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by a multidisciplinary team, including psychiatrist, nurse, social worker, and case managers,
using a person-centered, recovery-oriented approach that includes education, vocational
development, peer support, and medication, using assertive outreach.

There have been studies that cite ACT programs resulting in fewer hospitalizations, increased
housing stability, and improved quality of life for individuals experiencing serious impairment
from mental illness (Chandler and Spicer, 2002). Dixon, Weiden, Torres, and Lehman (1997)
studied medication compliance in a group of homeless mentally ill and found that compliance
rates were significantly higher after they entered an ACT program, and this was associated
with fewer psychiatric symptoms, but not with better housing or fewer hospital days.

Case Management

Case management is a method of a single person delivering care to an outpatient individual
with serious mental illness. The case manager will coordinate supportive services to the assigned
client, including all mental health and medical care necessary. ICM began in the late 1980s
and has an emphasis on a small caseload (fewer than 20) and on providing services to those
severely mentally ill individuals who are hard to treat, have frequent hospitalizations, and usually
have a high number of inpatient days. The provision of ICM services is expensive, and contacts
with clients are more frequent, requiring more case managers to provide services to fewer
patients. Numerous studies have been undertaken to determine if smaller caseloads produce
better outcomes than case management provided for severely mentally ill with higher case
loads. The results vary by study.

Holloway and Carson (1998) found that there was no difference in patient symptoms, or
social functioning, with case managers who had 8 cases versus case managers with 35 cases.
However, they found an improved quality of life and satisfaction with services from those with
an ICM. On the other hand, Dieterich, Irving, Park, and Marshall (2010) found that ICM was
effective in reducing hospitalization, improving social functioning, and increasing retention in
care. They were unable to determine, however, if there was an effect on the clients’ quality
of life, mortality, or mental state.

A study conducted by Byford et al. (2000) did not find any difference for case management
versus ICM for 508 clients in their study for the outcome of days in hospital, quality of life,
or patient satisfaction. In addition, they found no significant differences in outcome according
to ethnic group (African-Caribbean versus other) or social functioning.

POLICY CONSIDERATIONS

Some of the more recent laws have led to the requirement that mentally ill individuals must
be treated in the least restrictive treatment setting possible, and that placements in the
community should accommodate the affected individual, rather than the person being kept in
an institution. In 1975, Donaldson v. O’Connor reinforced the idea of treatment in the
community and emphasized the patient’s civil rights (Landsberg and Rock, 2009). This ruling
mandated that states could not confine individuals to an institution unless they were a danger
to themselves or others. It also required that, if confined to an inpatient setting, the patient
had to be provided with treatment (Moniz and Gorin, 2007).
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In 1990, President George Bush signed the Americans with Disabilities Act (ADA) into
law. It is a civil rights law that prohibits discrimination based on disability and affords similar
protections against discrimination as the Civil Rights Act of 1964. A disability is defined by
the ADA as “a physical or mental impairment that substantially limits a major life activity.” It
was amended in 2008 to give broader protection and provide accommodations for disability
in the workplace.

In the Olmstead decision of 1999, L.C., a mentally retarded individual with mental illness,
sued the Commissioner of Georgia and alleged that the state violated the law in failing to place
her in a community-based program, once the treatment team determined that such placement
was appropriate. She had been voluntarily admitted to Georgia Regional hospital and was
deemed ready to move into the community, but no “resources” were available. The Supreme
Court determined that the state must find an accommodation because it was discriminatory
to keep her in an isolated and institutional setting.

While these decisions shifted the focus of care to the community, unintended problems
developed as a result. The movement into the community and the downsizing of mental health
institutions involved cost shifting from the state to the federal government. At times, patients
were discharged into the community without adequate skills or preparation, or they were sent
to other institutions, such as nursing homes. By the mid 1970s, the term deinstitutionalization
was being used, and it began to have negative connotations, as there were often not enough
funds or programs in the community to supervise and treat those released (Landsberg and
Rock, 2009). Karger and Stoesz (2002) stated the “legal decisions favoring the mentally ill
often proved illusory,” and often offered “nothing more than the right to be insane” (p. 263).

Mental Health Parity Laws

As the cost of insurance for mental health services is high, and the public has historically lacked
an understanding of mental illness and addiction, some insurers placed limits on the use of
mental health benefits to make insurance costs more affordable. Changes have come about in
response to new health insurance regulations that require mental health treatment to be provided
in health insurance plans.

In September 1996, the president signed the Mental Health Parity Act. This Act ruled that
companies that provided medical insurance to their employees could not put ceilings on mental
health benefits that were more restrictive than those of medical and surgical benefits (Otten,
1998). This did not include benefits for substance abuse treatment. In 2008, the United States
passed a federal parity law that extended mental health and substance abuse insurance benefits
coverage to be on a par with treatment provided for physical conditions.

It is important that we understand both the purpose of these initiatives, as well as some of
the issues that have arisen in their implementation. There is a fear that there will be an increase
in the cost of health insurance benefits and that this cost will be passed along to workers in
the form of higher insurance premiums (Fronstin, 1997). Another concern is that insurance
companies will lower their annual or lifetime ceiling for medical and surgical benefits to avoid
an increase in the mental health ceiling. There also might be an increase in the deductible or
copayments, or a reduction in the number of hospital days allowed. In addition, some providers
indicated that, as only certain mental health diagnoses were included, an unintended


