because of

th e ir specific needs, no t because of a formal diagnosis. With s ta ff

from  both delivery system s on hand, the professionals who make 

placem ent decisions are  the same ones who will be delivering 

services.

♦ S ta ff should augment or enhance core program s with needed 

services on a case-by-case basis. In o ther words, a client whose 

prim ary diagnosis is m ental illness and is therefo re  in a m ental
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health program  can receive specific developm ental services from  

mental re ta rdation  professionals.

♦ The las t program s to  be developed should be the intensive, 

res tric tiv e  ones—and then  only a fte r  the ir need has been clearly 

dem onstrated. During the f irs t  year, fo r example, the emphasis 

should be on residential and vocational services, with mobile crisis 

in tervention team s and intensive case m anagem ent available only 

as needed.

The foregoing principles em brace the  concept of the  fu n c tio n a l  

role of service delivery. Service planners need not become 

preoccupied w ith designing an en tirely  new service delivery system  to 

com plem ent the mental health and the m ental retardation  system s. 

With the  help o f the  policy manager, they can instead focus on how 

best to  utilize the existing system s, to determ ine how those system  

can be streng thened  through service enhancem ent in an in tegrated 

interagency network. Careful planning under the  guidance of policy 

management—especially if inform ed with an organizing paradigm such 

as open system s theory—can achieve service in tegration between the 

two system s, exploiting the streng th s o f each for the best clinical, 

program m atic, and cost-effec tive  perspective. The mental 

re tardation  system  can b est provide services th a t m eet the 

developmental needs of the m entally re ta rded . The mental health 

system  can b e s t provide the  m ental health  needs of the  same 

population.
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As d e m o n s tra te d  by th e  p r in c ip le s  o f  Taylor j u s t  d e sc rib ed , th e re  

is a need to  ensure a service network th a t is integrated, 

comprehensive, and responsive to  individual needs. Planning for 

dually diagnosed m ust in teg ra te  not only developm ental and mental 

health services, bu t also o th e r health services, social services, and 

other local community services. Additionally, the  service network 

m ust ensure accessibility and availability of program s and services 

according to  individual needs and desires. The policy manager and 

service planners should take into account individual choice, so tha t 

the client will participate  in his o r her own care and trea tm en t.

In  planning services fo r th is population, the policy manager 

should m aintain system s coordination by bringing together high-level 

adm inistrators of the  p rov ider agencies on an ongoing basis. The 

policy manager in this study s its  on the MR/DD Subcom m ittee, which 

makes recom m endations to  OCS; OCS legitim izes the  overall policy.

Service Delivery

The community m ental health  cen ter (CMHC) m ovem ent began in 

the  early 1960s with the Community Mental Health Centers Act of 

1963, legislation th a t em bodied some of the  m ost progressive 

ideologies and models of care  through the provision of mental health 

services a t the  local level. This new initiative was established so that 

all persons who needed m ental health  services could be served within 

a sh o rt distance from  where they  resided. The in te n t of the law was 

to provide services to all citizens in need o f such service, including 

those who have mental re ta rdation . However, a fte r  nearly two
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decades, Swanson and  M enolascino (1983) noted th a t CMHCs were 

not adequately providing for the  mental health needs of re ta rd ed  

individuals. The policy m anager should work to persuade the local 

CMHC to take an active role in providing com prehensive mental health  

services for the dually diagnosed, including psychiatric assessm ent, 

individual and group psychotherapy, medication trea tm en t, 

consultation, day hospital program s, social skills training, crisis 

in tervention, and case m anagem ent services.

T here are two models for providing clinical services to the dually 

diagnosed, which the policy m anager should take into account: the 

generalist model and the  specia list model.

In  the generalist model, the mental health clinician provides 

services to  dually diagnosed individuals as well as to o ther client 

populations. The generalist provides mental health services to a 

num ber of client populations—children, substance abusers, the 

chronically mentally ill, and so on. This staffing model works b e s t in 

less populated areas, where th e re  is a relatively sm aller CMHC.

In  the  specialist model, s ta f f  m em bers have specific train ing in 

mental re tardation . Mental health  personnel can understand the 

trea tm en t techniques and philosophies found in the field of m ental 

re tardation . The specialist can negotiate fo r client services w ith both 

the m ental re tardation  and the  m ental health system s. This model is 

ideal for larger, populated areas, where system s are more complex. 

The larger a community, the m ore complex the system .

There are  also two models fo r the  location qf service delivery for 

the dually diagnosed: the facility -based  model and the c lien t-cen tered
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m odel.

In the  facility-based model, the traditional model of service 

delivery in the  mental health  system , the client goes to the CMHC for 

services. The model is predicated on the ability of an individual to 

travel independently to the  CMHC. In the Mental Health/M ental 

Retardation (MH/MR) subunit a t BCMHS, the  facility-based model 

applies to  about 30% of the  clients, e ither those who can use public 

transporta tion  or those who are driven to the  clinic by care 

providers.

In the serv ice-based  model, mental health services are delivered 

to individuals in their natural environm ents, such as their homes, 

sheltered  workshops, or any o ther place where the client could p ro fit 

from  m ental health services. I t  is not rare, for example, for an 

individual session with the client to take place a t a local coffee shop; 

although nontraditional, such a session provides an "in vivo” 

experience, where the client can feel safe and unthreatened and where 

the clinician can observe how the client in te rac ts  w ith the 

environm ent in a more natural setting. Another advantage of the 

service-based model is when mental health services are provided in 

group homes or rehabilitation facilities; here the mental health 

clinician can in te rac t directly  with care providers from the mental 

re ta rdation  system . Mental health services should be in tegrated  with 

ongoing habilitative activities, and they should in terface with and 

closely take into account all aspects of a mentally retarded  person’s 

life (Chanteau., 1988).
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Chapter 7

Summary

Over the last several years, the  service delivery system  a t the 

local level is beginning to  recognize the psychiatric d isorders in many 

of the  m entally retarded . The gaps in the service delivery system  are 

causing acute problem s for the community, problem s th a t only a 

clearly articu la ted  policy can adequately address.

The s ta te  level of governm ent may not directly  provide the 

im petus to  plan and develop mental health services fo r the dually 

diagnosed. In  the absence of s ta te  im petus, these services can 

em anate from  the local level by means of an interagency, coordinated, 

and collaborative approach under the guidance of a policy manager. 

Local-level policy can then influence s ta te  governm ent, which will, or 

should, eventually in itiate  its  own dual diagnosis policy.

This chap ter has provided a perspective th a t a policy manager can 

employ a t  the  local level in planning and developing a responsive 

service delivery system  for the  dually diagnosed. In  o rder to do this, 

the  policy m anager m ust prom ote a se t of values th a t make such a 

service delivery system  im portant; he m ust possess and bring to bear 

considerable skill in developing information, operating in a political 

arena, and dealing with people; he m ust exploit extensive background 

knowledge o f m ental health  and mental re ta rdation  th a t can be 

focused through an operating paradigm such as open system s theory; 

and he m ust be able to  capitalize on such resources as cu rren t 

inform ation, feedback, position, and money.
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Chapter 7

All th is  ta k e s  c o n s id e ra b le  e f f o r t  a n d  tim e ; i t  is  a  lo n g - te rm  

process. The policy m anager in th is study brought his own values to 

the policy process, b u t he had to build th e  o ther pillars of effective 

policy m anagem ent—skills, knowledge, and resou rces—over a long 

period o f tim e. He honed his policy skills and knowledge, and he 

assem bled his policy resources, gradually, through careful, thoughtful, 

hard work. For example, he did no t assume his policy developm ent 

function on com m ittees all a t  once, sim ply through a series of 

fo rtu itous appoin tm ents from  a powerful adm inistrator. He asserted  

him self by suggesting his placem ent on one com m ittee a fte r another, 

suggesting th a t  the  placem ent was in the agency’s in te res t. Once on a 

com m ittee, he worked diligently on the issues th e  agency had sen t 

him th ere  to  deal w ith, thereby  building t ru s t  and gaining re sp ec t 

from  o th er com m ittee m em bers a t the same tim e he was nurturing  

skills and acquiring knowledge. A fter th is t ru s t  and respec t had been 

secured, and while he was pursuing the  business of his agency, he was 

able to  influence o thers toward the policy issues of dual diagnosis.

From  the position of the local CMHC, the policy manager needs to 

seek interagency collaboration in developing a local-level policy. 

W ithout a fully developed policy m andating the  CMHC to take an 

active role in interagency service delivery—a policy developed over 

substantia l tim e and with tire less fostering  and application of values, 

skills, knowledge, and resources—the dually diagnosed are likely to 

continue receiving inadequate and o ften  nonexisten t mental health  

services.

159

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.



C hapter 7

Local com m unities are beginning to  explore ways to respond to 

the m ental health needs of persons who have m ental re tardation . 

Communities are a t various stages of service planning and 

im plem entation of services with resp ec t to interagency collaboration 

and cooperation. Under the guidance of a policy manager, o ther 

communities can replicate the planning and service delivery described 

in th is d issertation . This d issertation  was w ritten  to provide another 

policy m anager with the opportunity  to  replicate the e ffo rts  made in 

one community—Bethany County. I t  is hoped th a t the d issertation  

can assist o ther communities in developing a clearly articu lated  policy 

th a t will serve as a guide for planning and developing 

interorganizational m ental health services for the dually diagnosed.
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