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AnEndanaa~ 
The new report may become a watershed event in mental health information, 
the aocument to begin the final stages of banishing stigma and blame in 

By Kenneth Morit'iugu 

M 
ental health is critical to the overall health ofthe 
nation and we in the Surgeon General's office 
believe rt rs 'me we adopted a new approach to 

mental illne~ one is based on caring and nurtur-
ing, one not clouded by the blame and the 

has characterized our 
toward this all too 

to mental 
ury America. 

Surgeon Gen
Mental Health 
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but good life is to be chiefly valued." We know that inherent in 

living a good life is good health, not just good physical health 

but also good mental health. Throughout the ages, great sages 

and philosophers have penned ideas pertaining to the impor

tance of a sound mind and a sound body. Even parables in the 

Bible document evidence of mental illnesses, although they may 

not refer to them as such. So, this concept of mental health is 

not a new one. Neither are mental illnesses new, but one has to 

wonder why it has taken us so long to address mental health at 

this level. 

In 1964, just 35 years ago, then Surgeon General Leonard 

Shealey released the landmark Surgeon General's Report on Smok

ing and Health. Since then, Surgeon Generals have published 52 

reports in all, 28 of them on tobacco. But as important as all 52 

reports are, we believe this one, Mental Health: A Report of the 

Surgeon General, holds special significance for several reasons. 

D cason number one is that mental illnesses are a public 

~ealth problem that we must all address. As Dr. Satcher has 

mentioned, this represents the first time ever that a Surgeon 

General's report has undertaken the topic of mental health. But 

beyond that, the report is significant because mental health is a 

critical public health problem crying out for a national response. 

This report, coupled with the Surgeon General's Call co Action co 

Prevent Suicide, released this past summer, answers that cry. It i 

an opportunity to engage the American people in a manner that 

can truly make a difference, a difference that can change the 

way we consider mental health, a difference in the way we talk 

about mental illnesses, a difference in the way we help individu

als with mental diseases. 

Every year, more than 51 million Americans experience diag

nosable mental disorders. They strike close to home. Many of us 

know someone who has been affected by mental illness. Of 

these, more than 6.5 million are disabled by 

only one in four affected adults ever receives treatment. Only 

one-third of our young people who need mental health services 

get them. 

We must ensure that we leave nobody behind in our 

approach to mental health, from the child with attention deficit 

hyperactivity disorder to the young adult combating depression 

to the senior struggling with Alzheimer's disease. Mental health/ 

mental illness spans the full continuum of life. We need a 

system that responds appropriately throughout that entire 

continuum. 

But age is only one factor. Mental illnesses transcend all 

walks and avenues of life, all races, and all levels of socioeco

nomic status. That is why we must ensure that mental health 

services are as widely avai lable as other services within the 

health care delivery system, services that are also culturally 

appropriate. 

One of the basic tenets of public health is that, to the extent 

we care for the needs of the most vulnerable amongst us, we do 

the most to protect the health of our nation. In addressing men

tal health as a public health issue, we protect and improve the 

health of our nation. 

The second reason the report is important is because mental 

illnesses are real. We are witnessing a scientific revolution in our 

understanding of mental health and mental illnesses. Over the 

past 25 years, our understanding of brain behavior has improved 

markedly. This scientific revolution has brought with it the 

knowledge that mental illnesses impair thinking, feeling, and 

behavior; interfere with a person's capacity to be productive and 

enjoy fulfilling relationships; and that mental illnesses can 

include schizophrenia, manic depressive or bipolar illnesses, 

panic disorders, and other anxiety disorders. 

The good news is that mental illnesses can be treated, but 

not until they are acknowledged. To maintain good mental 

health, we have to be willing to acknowl

severe mental illnesses, including as many as 

4 million children and adolescents. Major 

depression, schizophrenia, bipolar illness, 

eating disorders, anxiety disorders, and other 

mental illnesses frequently impair normal 

' ' Mental health is critical 
edge that psychological and emotional prob

lems exist. Left untreated, mental illnesses 

daily activities such as working, sleeping, 

and caring for oneself and others. And yet, 

to the overall health of the nation, 
and we believe it is time we 

adopted a new approach to men
tal illnesses, one that is based on 

caring and nurturing and not 
clouded by the blame and the 

stigmatization that has character
ized our society's attitude toward 
this all too prevalent malady.)) 

can result in a host of other problems, 

including violence, substance abuse, home

lessness, or imprisonment. By increasing 

awareness of mental illnesses and by reassur

ing people that mental illnesses are real, we, 
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in essence, are opening the door for them to seek the treatment 

and the services they may need. 

This leads me to the third reason the report is significant. 

There is new hope for the future. Mental illnesses can be treat

ed. Not only are we able to better diagnose mental illnesses, but 

new knowledge also has led to a variety of effective treatments 

and services that can lead to recovery. That means we have the 

potential to improve lives once considered lost to illnesses we 

either did not understand or, worse, were not willing to under

stand. This also means that for the one in five Americans esti

mated to be directly affected by mental illnesses, there is new 

hope. Adding w their hope is that of millions of family mem

bers, friends, and co-workers who are affected by those suffering 

from mental disorders: all of them have a chance of new hope 

for the future, a new chance at a good life. 

made destigmatizing mental diseases and opening the window of 

science and research to treatment is in large part due to the 

leadership of individuals such as Rosalynn Carter and Ttpper 

Gore. 

Why did it take so long? 

We have made progress in combating prejudice, but the war 

is not over. We must continue our battle to end the cruel stigma 

of mental illness, a stigma that feeds on myth and invites dis

crimination. We cannot afford to let our children continue to 

suffer, to let our teenagers continue to suffer, to let individuals in 

every stage of life continue to suffer when, in many cases, there 

are effective treatments available w help them. 

C learly, one of the main reasons has been our reluctance to 

deal openly with issues of mental health and mental illnesses. 

That is because they have traditionally been overshadowed by 

stigma. Anxiety disorders and depression are the most common 

mental disorders in America. Yet, many individuals with these 

disorders keep silent, ashamed. More important-

Both science and history have taught us that to ignore serious 

illnesses because of shame and blame is w allow them to get the 

best of us. For both moral and medical reasons, we cannot, we 

must not, allow that to happen. Stigma and discrimination are 

the greatest barriers confronting us when it comes to addressing 

the issue of mental health. 

W hile stigma may be one of our greatest barriers in achiev

ing mental health, our greatest defense against stigmas is 

knowledge based on solid science and not on popular opinion. 

The more we know about stigmas, the more we 

ly, they are unaware of the availability of excel

lent treatments discovered through clinical 

research. 

These stigmas are not unlike ones that sur

rounded other diseases in America - syphilis in 

the 1940s, cancer in the 1950s and '60s, and 

HIV-AIDS in the 1980s. The progress we have 

('we must ensure that 
we leave nobody behind 

1n our approach to mental 
health, from the child with 
an attention deficit hyper-

activity disorder to the 
young adult combating 
depression to the senior 

struggling with 
Alzheimer's disease.'' 

can fmd ways to overcome them, the better off 

we will all be. The more the public knows about 

mental health and mental illness, the better 

opportunity all Americans have to realize that 

mental disorders should be treated, and must be 

treated, with the same serious regard we give to 

other illnesses. People must know that it is as 
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important to be concerned about our brain and its healthy func

tioning as about the proper functioning and the health of our 

kidneys, our lungs, our liver, or our heart. If one of the other 

organs were to fa il , we would respond immediately. We can 

afford to do no less when the brain malfunctions. So, this report 

is significant from a public health perspective, from a scientific 

perspective, and from the perspective of new hope. 

What is the report not? 

For everything the report is, it is not the fmal word on men

tal health. It is a long report, but there is still much we do not 

know and much that still needs to be studied and demystified 

about mental health. Nevertheless, the report is broad reaching. 

It is comprehensive. We have attempted to include as much as 

science would support because we knew this report needed to 

have breadth as well as depth to capture the attention of our 

nation. We realize some will criticize the report. After all, an 

effort of this magnitude cannot hope to escape controversy. 

Some will feel that "mental health" is not in the realm of 

health. Some may feel that we have included topics that are 

outside the realm of mental health. Some may feel that we have 

not included things that are in the realm of the science, while 

others may feel that we have included information outside the 

realm of accepted science. 

And yet, we have been careful to assure that this report, just 

like other Surgeon Generals' reports, is based on the best avail

able science. The key is to focus on the positive and not become 

bogged down in the negative. 

The report represents an end as well as a beginning. We hope 

it will signify the end of an age when mental health is misunder

stood, the end of an era when the topic of mental illness is 

hidden, the end of unnecessary pain, suffering, and disability due 

to mental disease. 

We also hope the report represents a begin-

tant as physical health. 

We hope the report will be like tossing a pebble into a pond, 

generating ripples that expand outward and have influence far 

beyond the size of that tiny little pebble. We hope the report is 

merely the first pebble that results in many more and that the 

ripples of its impact will be far reaching. 

So, where do we go from here? 

How do we make sure that as we open the door on the next 

century, we also begin to close the door on one of the biggest 

public health problems of this century? The answer goes far 

beyond the release of Mental Health: A Report of the Surgeon 

General. It is about making sure that we continue to bring the 

topics of mental health and mental illnesses out into the open. 

It is about believing in our hearts that good health for each of us 

depends upon good health for all of us, and that good health is 

both physical health and mental health. It is about offering an 

outstretched hand of hope to those who fear they never will see 

hope again and, most important, it is about never losing faith 

that we have the national will to succeed. 

The Department of Health and Human Services continues its 

commitment to prevent and treat mental illnesses. We have 

proposed $1.5 billion for mental health activities for fiscal year 

2000. These funds will enable the National Institute of Mental 

Health (NlMH) to continue to support critical mental health 

research on the origins of mental illnesses, ultimately improving 

treatment. The Substance Abuse and Mental Health Services 

Administration (SAMHSA) will be able to further its programs 

that ensure that people with mental illnesses and their families 

have timely access to quality services. 

The Surgeon General and the Department of Health and 

Human Services are fighting for improved mental health care 

and improved services at every turn. However, we cannot have 

that successful public health agenda, one that 

ning - the beginning of increased awareness 

that mental illnesses are diagnosable and 

treatable; the beginning of more scientific 

research; the genesis of new and fresh dialogue 

about mental health; and the beginning of 

more reports that capture the attention and 

the commitment of our nation to truly engage 

in a strategy to make mental health as impor· 

''This report represents 
both an end as well as a 

protects and advances the mental health of 

all Americans, without help. We need each 

person involved in mental health issues, each 

organization dedicated to the cause of mental 

health, to help ensure that mental health 

needs are never overlooked. 

beginning. As we set the stage 
for its release, we hope it will 
signify an end of an age when 

mental health is misunderstood, 
the end of an era when the 

topic of mental illness is hidden. 
and the end of unnecessary 
pain, suffering, and disability 
due to mental disease.'' 

We need continued input and ideas from 

the mental health community. We need 
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"The tiiOOC:ls are lovely, dark and deep 

but I have promises r.o keep 

and miles r.o go before I sleep." 

more and more and more people to tand up and speak out. We 

need, to continue to work together, to get the word out that 

mental health i ues are family issues and are really national 

issues. lt is thanks to organizations like The Caner Center and 

those represented by attendees at the 1999 

And so it is for all of us, when it comes to ach1eving a good 

life, to achievmg mental as well as physical 

ympos1um that mental health ISSue:. and 

intere ts have come this far, but there is much 

yet to be done. 

l think a passage by Robert Frost character

izes this so well: 

''we have attempted 
to 1nclude as much as 
sc1ence would support 
because we knew th1s 
report needed to have 

breadth as well as depth 
to capture the attention 

of our nation.)) 

health for all Americans, we still have miles to 

go before we lecp. 

Godspeed to all of us on the journey and may 

the Surgeon General's report be a major step 

that will take us to our goaL 
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The "Balanced Life" 
Americans respond to messages that stress the need for wholeness in mental and physical health; 
communication should begin with an emphasis on quality care for all, rather than issues of cost or treatment. 

By Celinda Lake 

I
n surveying opinion concerning mental illnesses, we found 

once again that the public is ahead of where conventional 

wisdom says. For example, we found: 

0 People have a startling amount of personal experience with 

mental illnesses and readily believe that they can affect any 

family. They believe, for example, that half of the people in 

any given room can be personally affected. 

0 C learly, "mental health" and "mental illness" were the best 

terms to use in communicating information to people; they 

meant virtually the same thing. 

0 People respond to analogies that mental illnesses should be 

treated like physical illnesses and is fundamental to good 

health. 

0 Because of people's ambivalence toward, and distance from, 

mental illness, language is critical. Personalizing the issue 

adds to the messages' and conversations' power, because it 

resonates with people's experience. Yet people have different 

reactions to different terms; some words draw stereotypical 

images. 

Those were among the most important fmdings in our study, 

but before we proceed, let me explain how we did our research. 

We did a national random survey, then correlated the infor· 

mation with the results from more intensive focus groups ses· 

sions in several locations in Chicago and Pasadena, California. 

In the focus groups, we talked to a variety of people by socioe· 

conomic class, race, and gender. We then verified our results 

with a nationwide telephone interview of 

that each should have equal treatment and both are fundamen· 

tal to good health, is a powerful paradigm. They absolutely 

believe that you cannot separate the two and that you should 

not want to. 

However, people understand the problem far better than they 

understand the solution. The language of messages regarding 

treatment, the language of the approach to inform people of 

treatment options, is very important: it can either tap into the 

resonance that already exists in the public mind or distance 

people. 

The strongest language talks about the number of Americans 

affected. It personalizes the issue; it talks about treating mental 

illnesses as physical illnesses; it talks about the negative conse· 

quences of stigma. People believe there is stigma. 

T t is striking how much personal experience people have. Peo

lple relate to mental illness from their work experiences- a 

policeman saying he had seen, first hand, mental illness; individ· 

uals saying they themselves have gone to a therapist or had 

family members go in time of need. 

Focus group participants best understand mental health when 

it is framed in terms of illness. They also like the term "mental 

health," which they see as very similar to "illness" although 

"illness" is slightly less confusing. Talking about treating menta l 

illnesses like physical illnesses is facilitated by that language. 

When we asked with what people associated "mental health," 

they said, "Depression, state of mind, Alzheimer's 

adults aged 18 and older. The error on the 

survey is +/· three percent. ( 'reople readily 

disease, illness, some kind of disturbance or state 

of emotional well-being." When we asked people 

the same question, using "mental illness," they 

said, "Depression, violent behavior, manic-depres· 

"Balancing" - a term people like - mental 

illness and physical illness, reminding people 

respond to the analogy 
that mental illness should 

be treated like physical 
illness and is fundamental 

to good health. ) ) 
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sive, erratic, losing your memory, nor being able to speak for 

yourself." In repeating many of the same symptoms for both 

terms, people seem to confuse the distinctions between mental 

health and mental illnesses. 

Then there are noncommunicative scientific terms many 

people absolutely do not understand. "Somatic" was at the top 

of the list. What is "somatic disorder?" we asked. The answers? 

"I have no idea." "It sounds serious." "I am not sure about it." "It 

may mean being unable to speak." "Is it a body function ?" Most 

people did connect this with "mental." The lesson: Avoid tech

nical language, don't use jargon, and you'll communicate more 

effectively. 

Interestingly, language hke "emotional disorders" or "emo

tional problems" did not work as well either. For one thing, they 

are perceived to be less severe to people. Men, more than 

women, treated the terms as less severe; some men even said, 

"Emotional disorders are more associated with women." 

People also tended to equate "emotional d isorders" with 

children who have self-esteem problems, which is not always to 

our benefit. "Mental disability" was also not a good term. People 

have strong and often not positive associations with the word 

"disability" - "It is a ham" was a common refrain. Other peo

ple said, "handicapped or debilitating," but the notions of fraud 

and abuse were accentuated when people were asked about 

"mental disability." 

We read a number of messages and asked how convincing 

our groups found these statements. For example, 

we read: "At least one in five Americans is 

and 13.7 million children experience a mental disorder each 

year. This is a problem that affects us all - our families, our 

friends, our neighbors, and our co-workers. Such an extensive 

problem that might well affect half the people in this room 

cannot be overlooked. We need to provide our families the help 

they need when they need it." Between 81 and 86 percent 

found this and similar statements "convincing" and 48 tO 53 

percent of those found them "very convincing." 

The strongest two arguments were, "Mental health is a part 

of leading a balanced life," and "Good mental health is funda

mental to the health of all people, and a concern to all people, 

but stigmas continue." People felt very strongly that there were 

still stigmas, particularly older people and Hispanics. 

Hispanic people thought that in their community, more than 

in others, a stigma remained around mental health. Women and 

younger people particularly re ponded to the argument, "We 

need to destigmatize this illness so people can get the care they 

need." 

"Mental disorders affect many Americans," "one in five," 

"half of the room" were all statements people believed. The 

numbers did not surprise survey participants and the notion of 

immediacy were not contested - that mental illnesses can 

strike a family at any time with serious consequences, not just 

for the person, but for his or her family, friends, even neighbor

hood, and workplace. 

affected by a mental disorder: 44 million adults ''People seem to con
fuse the distinctions 

between mental health 
and mental illness. '' 

Respondents believe mental illness interferes 

with an individual's ability to cope and lead 

a meaningful life. Less convincing were messages 
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The Balanced Life Issue 
Respondents are most convinced by 
an argument comparing mental and 
physical illness when the message is 
stated positively and the phrase 
"balanced life" is included in describ
ing mental health. Without this 
phrase, the largest drops in support 
occur among seniors, older unmar
ried respondents, the unemployed, 
older women, older non-college 
graduates, and households that earn 
less than $25,000 a year. 

All Respondents 
Ages 65 a. Over 

Unmarried Older 
Older Women 

Older Non-wllege 
Under $25,000 
Southern Men 

Retired 
Republican 

Midwest Women 
Independent Men 

No Children 
H.S./l.ess 

Merried Deds 
I 

% Very Convincing 

I I I I I I I I I I I 

Shift 
-5% 
-28% 
-20% 
-18o/o 
-17o/o 
-16o/o 
-16o/o 
-16o/o 
-15o/o 
-15o/o 
-13o/o 
-12o/o 
-12o/o 
-10o/o 
-10o/o 

80% 

The Cost Factor Question "Mental1llness interferes with 
an Individual's ability to cope 
and lead a meaningful life." 

"Mental health is an invaluable component 
of leading a balanced life. Mental illnesses 
are a set of diseases hke physteal Illnesses. 

that focused on cost and on the effectiveness of existing treat

ments, but for different reasons. People did not Like messages 

about costs because they thought expense of treatment is not 

something that should be evaluated merely in dollar terms. That 

does not mean they would agree to have their taxes raised to 

pay for treatments for everyone; it means merely that respon

dents, particularly women, do not like equating mental illness 

with money. Secondly, cost issues elevate concerns about fraud 

and abuse, which were not usually at the fronts of people's 

minds. 

In fact, people we most wanted to influence on the cost 

argument- tax-sensitive voters, white Republican men -

were completely unconvinced by cost arguments. Their opin

ions, especially those of men, included: "Well, that is a lot of 

wasted money." "Too much money."" ... a cash cow." "1 think it 

is a racket." 

Money should not be a buzz word. The repercussions of men

tal illness to society and individual are what has an impact. To 

make the pocketbook an issue is to circumvent positive feelings 

and introduce negative ones. 

Who cares what it costs? 

mention the financial figures. How can you break down the 

costs? How much is direct treatment, direct counseling, insur

ance? The issue of health and an individual with a mental or 

emotional problem should be to effect a cure as opposed to sav

ing the government money. So, people think about mental 

iLLness in personal terms and they respond to it in personal 

terms. 

T reatment arguments also are much le effective. The treat

ment arguments were really only effective with retired 

women who are also among those most responsive to all the 

arguments. People are ambivalent about the effectiveness of 

treatment. They are ambivalent about whether there is clear 

diagnosis. They also are unclear whether, unlike a physical ill

ness, all need the same treatment; they recognize that different 

treatments for the same illness may be necessary. Listen to their 

voices: "How can they diagnose mental illness with a high 

degree of accuracy? I do not believe they can do that." "I 

thought it was ridiculous they were going to treat everybody the 

same, everybody is different." "Everyone has a different chemical 

balance. It is not like treating cancer." Yet most 

If it helps you be a better person in our society, 

if it advances our collective safety and well-being, 

who cares what it costs? That is the bottom Line. 
''who cares what 

believe mental illnesses are curable, although they 

require individualized treatment: "They can take 

pills and get you straight." "If he has one disease 

and 1 have another, they cannot give him the same For most people, it does not appear relevant to 

it costs? If it helps 
you to be a better 

person in our society, 
who cares what 

it costs?)) 
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The O:>st Factor % Very Convincing 
Only about one-third of survey respondents find a cost 
argument very convincing. African Americans, Democratic 
women, older Democrats, adults ages 40-49, residents of 
the South Atlanttc region, and non-college graduate women 
are among those groups most likely to respond favorably to 
messages that emphastze a cost factor tn mental illness. 

All Respondents 34o/o 

African American 45% 

Democrat Women 44% 

Older Democrats 42% 

The Cost Factor Question 
Now I'm go1ng to read you some short statements that some people 
have made regarding mental health and mental illness and how we 
should deal with them. For each one please rate 1t as very convinc· 
ing, not too convincing, or not at all a conv1nc1ng statement. •Mental 
illness costs us money ... w 

Ages 40-49 

South Atlantic 

41% 

41% 

Non-college Women 40% 

Democrats 40o/o 

Older Women 39% 

Independent Women 39% 

stuff they are giving me and make us both feel good." That 

suggests two things: one, the strongest message in the early 

stages of introducing concepts and mobilizing people for action 

is not cost; also, treatment messages are not as effective. Over 

the long run, the public must be educated about costs and espe

cially treatments. 

Respondents were especially convinced by arguments that 

compared mental illness to physical illness. They also 

responded tO language of "balanced life." Without this phrase, 

there was a drop in support. Older people in particular respond

ed to messages that equated mental illness to physical illness and 

also this notion of a balanced life. Older voters- older women 

in particular - were very responsive to the analogy of physical 

illness and mental illness. 

Interestingly, mental illness is one of the few issue areas 

where explicitly focusing on children does not strengthen the 

message. People believe children experience mental illnesses, 

but they also think that this is a very serious adult disease. One 

of the things that unites them is the belief that 

0% 10% 20% 30% 40% 50% 

diseases combined," was given, they did not believe it. The 

lesson: Do not overstate the case; mental illness is dramatic 

because of the number of people affected, the fact that it can 

strike anyone at any time, and the fact that it can have a broad 

affect on the total network of a mentally ill individual, including 

having a profound affect on the immediate family. 

The message that mental disorders affect at least 20 percent 

of Americans and that they can affect anyone appeared tronger, 

particularly with men and with seniors, when it did not explicit

ly refer to children. They do not want to exclude children, quite 

the contrary; but concern about mental illness is aroused to a 

greater degree when focused on adults. One last note: Numbers 

particularly affect younger people and African Americans. 

T)eople appreciate the nature and severity of the illness, but 

1- are they ready to agree on public policies and health policies 

that respond to it? There is sti ll work to do to educate the public 

about co ts and treatment. 

However, that lack of security and consensus about the effec-

tiveness or cost-efficiency of care does not dimin

mental illness can strike adults as readily as 

youngsters, and the consequences for an entire 

family may be greater when it does strike adults. 

((The top message 

was one that talked 

ish people's support for treating mental illness like 

physical illness and having a much more aggressive 

approach toward it as a society. People are willing 

to gather at the mental health table because of 

their own experiences and because of the degree to 

When the message, "Mental illness is the 

greatest killer ... greater than cancer and other 

about mental health is 
fundamental and con

nected to all 
people and that 

explicitly referred 
to stigma )) 



The Treatment Question 
Treatment arguments are less intense among both 
focus group and survey respondents. Overall. only 
32 percent of respondents find an argument sur
rounding treatment very convincing. Females in 
general and young African Americans find the 
treatment argument more convincing than do other 
categories, including most categories of males. 

The Cost Factor Question 
"Effective treatments exist for the majority of mental dis
orders and we are finding new treatments all the time ... " 
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All Respondents 

Retired Women 

Homemakers 

Older Women 

Non-college Women 

Young Black 

East South Central 

Seniors 

Women 

Oo/o 

% Very Convincing 
32o/o 

10% 20% 30% 

43% 

40% 

40% 

40% 

39% 

38% 

40% 

51% 

47% 

50% 60 

which they believe mental illness can have profound personal 

and societal effects: It can affect any family anytime and the 

reach of the problem can be quite broad. 

On the basis of this fundamental, commonly held assertion 

comes the opportunity to help the public understand the need 

for equity of care for mental and physical illnesses within the 

context of a "balanced life" for all Americans. 

A Personal Issue 
Because many people have had some experi
ence with mental illness. focus group partici
pants are affected by the possibility that it 
could touch their own family. They are not 
surprised when told half the people with 
whom they are gathered could have mental 
illness, or that 20 percent of the American 
people suffer some form of the disease. They 
believe "we need to provide our families the 
help they need when then need it." A few of 
their comments on what moved them in the 
interviews: 
o "It was more or less that there are family 

mental problems out there and they do 
need help." 

o "The part about half the people in the room. 
It makes you really think about it. It's a lot 
of people involved and that needs to be 
addressed." 

o "The fact that mental illness can affect 
anybody at any time." 

o "The part about the family; it's very destruc
tive to families when they can't identify 
what is wrong." 

o " ... specifically mentioning that 50 percent of 

any group would be 
affected in some 
way." 

o "I think that all kinds of 
people just don't 
recognize it. It's there, 
but they don't want to 
put a name on it. I 
think so many people 
are afraid to associ-
ate." 

Under $15.000 

o "The part that mental health affects our 
family, our community, I can agree with 
that. " 

Focus groups also respond to arguments that 
mental health is fundamental to all people, but 
treatment is thwarted by the stigma attached 
to mental illness. Participants admit their own 
ignorance of the subject and own biases 
toward the mentally ill. 
o "Well, it's true, a lot of people don't want to 

admit they are mentally sick and ... we 
need to get rid of that." 

o "A lot of times when I read about these 

o/o Very Convincing 
531. 

liS Yo 

64Y. 

"" 
eoYo 

eoYo 

5K 

20'4 -
The Stigma Handicap 
"Mental health is fundamental to the health of all 
people and must be of concern ... However, stigma 
continues to shadow people w1th mental disorders.· 

!violent] crimes. I think about mental ill
ness. I think you would have to be mentally 
ill to have done that." 

o "I'm telling you it affected everybody. It 
affects everybody's life. Neighbors have to 
go out of their way for you. People have to 
do things for people with mental illness." 

o "That is just so prevalent. In our society, 
people can't get help because they are 
going to be thought of as different.· 

o "People don't like !mental illness]. We want 
to be treated, but we don't want to say 
what we're being treated for." 
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Comments & Questions 
Audience members respond to Celinda Lake's message on communicating the report effectively. 

Peter Jensen \~ u1as your sense of the most effectit¥! «.'<lys to 

National Institute commuruaue concerning children's mental health 
of Mental Health 

problems! 

Celinda Lake We did not research 1t. When the nation wa:. 

debating national health care reform awhile ago, 

we did research for the John D. and Catherine T. 

MacArthur Foundation around having insurance 

cover mental illnesses the same way it covers 

physical illnesses. What was interesting there is 

that people were very aggressive about wanting 

insurance companies to cover children because 

they thought it would be much less expensive 

than covering adults and that there was no 

excuse for not covenng a child. So m that hm1t· 

ed arena, leadmg with children actually was 

effective for us. 

employment disability from mental illness can 

easily lead to abuse. 

Indeed, one way opponent:. of equal policies 

for mentally ill persons justify the1r ranee 1s to 

say mental illness IS not t.ke phy 1cai11Lness. You 

cannot tell if someone has it and therefore, is 

open to fraud and abuse by unethical people. 

In our survey, people did not surface that con

cern very much, perhaps becau e we tried to 

avoid wording that invoke those notions. It was 

clear that people were not talking about "disabili

ty equals abuse" in the sense of a handicap, etc. 

They were thinking more of con am ts who use 

mental disability to defraud financtally a compa· 

ny or the government. 

Indeed, in some research on insuring the 

uninsured, leading our questions by stressing 

children's conditions was the most effective 

approach. That is what was so startling about the 

lack of support in thi instance. Th1s IS an area 

that needs more research. It is not that people 

are anti-treating chi ldren . That is not where they 

are coming from in their sense of urgency. 

linda Andre Do survey respondents think peopLe with mental 
Committee for ilLness are equal to peopLe who do not bear chat 
Truth in 
Psychiatry "LabeL"? 

Curtis Decker 
Nat!. Association 
of Protection and 

I was concerned about comments chat disability 

eqt4L!ls abuse. Please explain in a licde more detaiL 

This is the stigma chat affects our lives and we 

would like to know where these perceptions come 

from. We would like to see a dent made in the per

ception chat peopLe with mental ilLness are Less capa
bLe, Less honest, Less responsibLe, do not have to be 

Listened to, do not know what they are talking about, 

and chat kintl of thing. 

Celinda Lake The scope of the research was hm1teJ; 1t was just 

Advocar:v Systems what chat means. 

Celinda Lake I do not know if disability equals 

abuse in the public mind, but my 

sense of it is that survey re pan

dents were thinking in terms of 

('we did not hear 
about whether people 
really th1nk people with 

mental Illness labels 
are as good as other 
kinds of people.'' 

to discover how people thmk about mental .U

nesses at the time the report was being prepared. 

The public seemed to agree with your opinions of 

the negative consequences of tigma and label

ing. Yet there was some evidence they might also 



2 ] Fifteenth Annual Rosalynn Carter Symposium 
·~'-~~--- jon Mental Health Policy 

Label and help perpetuate stigmas - or at least 

be influenced by them. But there was also a 

conscious acknowledgment that stigmas are 

harmful and should be avoided. 

Howard Goldman Devaluing people who have mental illness was 
University of 
Maryland 

not an issue in the focus group; it was not even 

an undercurrent. I am certain it translates into 

discrimination in real Life, but it was not some

thing endorsed by responden ts. That was quite 

good news. 

Celinda Lake Because people think mental illness could strike 

a family member or a favorite coworker - per

haps even themselves- at any time, this 

becomes a powerful argument against devaluing 

people: It could be happening to my sister, my 

friend, my spouse, my coworker. This viewpoint 

is liberating because there is a more solid founda

tion of sympathy and understanding to work with 

in the public than conventional wisdom might 

have assumed. 

Bob Boorstin Did you rest messengers? Whom do people actually 
Greenberg believe when they hear messages relating tO mental 
Quinlan Research 

health and mental illness? 

Celinda Lake People trust health care professionals. They were 

sometimes a litde confused about the Surgeon 

General, whether he is a health care professional 

or bureaucrat, but they were glad to hear he has 

prepared a report about mental illnesses. They 

were also somewhat skeptical about "scientists" 

because they think that scientists are bought by 

both sides, pro and con, of an issue - that 

everybody buys their scientists to produce find

ings that slant the message in their favor. 

What was more interesting, 

Lisa Dixon 
University of 
Maryland 

Celinda Lake 

and may be more relevan t, is that 

people did not need "experts" to ( ( The scope of the 

research as we were 

instructed was very limit

ed; it was to understand 

how people think about 

mental illness on the 

eve of the report 

was being released. ' ' 

give them information and influence their opin

ions, at least concerning mental illness. They did 

not question our statements to any extent. No 

one said, for example, "I do not believe one out 

of five Americans has men tal illness." O r, "I do 

not believe half of the people could be affec ted 

by mental illness." 

People seem to have a general understanding 

of the depth and magnitude of the mental health 

issue, even though they may be vague on 

specifics, which is one reason it has this kind of 

untapped power to it. 

The lack of belief in the efficacy of treatment: Is this 

about lack of effectiveness or about treatment experi

ences they received or did not receive? Did you learn 

from where this lack of belief in effectiveness comes? 

When we compared mental illnesses and physical 

illnesses, when we discussed the numbers of peo

ple involved, or that mental illnesses can strike 

anyone anytime, or that it is part of a healthy 

life, people were unambivalent and unreserved in 

their response. They believed those messages. 

A bout the effectiveness of treatment they 

were more ambivalent - more than rejecting it, 

they felt ambivalence about. 

In a focus group, some people are outgoing 

and wi lling to discuss their feelings, some seem to 

speak pretty authoritatively - as a moderator, 

you would believe these are things they have 

personally seen. But, for the purposes of this 

research, we did not push them to clarify state

ments or assumptions. 

Another thing is that people are not even 

clear as to what the treatments are. It is not like 

cancer where they can list the regimen, even if 

it sometimes turns out wrong. Mental illness has 

no similarly "simple" answers. 
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The Process Begins 
With the release of the Surgeon General's Report on Mental Health, advocates have a great opportunity to define progress in the field. 

By Howard Goldman 

Two things are striking about the Surgeon General's 

Report on Mental Health. One is how collaborative the 

process of preparing the document was. We spent a 

good deal of time listening to other people's ideas. The report in 

draft form was reviewed twice. An early draft was reviewed by 

nearly 100 external and 50 federal reviewers. It was then rewrit

ten and re-edited, and that draft was circulated for federal 

comment. 

The second thing is even more important: Surgeon General 

David Satcher is endorsing the focus on mental health. His and 

Ken Moritsugu's eloquent articulation of the report's main mes

sages makes the report extraordinarily powerful. 

As it was conceived, the report was to have eight chapters. 

Because the document was to be science-based, it was 

designed to have no policy recommendations, and while we who 

were to write its contents could understand the need and merit 

of that, it left some of us feeling this was a lost opportunity. 

Thus Chapter 8 was written to tum a science document into a 

policy relevant document, providing advocates and program 

planners with information to use in making evidence-based 

policy and program decisions. Our success at that will be a meas

ure of the success of the report. 

The main messages of the report are simple: Mental health is 

fundamental to health; mental disorders are health conditions 

similar to other medical conditions. An important and solid 

scientific base underscores these statements. 

rial into an integrative neuro-scientific perspective. 

The efficacy of mental health treatments is well documented. 

Important to the public, as evidenced in The Carter Center's 

survey and focus groups, is that a range of treatments for most 

disorders exist, so there are potential choices to suit individual 

preferences, whether for medication, for psychotherapy, or for a 

combination of the two. Over the years people have been hesi

tant about seeking help, not only because of the stigma associat

ed with mental disorders and reservations about whether treat

ment will meet their needs, but also because they were 

uncertain that the treatment offered them would be suitable to 

them. Over the past two decades, treatments have evolved so 

that now we can say to an individual, "There is a choice of 

efficacious interventions and if one does not succeed or does not 

suit you, there is an alternative which you may choose." 

Public opinion data show that adding a comment about 

having a choice to suit preferences produces an 8 percent 

increase in the acceptability of the message. The report explains 

that for a given condition there are several different approaches 

that might be effective. We also hope to take advantage of the 

tremendous placebo response of expectancy associated with 

help-seeking. These currents run through the entire report. 

The personal health recommendation associated with these 

messages is to seek help if you have a mental health problem, or 

if you suspect that you have symptoms of a mental disorder. 

People are encouraged to keep working through whatever entry 

point they might have into the health care field 

The general public seems to understand this. 

Therefore, it is the mission of the report to 

describe that science base by combining psycho

logical, behavioral, and biological research mate-

((The main messages 
of the report are simple: 
mental health is funda

mental to health; mental 
disorders are health con
ditions similar to other 

until they get a satisfactory result, one that suits 

them, and one that the report indicates might be 

effective. Not a surprising message to many, but 

one worth putting in black and white, in the 

medical conditions.)) 
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Professor of Psychiatry How/Jrd Goldman, MD., 
Ph.D. is d1rector of Mental Health Policy Stud1es and 
co-dl(ector of the Center for Mental Health Services 
Research, University of Maryland School of Med1cine. 
He received a jomt M.D .• M.P.H. degree from Harvard 
m 1974. In 1978, he earned a doctorate m soc1al 
policy research from the Heller School at Brandeis 
while completmg a res1dency m public psychiatry m a 
umque NatJonallnst1tute of Mental Health trammg 
program. Dr. Goldman 1s an officer m the inactiVe 

reserve of the U.S. Public Health Serv1ce. having 
served as the ass1stant mst1tute d1rector at NIMH 
from 1983 to 1985. Over the past 20 years. he has 
worked on three national plans for serv1ces and 
research produced by the NIMH. 

Much of h1s t1me 1s spent m editorial roles. 
He consults with public and pnvate orgamzatlons 

on mental health care m the Umted States, the United 
Kingdom, and Sweden, and he IS the sc1entlfic editor 
of the Surgeon General's Report on Mental Health. 

voice of the Surgeon General, before the public, tressing the 

scientific base that upporrs statements that in the past were 

sometimes seen as unsciennfic or platitudinou . That was our 

goal. 

The first chapter of the report lays out these main 

themes and me ages and provides conclusion . It is an 

executive summary for the individual who will only 

read that far. 

Another, free-standing executive summary contains all the 

conclusions but provides more ubsrance. The second chapter of 

the report prov1des a framework that serves as a pnmer for the 

reader to understand most of the material that w1ll come in 

remaining chapters. 

It begins with a dlSCu ion of mtegrarive neuroscience m 

human terms. The illu~trat1on of a child riding a b•cycle make 

the point that, while the brain and central nervous system may 

be the stimulus for behavior, behavior and experience also shape 

the central nervous system. Real structural and functional 

change comes from learning and from experience. Thi is a core 

concept of the newer way of thinking about neuroscience. 

We review the ep1demiology of mental disor-

symptoms below the threshold of official diagnosis) do not 

receive services of any kind. 

Here the policy message of this report begins to emerge. The 

primer also talks about the different types of treatments and 

foreshadows later chapters that diSCu wh1ch are more effica

cious and for which conditions. 

Perhaps the most unusual part of the report is its acknowl

edgment and involvement with consumer and family move

ments, and with individuals who have personal experience with 

mental disorders and mental health problems. Consumers and 

family members have contributed an extensive section that talks 

about the growth of that movement over the past two decades. 

The unit also talks about a new recovery perspecuve that builds 

optimism mto our thinkmg about the potennal for people who 

have a mental diSOrder or a mental health problem. Recovery is 

a spirit that runs through the entire report and differentiates it 

from a routine textbook of mental health. 

There is an extensive section also in this primer on the roles 

of culture, race, gender, physical disability, and sexual orienta

tion, and how they shape people's help-seeking behavior. There 

also is a discussion about cultural competence. 

The final section in the pnmer describes how 

ders. Diagnoses can be made reliably even in the 

absence of lesions or laboratory abnormalities. 

Fifteen percent of those mdividuals who do have 

a mental disorder also are likely to have a sub

stance abuse problem, yet the majority of indi

viduals who have a mental disorder (and proba

bly an even greater number of those with a set of 

( ( Perhaps the most 
the report Itself takes a life-cycle approach. The 

idea of developmental issues is central to think

ing in the mental health field and it resulted in 

chapters on children and adolescents, on mid

life, and on later life. These three chapters begin 

with a discussion of the goals of achieving mental 

health at each stage of the life cycle. They talk 

unusual part of the report 
IS 1ts acknowledgment 
and Involvement with 
consumer and family 
movements, and with 
individuals who have 
personal experience 

w1th mental d1sorders 
and mental health 

problems.)) 
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about the effect of life events that may occur during those stages 

and what can be done in the framework of promotion of men

tal health in a somewhat less disease-oriented approach. Also, 

we talk about prevention, which was introduced along with 

treatments in the second chapter. Of course, in the child chap

ter, there is a bit more on specific or targeted interventions of a 

preventive nature. But, even where preventive interventions are 

useful in mid-life and late life, the report deals with what we 

know from the science. 

W e focus on specific mental disorders in each stage of the 

life cycle, but we did not have enough time or space to 

deal with every condition, so we highlight some that run across 

the life cycle (i.e., depression and anxiety). Within each stage, 

we also pick pecific conditions that characterize its mental 

health problems and disorders. ln early life, we focus on atten

tion deficit hyperactivity disorder (ADHD), and we touch on 

suicide and its association especially with depression. In mid-life, 

we focus on schizophrenia as well as depression and anxiety. In 

the section on schizophrenia, we expand on the concept of 

severe and persistent mental disorders. Much of that research 

focuses on schizophrenia but can be generalized to o ther 

impaired populations. 

We talk about the service system. In the child chapter, we 

discuss wrap-around services, and in mid-life, we talk about the 

need for upportive interventions, for housing in a broader con

text, mental disorder and rehabilitation, as well as treatment. In 

late life, we again focus on depression, and the extraordinarily 

high rate of suicide in males. We also discuss Alzheimer's disease 

in depth. 

Each section discusses co-occurring substance abuse. Alco

holism and drug abuse are not specifically featured. Yet, while 

they were not part of the mandate for this report, it seemed 

impossible to draw a bright line between a mental health report 

and a consideration of alcohol and other sub-

tal health problems, especially in primary care settings. This is 

the predominant opportunity for entering a mental health care 

giving system. Unfortunately, more often than not, these set

tings fai l to serve as portals of entry to mental health care. This 

is discussed at length. 

So, each section suggests a re earch agenda for the future. By 

virtue of the opportunities offered by scientific evidence of effi

cacy and effectiveness, the report asks people what they expect 

from services, but it also underscores that the pathway is 

blocked by a number of barriers, so that help-seeking behavior 

does not always result in the receipt of effective treatment. 

The sixth chapter of the report focuses on economic barriers. 

It talks about issues related to insurance: the lack of insurance in 

the general population; under-insurance, even among those who 

have health insurance, for treatment of mental disorders; the 

broad problem, on both ends of the spectrum, presented by a 

managed care set of strategies that may over-emphasize costs and 

eliminate from treatment people with mental health problems 

that do not meet criteria for mental illness on the one hand, 

and offer too little in the way of services for people with the 

greatest needs on the other hand. Yet managed care offers a 

number of opportunities, as well. It provides an opportunity to 

target and focus treatment on a case-by-case basis, rather than 
using cost-saving measures in the old way of deductibles and co

payments, which are crude tools. 

There is evidence that over the past five years, the efficiency 

of treatment may have improved even though expenditures 

have declined dramatically. While that is not at all certain 

there is way too little research on it - there is hope that for 

certain conditions, the effectiveness of treatment and its effi

ciency has increased such that the decline in expenditures has 

not been associated with untoward con equences. In fact, in 

some cases, treatment is better. One course of action is to 

unlock the financial barriers that still remain and to try to 

reprogram the resources that might be saved 

stance abuse. We focus mostly on individuals 

who have more severe mental disorders and co- ''The report makes it 
through this efficiency to expand the base of 

people who can avail themselves of the opportu-

occurring severe substance abuse problems, and 

discuss treatment as well as services. 

The section on later life talks about the prob

lem of recognition of mental disorders and men-

clear it is up to the 
community - to local, 

state, and federal govern
ments, and advocates -

to overcome barriers, 
whether they are struc

tural, educational, behav
ioral, or financial. ) ) 

nities reflected in the science. 

One of the last barriers to help-seeking behav

ior has to do with concerns about confidentiality. 

ln health care, that is a broad concern. ln the 



mental health care field, where the sensitivity of i ues under 

discu ion is often high, concerns about confidentiality run 

equally h1gh. So the report speaks to confidentiality of medical 

records and the whole process of health care delivery. 

I n its final chapter, the report points out courses of action that 

advocate , planners, and policy-makers might take. These 

range from building the science base to overcoming tigma to 

enhancmg the supply of individuals who are sk1lled at the provi

sion of serv1ces known to be efficacious. We do not have a up

ply of tramed individuals to do all the things that science tells 

us could be effective. Moreover, there is a dearth of spec1fic ser

vices, many of wh1ch are co tly and intensive but have been 

demonstrated to be effective, from multisy~temic treatment for 

conduct disorder and wrap-around services for children, to 

assertive community treatment and combined treatment pro

grams with co-occurring disorders in mid-life, to disease manage

ment programs in primary care in later life. The report makes It 

clear that it is up to the community- to local, state, and feder-

Howard Goldman: 
The Proc~ Begiru 

al governments, and advocates - to overcome barners, whether 

they are structural, educational, behavioral, or financial. 

The vision for the future arises out of the opportunitie:. stand· 

ing next to barriers that exist, to realizing those opportunities for 

people of all kinds: people who have no insurance, members of 

racial and ethnic minority groups, people who, one way or the 

other, are stigmatized and discriminated against. 1l1e purpose of 

Chapter 8 is to articulate courses of action for each and every 

one of us to take up through our work, our organizational net

works, our personal activitie:., our governmental involvement, to 

remove the barriers so that the promise of the sc1ence and the 

opportunities of our increased knowledge can be realized. 

The report begins a process. The proof of its ultimate worth 

will be in what we do w1th It over the next decade. With the 

impnmatur of the Surgeon General of the United States, it has 

the power and the potential, the integrity and the inclusiveness, 

to shape attitudes about mental illness and mental health for 

decades to come. 

I can only hope it will be a monumental uccess. 
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A Living Document 
To affect changes in public discrimination and stigma, mental health advocates must get 
the Surgeon General's Report on Mental Health oft the bookshelves and into use. 

By Virginia Trotter Betts 

I
n all of his time as Surgeon General, the priority from which 

Dr. Satcher has gotten the most response - the most let

ters, the most discussion after a speech - has been his focus 

on mental health, mental illness, and suicide prevention. 

He has gone more than half way around the world to discuss 

mental health, stigma, antidiscrimination, and issues of race 

disparities. 

On a recent visit to New Zealand and Australia, for example, 

the report was welcomed for its life-cycle approach to mental 

health and for using the best science to examine prevention, 

treatment, and recovery. There was hope the report would moti

vate our nation, and the world, toward better understanding of 

mental health and mental illnesses, and agreement with includ

ing mental health in our common understandings and defini

tions of health, and mental health services in our common 

definition and understanding of what must be included in a 

health care delivery system. 

We are behind Australia and New Zealand in that. Mental 

health and mental illness are included in their definitions of 

health, and mental illness services are included in their delivery 

system. 

In July 1999, The Carter Center gave us at the Office of Public 

Health and Science (OPHS) an opportunity to 

2000 by having an event and a message a month that will 

address issues from this complicated report. 

We want the entire nation to know that the Surgeon 

General is committed to improving the mental health of the 

nation through improving access, services, and continuing 

research. We want to make sure that the knowledge gap 

between new research and treatments and public awareness is 

bridged. We also want to work on the issues of discrimination 

and stigma, so all Americans are encouraged to seek help for 

themselves, a family member, or a significant other who has 

symptoms of a mental disorder or is experiencing a mental 

health problem. 

For the Surgeon General's report to become what everyone 

wants it to be- a living document, that it not just sit on 

someone's shelf for later reference, but that affects public policy 

and social change- much depends upon us, our constituen

cies, and our member organizations. 

The fmal chapter of the report, "A Vi ion for the Future," is 

incredibly important because, while it is not policy, it suggests 

policy. The "vision" is to decrease stigma and discrimination; 

increase access; grow the science base; improve effectiveness of 

services; build the mental health work force and the appropri

ateness of our services; and place treatment of mental illnesses 

into the mainstream of health care delivery. 

sit with a group of media leaders who were pro

viding advice to Mrs. Carter and members of her 

Mental Health Task Force about how best to 

( ' we want the Mental health is fundamental to health. 

Achieving that vision cannot come from 

the federal government. It cannot come from a 

state government. It cannot come from a local 

government. It must come from all of us, govern

ments, nongovernmental organizations, con-

communicate the contents of the Surgeon Gen

eral's report, the ftrst ever on mental health. We 

listened to that conference carefully. We plan to 

capture national attention throughout the year 

entire nation to know 
that the Surgeon General 

is committed to 
improving the mental 
health of the nation 
through improving 

access, sennces,and 
through continuing 

research.)) 
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In February 1998, Virginia Trotter Betts was 
appointed semor adVIsor on nursrng and polrcy to 
the Secretary of Health, and to the assrstant 
secretary of Health and Human SeNrces. She rs 
the immediate past president of the American 
Nurses Association, having seNed from 1992 to 
1996. She has been involved in health care as a 
clinician, administrator, educator, researcher, and 
policy activist. A psychiatric nurse and an attorney. 
she is a graduate of the University of Tennessee, 
the Vanderbilt School of Nursrng, and the 
Nashville School of Law. She is one of only 12 

nurses to have been chosen for the prestigious 
Robert Wood Johnson Health Policy Fel/owshrp. 
In 1995, she was appornted by the presrdent to 
seNe on the Military Health Care Advrsory Com
mittee. She is the author of many articles on 
nursing, health care, and health law, and has given 
presentations on health care issues to nursing, 
health, and community audrences across the 
country. She has led the Surgeon General's office 
rn developrng the Surgeon General's Report on 
Mental Health. 

sumer groups, professional groups. We have a common agenda: 

to improve health for all in our country. 

This report is very long and very complex and sometimes 

boring. It also does not have all the answers. Very likely large 

sections of the report will attract little interest. Other parts will 

be controversial. 

But taken as a whole, advocates and committed mental 

health workers will be pleased. 

Your plan, your strategy, your implementation, cannot come 

from us, but we can share common commitments. One is that 

we discuss the Surgeon General's report without discounting it. 

Another is that we debate the report without damaging it. A 

third commitment is that we channel our energy so that togeth

er, we are able to build national consensus that mental health is 

fundamental to health. 

''The "vision" 
is to decrease stigma 

and discrimination; 
increase access; grow our 

sc1ence base; 1mprove 
effectiveness of services; 

build our work force 
and the appropriateness of 

our services; and place 
treatment of mental illness

es into the mainstream 
of health care delivery.'' 
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Comments & Questions 
Audience members respond to Virginia Trotter Betts' encouragement 
to promote the key messages of the Surgeon General's Report on Mental Health. 

Julius Richmond The first Surgeons General reports were mainly 

Harvard Medical related to smoking and health. During the Carter 
School, former 
U.S. Surgeon 
General 
The Carter Center 

administration, we broke that cycle, largely as a result 

of experiences President and Mrs. Carter had had in 

Mental Health Task Georgia trying to apply our newer knowledge of 
Force 

pretJention. We therefore established the Surgeon 

General's report called Healthy People, and set 10-

year goals. Healthy People is now developing goals 

for 201 0. What thought has been given to continua

tion of the report and to its longer-term implications? 

Bill Emmet 
National 
Alliance for the 
Mentally Ill 

Celinda Lake 

How can we make sure the report is not perceived as 

a Gore 2000 election tool but is, in fact , received as 

a science-based, evidence-based Look at mental ill-

nesses and mental health? 

From our research, I think that will not be a 

significant problem. No one we surveyed or 

talked to in focus groups, for example, doubted 

that one in five people were affected by mental 

illnesses, or that 50 percent of the people or their 

families could have an experience with mental 

illness, or that mental illness was a major prob

lem in our country. 

Virginia Trotter Betts The answer is twofold. First, Healthy People 

2010 will include measures in the mental health 

chapter that derive from the Surgeon General's 

report for better public policy and better services. 

Virginia Betts Despite its complexity, we were determined to 

have the report come out in 1999, before the 

Also, even though the report is long and com

plex, it could not deal with everything. Dr. Satch

er already is planning additional mental health 

reports - one, on mental health, culture, race, 

and ethnicity will be developed soon. Substance 

abuse and addiction is another area that clearly 

needs more attention. 

2000 "State of the Union" message, and before 

we entered the "political season." 

Dr. Satcher, while nominated by a Democratic 

administration, was confirmed by a Republican 

Senate. So when he speaks to the American 

people, he bases his remarks on the best science, 

not on political expediency or partisan politics. 

Second, we know much more about mental 

illnesses and their treatment than about mental 

health prevention; that area probably will gener

ate another Surgeon General's report. 

Hannah Hedrick One way to de-politicize the report is for each men-
American 
Medical 
Association 

In the area of stigma, we are moving forward 

in a national campaign to address its terrible toll. 

Tipper Gore, the mental health 

policy advisor to President Clin

ton, and Dr. Satcher are co

chairing the effort. 

( ( Healthy People 

2010will include measures 
in the mental health 
chapter that are an 

outgrowth of the Surgeon 
General's report.)) 

tal health organization to incorporate it into its plan

ning and implementation for Healthy People 2010. 

Each person involved in this field can make the ongo

ing process valunble to all others by developing net-

works that address our particular issues. 
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An Exciting Path 
Toward Parity 
The American people seem ready to address issues of 
treatment inequity between physical and mental illnesses. 

By Arlen Specter 

T:
e time has come for mental illnesses to gain 

ull parity and for us to harness our newfound 

nowledge and ongoing researc on the brai 

and the genome. 

My deep concern about mental illnesses dates 

back to the days when, as district attorney of 

Philadelphia, I visited Farview Mental Health In 

tion in Wayne County. That faci lity housed crim 

who were not competent to stand trial. I was 
~~~I'.:S~~\ 

appalled to see patients treated as inmates, 

barely functioning, wandering around in 

what can only be characterized as med-~~ 

icated stupors. ?J 
I then tried to evaluate the puolic 

perception of mental illness 

and considered carefully 

the influence of popu-

lar culture. ~ / 

''Unfortunately, 
rnany Americans form 
their ideas about the 
world based on what 
they see on television 
or in the movies.,, 
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What immediately jumped to mind was the 1948 Olivia deHav

illand movie, "The Snake Pit." It was one of the first popular 

movies to tackle seriously the subject of mental illness. The film 

affords us a disturbing look behind the walls of a mental institu

tion through the eyes of a young woman who has a mental 

breakdown. Several scenes reinforce false perceptions of asylums 

and legitimize our fear of"going insane." 

The epitome of celluloid portrayals of mental illness is "One 

Flew Over the Cuckoo's Nest." We laugh as rigid Nurse Ratched 

battles Jack Nicholson's R.P. McMurphy. We are comfoned by 

the laconic presence of the giant Chief Bromden and we are 

heartened by the camaraderie of the patients. We are horrified 

by the tragic and brutal deaths of McMurphy and Billy and we 

are inspired by Chief's escape. But, again, the story in this classic 

movie does not give a full and accurate portrayal of people with 

mental illnesses. 

Unfonunately, many Americans form their ideas about the 

world based on what they see on television or in the movies. 

Mental health organizations have been successful in dispelling 

many of these impressions, destigmatizing the mentally ill, and 

educating us all. The words "mental illness" no longer invoke 

thoughts of Olivia deHavilland trapped in an asylum or Chief's 

interminable incarceration. 

T he first civilizations of Egypt in the Near East thought 

mental illnesses were caused by malevolent deities and 

magical forces of evil. The civilizations of Greece and Rome 

established enduring psychiatric viewpoints despite psychiatry 

then being a province of religious cults. The writings of the 

physician Hippocrates reflected on the brain as the seed of life 

and its normal functioning required a balance between the four 

humors. Later, philosophers Plato and Aristotle wrote that men

tal illness occurred when the soul was subjected to various 

changes. These innovators of thought initiat-

new theories were being formulated regarding the biological 

basis for mental diseases, many of Europe's insane were incarcer

ated in asylums under terrible conditions. But by the end of the 

1700s, reforms were instituted that did away with such unneces

sary restraints and moved us toward more humane treatment of 

those with mental illnesses. 

During the 19th century, mental illnesses were indistin· 

guishable from physical disorders, for p ychiatrists believed, as 

did their general practice colleagues, that mental illnesses were 

caused by false impressions being sent to the mind because the 

body's sensory organs were malfunctioning. These 19th century 

alienists, as psychiatrists were then called, were forced to struggle 

with the question, "What is the right treatment?" 

Institutionalization was the obvious answer, for the comer

stone of therapy was the removal of the patient from the envi

ronment that caused the false impressions in the first place. 

In 1820, only one state hospital for the mentally ill existed in 

the United States. By the Civil War, virtually every state had 

established one or more public mental health institutions. 

During the 20th century, the American mental health treatment 

infrastructure endured sweeping changes. The tragic conditions 

of asylums in the early part of the century forced us to eventual

ly recognize that outpatient treatment and community-based 

therapies were quite effective. 

Thus began the 40-year movement toward deinstitutionaliz

ing people with mental illnesses, the causes and relative suc

cesses or failures of which are still argued today. Those explana

tions range from shifting the cost burden of these institutions 

from state and local authorities to the federal government, to 

various civil rights arguments against involuntary commitment 

and horrific conditions in asylums, to the fundamental change 

in the American culture's views of those with severe mental 

illnesses. 

ed the beginnings of psychotherapy through 

their encouragement of a verbal dialectic 

between philosopher and patient in order to 

counteract the divine disturbance of the soul. 

In the 17th and 18th centuries, enlighten

ment and rational thought replaced belief 

and Hippocratic and demonic ideas. While 

''Mental health organizations 
have been successful in dis

pelling many of these impres
sions. destigmatizing the 

mentally ill, and educating us all. 

I believe our cyclical struggle with how 

to treat mental illnesses has brought us to a 

unique crossroads in scientific knowledge and 

treatment breakthroughs. Most importantly, it 

points to the irony of our current struggle for 

mental health parity in both public policy 

and public perception. 
The words "mental illness" 
no longer invoke thoughts 

of Olivia deHavilland trapped 
in an asylum or Chief's 

interminable incarceration.)) 

Only a little over a century ago, physi-
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Pennsylvania Sen. Arlen Specter cha1rs the 
Veterans' Affa1rs Committee and the Appropria
tions Subcommittee on Labor, Health and Human 
Serv1ces, and Educat1on, which oversees all the 
federal dollars spent on health, education, and 
labor. 

create a separate Womens Health Umt at the 
Nat1onal Institutes of Health. 

The son of immigrants, he was born m Kansas. 
He graduated Phi Beta Kappa from the Umvers1ty 
of Pennsylvama and m 1956 from Yale Law School. 

He served on the Warren Comm1ssion mvestt
gatmg the death of Pres1dent John Kennedy, and 
has been active in imtiatmg leg1slat1on to ensure 
stiffer penalties for those conv1cted of cnmes. 

Sen. Specter began h1s public serv1ce career as 
district attorney of Philadelphia. He has been 
active in health care 1ssues, mcluding helpmg 

cians could not distinguish benveen the causes of mental and 

physical illne~. and therefore treated those illnesses w1thout 

hesitation or bias. We have come full circle now as we struggle 

for parity again m an age in which we know more about these 

disorders than we ever dreamed possible. Indeed, given the 

obvious societal benefit and apparent low cost of implementing 

mental health parity, 1 marvel at Congress' consistent reluctance 

to pass comprehensive mental health parity legislation. 

l am pleased to be a co-sponsor of this year's Mental Health 

Equitable Treatment Act, which goes one step further than 
the 1996 Mental Health Parity Law that focused iu. mandates 

solely on equalizmg lifetime and annual dollar limits for mental 

health benefits. Th1s year's proposal would reqUire panty for the 

number of covered hospital days and outpatient visiu. for all 

mental illnesses, and full parity would be required for illnesse:. 
such as schizophrenia, major depression, and autism. We need 

to act now to get this done. We have no more excuses. 

Another step in fighting disparities in health insurance cov

erage is in the area of substance abuse. Alan Leshner, M.D. 

director of the National Institute on Drug Abuse (NIDA), has 

said that addiction is a brain disease and that it i 

Asse ment Survey found that each day of ubstance abuse treat

ment more than paid for itself, ftndmg a 7 to 1 return on invest

ment when addiction is treated early rather than lettmg addic

tions evolve into more serious and complicated medical 

conditions. These savings were achieved through reductions in 

hospitalizations and a decline in criminal activity. 

On a related note, I have long been a proponent of the use of 

drug courtS to redirect criminals with substance abuse problems 

out of the prison system and into treatment programs. A 1997 

Department of Justice report found that drug courtS significantly 

reduce drug use and recidivi m among those criminals. 

No longer can we point to co:.ts as the reason for not imple

menting ubstance abuse parity in private health insurance, 

since independent analyses have consiStently shown that the 

cost of such parity proviSions would be negligible. In May 1999, 

a Rand Corporation study showed that managed care compa

nies' costs would be just $5 per person per year for employees of 

big companies to receive unlimited ub ranee abuse benefits. 

We often look to federal health programs to set precedents in 

appropriate manners of care and coverage. It would be natural 

to assume then that Medicare and Medicaid would cover mental 

health and substance abuse ailments the same as 

important to v1ew addiction as a chronic illness 

and to manage it appropriately over time. A 

small investment in additional treatment can 

ave millions of dollars given that the complica

tions from substance abuse can be the most 

expensive in all of medicine. In fact, a 1994 study 

by the California Drug and Alcohol Treatment 

'' Th1s year's proposal 
would requ1re parity for 
the number of covered 
hospital days and out-

physical ailments given the current truggle to 

achieve private health Insurance parity for men

tal health and ubstance abuse treatment. But, 

sadly, that is not the case. 

On the inpatient side, Medicare is inadequate. 
patient v1s1ts for all mental 

Illnesses, and full panty 
would be required for 

illnesses such as sch1zo-
phrenta, major depres

SIOn, and aut1sm.' ' 

Regardless of condition, there is a 150-day yearly 

limit on coverage for inpatient hospital care, but 
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a 190-day lifetime limit on coverage of psychiatric hospitaliza

tion. On the outpatient side, Medicare traditionally pays for all 

medically necessary physician and outpatient services. 

But in examining Part B benefits, I am troubled that a higher 

co-payment of 50 percent rather than the normal 20 percent is 

required for beneficiaries receiving treatment for mental, psy

choneurotic, and personality disorders. 

This policy is biased, antiquated, and inappropriate, especial

ly given the disturbing rise in major depression in our elderly 

population. More than 2 million of the 34 million Americans 

aged 65 and older suffer from some form of depression. We are 

doing our nation's elderly, and the entire parity effort, an enor

mous disservice by forcing a higher out of pocket expense for a 

psychiatric visit than for a regular doctor visit. 

Medicaid does better than Medicare in covering mental 

health treatment, albeit is patchwork from state to state. 

Although Medicaid does not have a specific mental health or 

substance abuse benefit, there are covered and optional services 

that can be made available to provide mental health and sub

stance abuse treatment. 

The ray of light on the federal health program horizon is the 

Federal Employee Health Benefit Program, which will require, 

by fiscal year 2001, all 285 participating health plans to provide 

full parity for both mental health and substance abuse services 

-a great achievement for the program's 9 million beneficiaries. 

I hope the foresightedness of the Office of Personnel Manage

ment will carry over into other federal safety-net programs and, 

for that matter, private insurers. 

I learned a long time ago that if anything is to get done in 

Washington, it needs to be done in a bipartisan manner. I 

have crossed party lines many, many times during my tenure in 

the Senate and am convinced that constructive policy advances 

originate from the political center, not from the extremes. As 

chairman of the Appropriations Subcommittee 

We all remain enthralled by the advances spawned by the 

"Crown Jewel" of the federal government, the National lnsti· 

tutes of Health. Substantial investment in NIH is crucial to 

allow the continuation of breakthrough research into the next 

decade. In 1981, when I was first elected to the Senate, NIH 

funding was less than $3.6 billion. In fiscal year 2000, we 

proposed $17.9 billion, a 95 percent inflation-adjusted increase 

since 1981. Funding for the National institute of Mental Health 

was only $190.4 million in 1981 and has seen a 113 percent 

inflation-adjusted increase to today's proposed total of 

$978 million. 

The "Decade of the Brain," as Congress and researchers have 

dubbed the 1990s, yielded many discoveries into the origins 

of mental illnesses that have paved the way for promising future 

research. Scientists now understand that vulnerability to mental 

illness has a genetic component. They now face the daunting 

task of mapping the entire human genome, on track to be 

sequenced by spring 2000. Linkage studies using powerful tech

nologies to pinpoint genes from among the 50,000 genes 

expressed in the brain will eventually connect genetic variations 

with mental illnesses. Imaging tools such as MRI and PET scans 

are being used to study the pathways in the brain. 

Researchers also are excited by the recent discovery that the 

brain can add nerve cells during adult life. Eventually brains 

damaged by a severe protracted mental illness may be able to be 

repaired precisely. 

Scientists also are trying to discern why certain people do not 

respond to certain drugs used to treat mental illnesses. For 

instance, 30 percent of people with schizophrenia do not 

respond to the traditional pharmaceutical intervention. Through 

the relatively new field of pharmacogenomics, researchers are 

exploring whether there is something about these individuals' 

genetic instructions that prevents them from metabolizing the 

drugs as intended. In essence, drugs may soon 

on Labor, HHS and Education since 1995, I ( ( The 'Decade of the 
be designed to fit the patient's genetic makeup. 

have worked closely with Sen. Tom Harkin, 

with whom I have switched as ranking and 

chairman of that subcommittee over the past 

decade. This partnership has worked well, par

ticularly in the area of biomedical research. 

Brain,' as Congress 
and researchers have 
dubbed the 1990s, 

yielded many discoveries 
into the origins of mental 
illnesses that have paved 

the way for promising 
future research.)) 

Epidemiological studies of mental illnesses 

among children also are a top priority of 

NIMH, and NIMH Director Steve Hyman, 

M.D., has stressed the need to gather more data 

on mental illnesses in children. 



This year, after the school violence observed in Littleton, 

Colo., public attention was focused on research on violent 

behavior in youth. As a result of convening three extensive 

round-table discussions with experts from the Departments of 

Education, HHS, Labor, and Justice, including the Surgeon 

General's office, some $884 million has been re-allocated to 

tackle this issue by focusing on the Safe and Drug Free Schools 

program, mental health services for children, character educa

tion, and literacy programs. These programs pick up on the 

conclusion that Surgeon General Koop drew in 1982, that juve

nile violence is a national health problem. 

I n another research development, the HHS general counsel 

has ruled that federal funding of stem cell research does not 

violate the human embryo ban. In 1999, I held hearings to 

examine this controversial issue. According to NIMH, stem 

cells could potentially benefit treatment for schizophrenia, 

autism, manic-depressive illness, and memory disorders. Stem 

cells appear to be a veritable fountain of hope with their poten

tial ability to replace damaged cells and tissues. We have a duty 

Arlen pecter: 
Path Toward Parity 

to ensure that federal dollars are spent on the most promising 

avenue of research, and we should be running full-tilt to 

explore how stem cells can benefit all areas of modem medicine. 

It is an inviting path we have not yet explored. 

As David Ben Gurian, first prime minister of Israel, once 

said, "These people who do not believe in miracles, they are not 

realists." We are in a unique position now to reflect on past 

miracles in the face of new and imminent miracles in the treat

ment of people with mental illnesses; they will likely come in 

the form of parity in public and private health insurance cover

age, as well as in the human genome project, brain imaging, and 

amazing pharmacological advances. I look forward to working 

with you to ensure that these miracles are borne out of our col

lective work. 

Sen. Specter's remarks at the 1999 Rosalynn Carter Symposium on Mental Health 
Policy were delivered by Legislative Ass1stant Allison DeKosky. who adv1ses Sen. 
Specter on health care. women's health. and family-related legislative issues. Ms. 
DeKosky is a graduate of Penn State University with a bachelor of sc1ence m health 
policy and administration. Before joining the senator's staff in 1997, she worked at 
the University of Pittsburgh's Medical Center in the Planning and Marketing Depart
ment, where she conducted market analysis and strategic planning 

( ( We have a duty to 

ensure that federal dollars 
are spent on the most 
promising avenues of 

research, and we should 
be running full-tilt to 

explore how stem cells 
ca'n benefit all areas of 

modern medicine.' ' 
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In the Setvice of Children 
In its developmental outlook and age-based proposals, the Surgeon General's Report 
on Mental Health provides a blueprint for advancing children's mental health. 

By Kimberly Hoagwood 

I 
f advancing mental health 

important to keep •jci81k:e 
ing hand in hand. 

ly the chapter on chi 

The editors, write 

arduously on the 

cal significance 

our goal, it is 

cy reform mov

report, particular

us with a 

t•Dllllll'lt to be impervious to mental illnesses 

sti'ains, stresses, and processes that afflict adults. 

reports about mental health were written, children's 

issues often were relegated to sections called "Special Popu

lations" or "Special Issues." In the intervenj!MJ years have 

come major advances in ...-erstanding c~dren's develop

ment, developmental trajectories, and the patterns that are 

irregular and that sometimes li.IIUo disorders. Many of 

these accomplishments are reflleted in the chapter in the 

Surgeon General's report on children's mental health. 

The report traces scientific understanding of children's 

development, and the theoretical frameworks by which it is 

to be understood. The evidence base for treatments, preven

tion, services, and medications for children are described. 
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The report has several other pivotal accomplishments, three of 

which are very important. 

The first accomplishment is the developmental framework 

that permeates it. Not only does the report adopt a life-cycle 

approach, but within the children's chapter there is a continued 

emphasis on development. There is controversy and tension 

within the children's mental health field with respect to devel

opment. It exists between the need to recognize, name, and treat 

disorders, and the equally important need to understand that 

children are undergoing constant developmental changes at 

basic levels- hormonal, neuronal, cognitive, and emotional 

and that these developmental changes happen at different rates, 

so there is no unitary progression. The tension reflects the need 

to identify, target, and treat mental illnesses and syndromes, 

versus the need to understand that the shifting sands of develop

ment make measurement of children's disorders difficult, even 

temporary in some cases, and that there is a need for ongoing 

monitoring, assessment, and preventive efforts. 

The complex process has been made even more complicated 

by two externally driven events: 

• One is the reimbursement system, which requires shoe

homing complex processes into diagnostic categories in order to 

pay for treatment. This sometimes butts against the equally 

important fact that children's biological systems are changing. 

• Two, the slow progress that has been made in the meas

urement of these developmental processes is especially signifi

cant for young children and for assessment of functional impair

ments, functional strengths, and functional competencies. The 

field needs measures that are developmentally sensitive and 

reflect uneven developmental processes. By and Large, progress 

has lagged in this area. 

What is important in the report's chapter on children's men

tal health is that it has struck an important 

the past decade have been efforts to define the complexity of 

the brain, an organ comprising some one hundred billion dis

tinct cell types, each of which may communicate with thou

sands of other cells, or neurons, by means of messages conveyed 

by a hundred or more different specialized chemicals called 

neuro-transmitters. As research has progressed, the field has 

moved from searching for the possible contribution to mental 

illnesses of individual components of the brain -one hemi

sphere versus another, for example - to examining the role of 

multiple dynamic parallel brain systems, or circuits, that process 

information, the raw material of our thoughts, emotions, and 

behaviors. 

Scientific studies are increasingly studying the disruptions in 

this circuitry and trying to understand how they contribute to 

the development of mental disorders. 

'"rhe report is unique among documents of its kind in that it 

1 describes some of these advances at the molecular and 

cellular levels and simultaneously points out why this work is 

important, and how it is going to help inform clinical and pre

ventive care. 

A third pivotal accomplishment is the synthesis of the evi

dence base. The report, in conjunction with at least six recent 

comprehensive reviews, synthesizes the research base that 

underpins knowledge about preventive interventions, service 

interventions, psychosocial treatments, and pharmacological 

interventions for children. Even five years ago, this kind of 

synthesis would not have been possible, at least for medication, 

services, and preventive interventions, because the evidence 

base was too slim to synthesize. This change is due to the pro

ductivity of the scientific community and, equally importantly, 

to the unabated pressure for reform from policy makers and 

family groups who demanded valid information 

balance by bringing a developmental perspective 

to bear on the current understanding of chil

dren's mental illnesses. This is no small feat. 

The chapter's second pivotal accomplish

! ment has to do with neuroscience develop

ments and their connection to clinical care. 

Among the major scientific accomplishments of 

( ( In the inteNening 

years have come 
major advances in 

understanding children's 
development, develop

mental courses, the 

about effective care for children." Because of 

those two pressures, there now is an evidence 

base toward which we may point. 

The report highlights those interventions 

whose impact and intended outcomes are known 

and can be specified, and differentiates those 

from interventions that are promising but not 

necessarily fully developed yet. As a result, the 
patterns of development, 

and the patterns that 
are irregular and that 
sometimes lead to 

disorders. ' ' 
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report provides a blueprint to indicate where more targeted 

research efforts are needed and where opportunities for policy 

development and deployment occur. 

From my perspective at the NIMH, l see the Surgeon Gener

al's report as providing a guideline for both science and policy 

development. This is especially important because we cannot be 

sure that it is a service to provide services that are untested. It 

may, in fact, be a disservice. 

A recent article in the American Psychologist by Tom Dishi

an, Joan McCord, and Francois Poulet reported that peer group 

interventions that included group counseling sessions supervised 

by adults, and summer camps that were targeted for high-risk 

adolescents with anti-social behavior problems, actually 

increased the problem behavior, including substance abuse, 

delinquency, and violence. The authors referred to this as 

"deviancy training." Dr. Delbert Elliot, who helped to craft the 

Office of Juvenile Justice and Delinquency Prevention's Blue

print Program, recently pointed out that 95 percent of the pro

grams for delinquent youth have no evidence base whatsoever. 

This is not a service to children. 

There now exists an evidence base on preventive models, 

especially in the area of youth violence; a substantial literature 

on psychosocial treatment; and an equally grow-

ing research base on effectiveness of services and effect of med

ication treatments for children with specific mental health syn

dromes. These are all reflected in the report. 

The next step is to use these findings to make sure that the 

evidence base is disseminated: included in professional 

training programs and used as a basis for federal, state, and local

ly supported programs. For example, there now exists strong 

evidence base for treatment of childhood depression, for atten

tion deficit disorders, for programs to reduce child abuse, and for 

school-based programs to prevent childhood aggression. It would 

be a mistake for us not to use the opportunities that we now 

have to advance this agenda. 

l do not say that the evidence base is equally strong in all 

areas. There are many gaps still in knowledge about children's 

mental health problems. How best to disseminate the evidence 

or how to implement it across different cultures- there are 

important questions for which few answers exist. 

But l urge that, as progress is made in these areas and as the 

research becomes more rather than less policy relevant, these 

findings be deployed, that they be implemented actively and in 

concert with federal, state, and local policy-makers, family 

groups, and consumers. These findings merit 

('what is important in 
the report's chapter on chil
dren's mental health is that 

implementation. It would be sad for them to sit 

heavily on yet another government bookshelf. 

it has struck an important 
balance by bringing a devel

opmental perspective to 
bear on the current under

standing of children's 
mental illnesses.)) 
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Benefits of the Big Picture 
Optimism and hope are the essential ingredients of the Surgeon General's Report on Mental Health's presentation of adult mental illnesses. 

By Lisa Dixon 

A
s a family member of someone who has lived with 

schizophrenia for about 20 years, as an occasional 

consumer of mental health services myself, and as a 

professional researcher, educator, and clinician, l am thrilled 

that the information in the report's adult chapter furthers the big 

picture and messages of the entire report: Mental illness is a 

public health problem that we must all address; there has been a 

scientific revolution in our understanding of the mind, brain, 

and body; and mental illnesses are real. 

The report relies on an empirical and scientific data base, or 

evidence base, that mental illnesses can be treated, that the 

consumer frequently can choose from a treatment menu that 

suits his or her own needs, and that recovery is possible. Opti· 

mism and hope are pervasive throughout the chapter- that is 

extremely important. 

Mental health is not just the absence of mental disorders; 

mental health allows the successful performance of mental func· 

tion. Personality traits are important. Self-esteem, optimism and 

resilience, neuroticism, avoidance, impulsivity, and sociopathy 

play a role in determining mental health. Stressful life events 

can spawn mental disorders in vulnerable individuals, and the 

chapter describes the impact of stressful life events and why 

some people develop mental disorders in the face of such events 

while others do not. The events of most lives, such as the death 

of a loved one, and the events of specific lives, such as trauma 

(sexual abuse, domestic violence, and the like) 

are discussed. 

There is an all too brief section on the prevention of disorders of 

adulthood, reflecting how little we know about this. All through 

the chapter is information on the importance of culture on each 

of these issues. 

The bulk of the chapter then goes into the three major 

groups of disorders: anxiety disorders, mood disorders, and schiz

ophrenia. Each section has a description of the phenomenology 

and epidemiology of the disorder. The Epidemiological Catch· 

ment Area study provides the foundation for the National Co

Morbidity Survey. A table reveals the prevalence of these men

tal disorders. The DSM-IV is used heavily, so one gets a 

description of the disorders and learns what is known about the 

causes and course of illnesses, both psychological and psychoso

cial- a great deal of attention is given to what is going on in 

the brain - and then treatment. 

For example, within the anxiety disorder section is included 

information on panic attacks and panic disorder, agoraphobia, 

specific phobias, social phobia, generalized anxiety disorders, 

OCD, and the acute and post-traumatic stress disorders. The 

etiology covers the shift in thinking in science. We have moved 

from the locus ceruleus as the mediator of the acute stress 

response, and therefore anxiety, to new views of anxiety with 

the hippocampus, the memory center in the amygdalla, an emo· 

tiona! center of the brain, as key regulatory centers of anxiety. 

Neurotransmitter functions are included as are GABA, CRH, 

CCK, and an extensive discussion of the psy· 

The report cites information on what services 

are available to help people deal with stressful 

life events including community services, self· 

help, couples therapy, and physical activity. 

''The report cites informa
tion on what services are 

available to help people deal 
with stressful life events 

chological aspects of anxiety including psycho

dynamic theories as well as cognitive theories of 

anxiety. 

The chapter pulls in the evidence for differ· 

ent treatments. Included are issues on the 
including community servic
es, self-help, couples thera
py, and physical activity.)) 
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psychotherapeutic nonpharmacological side, emphasizing 

cognitive-behavioral approaches, because the evidence is 

strongest there, and medications such as benzodiazepenes and 

anti-depressants. 

So information is presented about the scope of the problem, 

the science behind its validation as a real disorder, and its treat

ment. Medications are discussed, as are non-pharmacological 

modalities. The treatment choice expresses hope for resolution 

of symptoms. 

In the mood disorder section, the disorders covered specifi

cally are major depression, disthymia, cyclothymia, and bipolar 

disorder. The section begins by emphasizing the impact of 

depression on disability and the complications and co-morbidi

ties of depression, including suicide, physical health problems, 

and substance abuse disorders. (Substance abuse disorders are in 

all three sections.) The difference between sadness and grief is 

discussed, as is depression and the scientific basis behind our 

confidence in the reliability of a depression diagnosis. 

What is the difference? 

This is the kind of question people outside the mental health 

field ask, this is what they want to know. How can you tell the 

difference between being sad and having depression? The chap

ter includes a precise, well-written description of the symptoms 

of each of these disorders which, to an educated consumer and 

reader, would be informative. 

kinds of issues that are important. 

The treatment section is divided into the acute phase (the 

time period leading up to the initial treatment response), the 

continuation phase (after acute remission to prevent relapse), 

and the maintenance phase (to prevent future recurrences). The 

treatment section addresses both pharmacotherapy and psy

chotherapies. It is balanced with a sense of the menu of treat

ment options facing the consumer. 

The schizophrenia section parallels the other two sections. 

At the end of the chapter is a section on service delivery and 

larger social issues that cut across all dimensions, including 

assertive community treatment, crisis care, dual diagnosis, con

sumer self-help, and consumer operated programs. 

Two concluding notes: 

One: Everyone who reads the report will be asking, "What 

does it say about my thing, my arear' It is important to look at 

the big picture and not get caught up in the accuracy and the 

precision of any particular section, because within every section 

there is going to be room for disagreement. 

Two: As a family member and devotee of family support 

groups, I have been fru trated to be unable to cite the benefits of 

such programs and evidence-based reviews, because of the 

absence of controlled data. In my own work life, l am trying to 

get data. Thanks to the Robert Wood Johnson Foundation, we 

have begun to study the effectiveness of the fami-

The chapter addresses the importance of stress

ful Life events on depression, cognitive factors, 

temperament, and gender issues. Why do women 

have more depression? Is it due to environment? 

To genes? Is there an interaction? These are the 

''So much informa-
ly-to-family education program. 

That is also part of the message of the report: 

lf we are not satisfied with what it includes about 

a particular area, go out and get data that will 

improve the next report. 

liOn is presented about 
the scope of the prob

lem, the science behind 
its validation as a real 

disorder, and its 

treatment. ' ' 
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New Hope for the Elderly 
By increasing awareness, the Surgeon General's Report on Mental Health 
can help reduce the shame and isolation that burdens help-seeking behavior among older adults. 

By Robert Bernstein 

T
o those among the "mental health and aging" crowd, a 

full chapter in a report by the Surgeon General of the 

United States dedicated to aging issues is of great 

significance. 

During the past 20 years or so, a notable change has occurred 

in public images of aging. The AARP has promoted the notion 

that aging is a period of vibrancy and social connectedness

the Winnebago image. This image supplants traditional negative 

stereotypes of aging, such as frailty and dependence. 

But older adults who have mental illnesses and developmen

tal disabilities are not always perceived through this new lens. 

They are not seen as politically correct and, in a sense, they 

never were. Older adults with mental health needs have a long 

history- most graphically embodied in pictures of geriatric 

back wards and state hospitals - of being deemed beyond help, 

unworthy of attention, best consigned to custodial care, and best 

segregated from society. Cohorts of older adults themselves hold 

similar views, o lder people raised in a generation when shame 

was attached to having a mental illness. 

The Surgeon General's report documents the scientific basis 

for the new image of vibrant aging connected with society. 

However, it also shows the startling prevalence of mental ill

nesses among older adults and the value and promise of mean

ingful services that allow older adults with 

population bubble, raising expectations that the older popula

tion will be huge in the near future. 

The good news in the report is that healthy, normal aging is 

not a myth. It is scientifically based. Normal aging is character

ized in terms of generally stable intellectual functioning, a 

capacity for change and learning, and active social engagement. 

Normal aging also includes important life tasks such as creativity 

and summing up and making meaning of one's life. Some diffi

culty occurs with age, secondary to physical change, but extreme 

disability, including disability attendant to mental illness, seems 

to be on the decline. Even problems with memory- a signifi

cant symptom of Alzheimer's disease but also a common com

plaint in general among older adults - is found in recent 

research to be more subjective than actual among healthy 

adults. In fact, these memory problems may often be a conse

quence of untreated depression. 

More good news: Although diagnosable mental health prob

lems are significant among older adults, affecting as many as 20 

percent of the older population, there are already effective treat· 

ments for many disorders. 

Finally, prevention- in the past commonly limited to chil

dren and younger adults and not well researched in older people 

- may be particularly helpful to older adults. Further, life style 

may outweigh genetic factors in influencing 

mental illnesses to be included in the new, 

more positive images of aging. ''Older adults with mental 
mental health outcomes. Life-style issues 

include education, activity level, and disease 

The issue of mental illness has never been 

more important among older adults. The aver

age life span has increased from 47 years in 

1900 to 75 years in the 1990s, and it is growing 

even further. Baby boomers constitute an aging 

health needs have a long 
history most graphically 

embodied in the image of 
geriatric back wards and state 

hospitals, of being deemed 
beyond help, unworthy of 

attention, best consigned to 
custodial care, and best 

segregated from society.'' 

avoidance. 

The problems facing older adults with 

mental illnesses relate directly to the remnants 

of the ingrained stereotypes and biases. 

Research in many areas important to mental 
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health and aging has lagged far behind that for other groups. 

Service systems are fragmented and not prioritized. Service 

delivery systems have not accommodated special needs and 

funding mechanisms have not been constructed to promote 

wellness and mental health among older adults. Research is 

particularly important because of increasing concem with pur

chasing services that produce good outcomes and are cost effec

tive. 

We need to better understand the interaction between men

tal and physical health and social status. Not only would such 

information promote good services and treatment to older adults 

experiencing mental illness, but it also could be the basis for 

preventive efforts aimed at reducing the risks of developing 

mental illness, preventing excess disability, and forestalling or 

preventing institutionalization. 

T he Surgeon General's report devotes substantial attention 

to depression among older adults, a group with a high rate 

of suicide that increases with age. White males age 85 and over 

have six times the suicide rate of the general population. The 

report also documents high risk factors for depression, such as 

bereavement. Some 800,000 Americans each 

year are widowed, 20 percent of them will 

Alzheimer's disease suffer from depression that produces excess 

disability in terms of attending to basic daily functions. 

Although we have much more to learn, the report indicates 

that depression among older adults is treatable through counsel

ing, medication, and self- and peer-support; effective treatments 

can reflect individual choice. 

The problem is that the mental health services are not readi

ly available. O lder adults, raised in a period when stigma was 

attached to mental illness, do not demand these services. 

The Surgeon General's report can do much to increase public 

awareness of depression among older adults and to reduce the 

sense of shame and isolation that burdens their help-seeking 

behavior. Currently older adults tend to rely heavily upon pri

mary care physicians to get help and to express their problems in 

physical terms. These physicians feel ill-prepared to diagnose 

and treat depression among older adults. Research shows that of 

depressed older adults seeing primary care physicians, only 11 

percent are receiving appropriate treatment for their depression, 

and 55 percent receive no treatment whatsoever. lt is therefore 

not surprising to find another study showing that of o lder adults 

who commit suicide, 51 percent had seen their primary physi-

cian during the prior month. 

The issue is not only one of awareness and 

exhibit depressive symptoms beyond the period 

of what is considered "normal grieving." People 

with Alzheimer's disease also are at high risk for 

depression. The report cites research showing 

that 40 to 50 percent of people with 

( ( The report suggests 

that we consider a new 
diagnostic category 

for depression that is 
more reflective 

training among physicians. The report also 

references problems in our diagnostic system. 

Recent findings reveal that, although as many 

as 37 percent of older adults in primary care 

settings may have depressive symptoms, far 

of the actual clinical 
profile of older adults.) ) 
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fewer numbers reach the current diagnostic standards for diag· 

nosis of major depression. The report suggests that we consider a 

new diagnostic category for depression that is more reflective of 

the actual clinical profile of o lder adults. Without diagnosis, 

treatment does not follow, so this is a critical issue. 

The report calls for further research on depression. What we 

know now is that depression is treatable and that newer medica

tions are particularly effective, but that they tend to operate 

more slowly with older adults, sometimes taking a month longer. 

Counseling is effective and there is info rmation about precisely 

what sort of counseling works and to what degree. Preventive 

programs like grief counseling also offer hope for averting 

depression among older adults. 

Public mental health systems for years have shown ambiva

lence around the issue of Alzheimer's disease, officially 

excluding it as a diagnostic group of concern even though peo· 

ple with the most severe cases of Alzheimer's disease tend to 

drift into state psychiatric hospitals. Similarly, family members 

of people with Alzheimer's disease, sensing the shame attached 

to mental illness, often try to distance themselves from the 

mental health community and categorize the problem as being 

"medical" rather than "psychological" or "mental." 

The report is significant in addressing Alzheimer's disease 

together with the other mental illnesses. Alzheimer's disease is 

not characteristic of all older adults. It affects approximately 15 

percent of o lder adults, and the probability of developing it 

increases with advancing age, doubling every five years to about 

30 to 45 percent for people age 85 and older. This should be 

qualified by the fact that most older adults do not actually 

develop Alzheimer's disease. 

As with depression, Alzheimer's disease presents diagnostic 

problems that are unique and need greater attention. Its onset is 

insidious. There are no clear biological markers, yet it has 

tremendous impact on o lder individuals and 

The report conveys an urgency for finding accurate means of 

early diagnosis because treatments that slow the disease or 

reduce existing symptoms are more likely to be effective early 

on. In addition, early intervention would allow the teaching of 

coping strategies to people affected by Alzheimer's disease, the 

training and preparation of caregivers, perhaps insulating them 

from depression, and would allow people to make future plans 

through advance directives. It also makes cost sense. Caregiver 

support can delay institutionalization by an average of 300 days. 

That is significant at both human and fiscal levels. 

Older adults diagnosed with schizophrenia often endured the 

worst of state psychiatric hospital systems that relegated them to 

custodial care. The report cites an indication that older adults 

with schizophrenia experience some lessening of positive symp· 

toms such as hallucinations and delusions. The negative symp· 

toms of schizophrenia, flattened affect and social withdrawal, 

persist, however. In addition, research shows that older adults 

with schizophrenia tend to have more significant functional 

impairments than younger populations. The good news is that 

the newer medications hold real promise. They tend to address 

the negative symptoms to which older adults are especially 

prone, but we need additional research on their specific action 

upon older adults, and the interaction of those medications with 

other physical problems that older adults may have. These 

medications are more costly, so the political issue of the "worthi

ness" of older adults to receive appropriate treatment comes to 

the fore. 

The chapter concludes by placing the science of aging and 

mental health in the context of practice. It recognizes that 

although most older adults live in community settings, mental 

disabilities are the leading cause of their institutionalization. 

Because institutionalization is costly, early interventions are 

extraordinarily important. But services for older adults, when 

available, tend to be fragmented, incoherent, and very difficult 

to access. 

their caregivers. There is a high probability of 

depression among people with Alzheimer's 

disease. Furthermore, caregivers, often spouses 

who are elderly themselves, are at extraordinari

ly high risk of depression themselves. 

' ' The report conveys 
an urgency for finding 

accurate means of early 
diagnosis because 

treatments that slow 

We need to learn much more about extend-

ing services to diverse settings, such as primary 

care. We need to have a much greater under

standing of the promise that prevention and the 

fledging self-help and peer support programs 

appear to offer. The latter issue is particularly 
the disease or reduce 
existing symptoms 

are more likely to be 
effective early on.'' 
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significant at tht point in mental health history. Increasingly, 

as we have learned, consumers, ex-patienc;, and psychiatric 

urvtvors are peakmg out and asking that they have a voice m 

hapmg the system that is constructed to serve them. Even 

members of the population once coru;igned to geriatric back 

wards are organmng and speaking out to defme the kind of help 

they want and need and to fight sugma, coercion, and self-hate. 

The older adult chapter of the report, in reviewing existing 

data and, on that basis, recasting older adulthood in a positive 

light, is a powerful tool for older adult advocat~. The report's 

review of the promtse of treatment and prevention validates 

efforts to bnng meamngful services to older adults with mental 

illnesses and supports the ambition that older adults with men

tal illnesses will no longer be marginalized and excluded from 

the mainstream. It lays the groundwork for ignificant change in 

service philosophy, in the outcomes we might expect, and in 

accessibility to service delivery sy terns. 

Based on what we have learned, advocat~ for change may 

be heartened to know that personal me. sage:. resonate with the 

publtc when relaymg key mental health me:.sages. If you con

sider that one in five older adults may have a mental illness, 

that the probability of Alzheimer' disease increases with age, 

and that the older adult population is growing, there is fertile 

ground for the Surgeon's General's good news. Also note that 

traditional families have four grandparents and that nontradi

tional families, step-families, may have even more, so the 

prevalence of older adulc; withm famtly structures and the 

probability that there is some level of mental illness among 

them is very high. 

I believe the positive messages of the Surgeon General's 

report will resonate with the publtc to bring about needed 

changes. 
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Questions & CDmments 
Symposium participants reflect on the developmental approaches of the Surgeon General's Report on Mental Health. 

Laura Cipprotti Becau.se one in five - 20 percent of Americans -
Plusabilities experience mental iUness each year, I urge the Sur, 

geon General and the media planning group to allow 

20 percent, ar two to three of the monthly messages 

that are going to be presented in 2000, to be chosen 

by the consumer surviwr community. 

Kimberly 

Hoagwood 

Tony Jurich 

So, I ask far remperance to the et~idence,based 

business. 

Wonnation about access to care, barriers to 

services, and different models of service system 

integration are covered in the repon. 

I applaud the report's developmental approach. 

Leon Eisenberg One wants an evidence,based medical care sysrem 

The Carter Center not only in mental health, but also in general health. 
Mental Health 

Past President of However, purting children and adolescents together 
the American 
Association tor sometimes masks the diffu:ulty of mental health 

Task Force However, doctars can do many things far patients 

that are not based on randomited control trials. 
Being able to get to see your doctar and have your 

doctar listen to you i.s helpfid. 

Cluldren's mental health treatment has been 

unexamined and a number of things need to be done. 

While there may not be much documentation regard, 

ing children in families where there i.s spousal abuse, 

surely we know that watching their parents beat each 

other up i.s bad far children, even if they are able to 

survive. In fact, children are remarkably resilient. 

Marriage and 
Family Therapy 

Kimberly 

Hoagwood 

( ( Children's mental 
health treatment has 

been unexamined and a 
number of things need 

to be done.)) 

LEON EISENBERG 

problems unique to each age group. Is the report 

developmentally oriented enough that we do not wind 

up addressing the two together to such a degree that 
we miss srgnifu:o.nt differences between adolescents 

and children! 

The developmental perspective adopted by the 

report goe beyond different age groups, but 

rather looks at developrng biologic systems as 

well as developing the ability to understand and 

perceive the environment: it is very comprehen, 

sive in that sense. It reflects the increasing spe

cialization we see across all fields. 
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Advocates for Change 
The contents of the Surgeon General's Report on Mental Health provides substance 
for influencing public perceptions about mental illness. 

By William Emmet 

The National Alliance for the Mentally lLI (NAMI) 

welcomes the Surgeon General's Report on Mental Health. 

As a grass roots organization, NAMI believes that the 

report will be embraced by our members and used in many ways. 

NAMI has used other evidence-based reports and documents 

to lead us toward our goal of a better life for people with mental 

illnesses. We have always looked to science for guidance. 

Our organization rose up 20 years ago in reaction to the 

then-pervasive drum beat of shame and blame that dominated 

thinking about mental illness and that still, unfortunately, is not 

completely eradicated. Using science has, over time, helped us 

change not only the thinking of our members, but also that of 

people our members go to for help and, more broadly, of the 

general public. 

The Surgeon General's report gives us another platform from 

which to continue to inform the public. In fact, the report has 

•he potential to drive a stake into the heart of the issues of 

shame and blame that have so long stigmatized people with 

mental illness. 

One of NAMl's roles has been to translate scientific findings 

into messages that are, first of all, understood by our members 

- people who themselves are living with mental illnesses in 

their families and in their own lives. Through awareness, they 

learn to better live with their illnesses, how better to manage 

them, and how better to move forward and reconstruct their 

lives. 

One example of what we have done is our Campaign to End 

Discrimination. This ongoing effort grew out of our dissatisfac

tion with what happened to mental illness and mental health in 

the early health care reform initiatives of the Clinton adminis

tration. Hope was built around the idea that mental health 

would be a part of the mainstream health care delivery system 

promised by the reform effort. But when the negotiators got 

down to brass tacks, the first thing off the table was mental 

illness and mental health. 

We realized, first of all, that people did not perceive that 

there would be any political backlash to knocking mental illness 

off the table. Secondly, we realized they probably thought men

tal illnesses were not real and treatments were not effective. 

Mental health treatments and mental illnesses were still too 

fuzzy and poorly understood to be included in the same category 

as regular health care. 

So we developed our Campaign to End Discrimination, 

which tries to impart some basic messages that are similar to 

those of the Surgeon General's report: "Mental illnesses are real. 

Mental illnesses are brain disorders. Treatment works. Discrimi-

nation is wrong. 11 

We have tried to translate tho e basic messages into political 

and social action. The most familiar is the state-level fight to 

create insurance parity laws where we use the science from the 

past several years demonstrating that mental illnesses are real. 

We found we could use pictures of brain scans showing the 

We also have translated the scientific findings 

into messages that help create a public under

standing of mental illnesses that gets to the root 

of the problem, which, in so many cases, is the 

stigma associated with mental illness. 

' ' The report, in fact, 
has the potential to 

drive a stake into the heart 

brains of people with mental illnesses and the 

brains of people without mental illness and go to 

state legislatures and say, "Look, this demon

strates that mental illnesses are real. 11 The fact 

of the issues of shame 
and blame that have so 
long stigmatized people 

with mental 
illnesses.)) 

that there are now parity laws of some descrip-
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W1lham Emmet 
Advocates for Change 

William Emmet coordinates NAMI's efforts to 
provide support and education to people with 
mental illnesses. For etght years he was execu-

tive director of the NAMI in Rhode Island. He has 
been a member of the NAMI board of directors. 

tion in 28 states begins to demonstrate that this is an effective 

strategy, that using science to get to policy-makers helps make a 

significant difference in some people's lives. 

As a second example, the Patient Outcomes Research Team 

(PORT) study was released about a year and a half ago: It 

showed that we know much about how to treat schizophrenia. 

We know what interventions work in many cases. We know 

how people respond in many cases. But we are not making those 

treatments available. The PORT study showed this in very stark 

terms, showing where people were not getting treatment and 

who was not getting treatment. For example, the study howed 

that African Americans in particular were not getting treat-

ment. 

We took the findings of that study and converted them into 

a family and consumer treatment guide to schizophrenia treat

ment that has been disseminated broadly across the country, not 

only to our own members but through as many different dissemi

nation avenues as possible: to treatment providers, to policy 

makers, to opinion leaders, just so they could understand that 

what we have in this country is a problem that exists on a cou-

pie of levels. Again, it is a problem that appears also to be 

addressed in the Surgeon General's report. We have effective 

treatments. There is a wide range of choices for treatment, but 

they are not available to many people - and if they are not 

available, those people with mental illnesses are being discrimi

nated against in a very real sense. 

Another brief example of what NAMI has done to try to 

make available evidence that treatment works is to take the 

Programs of Assertive Community Treatment, or the PACT 

programs, and showcase them as programs that, for certain peo

ple, are extremely effective. We have tried to elevate the visibil

ity of PACT because it is a replicable model. It is something 

that can be used in many places. There is a 25-year history 

showing that it works and we want to make it available to peo

ple who need that sort of psycho-social intervention. 

Again, our members have been empowered to be advocates 

for that kind of system change. The Surgeon General's report 

gives us another opportunity to inform NAMI's members and to 

educate policy-makers. 

''There is a w1de range 
of choices for treatment, but 

they are not available to 
people and if they are not 

available. those people with 
mental illnesses are being 
discriminated against in a 

very real sense.)) 
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Programs for the Least 
Ethnic populations are growing nationwide, and the Surgeon General's Report 
on Mental Health needs to speak to their special needs and missed opportunities. 

By Gloria Rodriguez 

W
e work in very high-risk communities. We are in 

about 80 family centers throughout Texas. The 

demographics are very bleak. Based on our 

research, 60 percent of our population has experienced depres

sion. More than 50 percent wimess violence at home or in the 

community. Over 50 percent were abused as children - sexual 

and physical abuse, and neglect. 

We have been most effective in breaking the barriers to 

treatment by partnering with organizations in the community. 

In working with children, we deal with abuse and neglect issues, 

with delinquency - gangs - and mental illnesses. With the 

parents, we try to deal with depression, alcoholism, substance 

abuse, and family violence, providing help in mental health 

supported services as well as transportation, child care, peer 

support, education, and job skills. 

For 26 years, I have observed in very poor communities 

people who are left out of mental health services. Their illnesses 

are not genetic but could be prevented - the product of the 

stressful, violent communities in which they live. 

We want to promote positive mental health. We want to 

help individuals live a full life. 

We believe comprehensive, community-based, continuous, 

integrative early childhood programs for families will prevent 

mental illnesses and promote mental health. 

For example: A teen-age mother, despondent when she 

entered our program, had buried her child who had died of 

dehydration. After attending our program, she 

Avance, have remained with her and have a chance to grow to 

be productive, healthy citizens. 

Another example: A wife who wimessed the violent death of 

her husband and went into prostitution and drugs stated that 

without Avance she would have been in a mental institution. 

She says, after the program, "Avance has touched my heart and 

has touched my life." 

Two children of a single mother saw their mother dragged 

from her home and killed by teen-agers in the neighborhood, 

because she had complained they were breaking into her home. 

She never attended Avance; we could not save her. 

These are true stories. These are the stories I have seen in 26 

years in our community. 

Since 1973, we have saved thousands through our services. 

Eighty thousand people have been touched by Avance ... people 

who have so little to defend themselves against ignorance, vio

lence, poverty .. . people who do not have money for health 

insurance, who did not know how the system works, who did 

not have a social support system or transportation or child care 

or - most important among the Latino population we serve

the English language through which to explain their hurts and 

hopes. 

We have crossed many barriers by providing an effective, 

culturally sensitive program: by providing transportation, child 

care, and support systems; but most important, by building a 

program based on their culture, their values, their beliefs, their 

says, "Now I see the light. Now I know effective 

parenting skills. Now I can take care of my 

child." Her other two children, who were to be 

taken away from her had she not attended 

( ( We have been 

traditions, and their practices - using the lan

guage they speak, serving the food they eat, play

ing the music they hear, displaying their folk art, 

reflecting their values, hiring them to help in the 
most effective in 

breaking the barriers to 
treatment by partnering 

with various 
organizations in 

the community.'' 

work. 
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Gloria Rodriguez, Ph.D., has been founder, 
president, and CEO of Avance Inc. since 1973. 
She is the author of a number of important 
works and her organization is a nationally recog
nized model and pioneer in parent education and 
family support. She has received many awards 
for her work with low-income children and their 
families. She serves on the Presidential Commis-

sion on Education Excellence for Hispanic Ameri
cans and many other advisory boards at the 
national/eve/. 

Dr. Rodriguez has been a consultant to televi
sion and other media on these issues. She has 
her Ph.D. in Early Childhood Education from the 
University of Texas. 

We have designed a program integrating these principles 

into Avance, especially emphasizing the values that they hold 

dear: children, families, communities, the role of the father, the 

role of extended families, and most of all, using their language. 

Whether black, brown, or white, Avance serves all ethnic 

groups, but Avance's number one principle is to treat people 

with dignity- as individuals worthy of respect regardless of 

their social, economic, and racial status. By our actions we 

touch their hearts and pierce their souls. It is the best medicine 

money can buy. 

I heard that from someone who said, "We need a little bit 

more compassion in our neighborhoods." 

No man - or woman- is an island. Through our family 

support programs, we develop relationships. We help 

build parent-child relationships, especially focusing on birth to 

age 3, by giving parents knowledge and discipline; by teaching 

the importance of demonstrating love; by demonstrating the 

necessity of building trust and of bonding. We promote interac

tion between parents and children in simple, effective ways: by 

making toys from scraps of materials, for example. 

We strengthen the relationship between father and mother 

by having couples' programs. We teach communication and 

conflict resolution skills. We serve all family 

approach is working, that we change knowledge, attitudes, and 

behavior. We are effective through our culturally sensitive 

approaches that enable us to reach a population in need and to 

connect them with services. Avance is the advocate. It is the 

catalyst for those who do not have a voice or the strength or the 

knowledge. 

Programs like ours need to be in the Surgeon General's Report 

on Mental Health. They are effective but they are not funded 

well. We must seriously look at community-based programs. 

They are difficult to fund - I have been doing it for 26 years. 

But they are cost-effective in preventing mental illnesses in a 

large percentage of the population. 

We created 80 family centers through partnerships with dif

ferent funding sources. 

To create them is one thing. To sustain them is another. We 

need more research to compare our strategies with others. We 

immunize the children and diagnose and treat them for different 

illnesses, but we want to enhance that. We enroll our families in 

the state Children's Health Insurance Program (CHIP), in Med

icaid. 

We want to prove that our strategy breaks any kind of barriers 

to treatment. 

Lastly, we need funds for advocacy. We need more supporters 

and more advocates because, in the next few 

members - siblings, relatives, even compad.res

friends. We strengthen the neighborhood 

through neighbor helping neighbor. 

((Whether black, 

brown, or white, Avance 
serves all ethnic 

years, the minority population -people of color 

- are going to be the largest group in America. 

In 50 years, one in four individuals will be Latino. 

Unfortunately, these are the people who are get-Our research at A vance, using a grant from 

the Carnegie Corporation, shows that our 
groups, but Avance's 
number one principle 

is that we treat people 
with dignity and 

respect.'' 

ting the least services. 
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Issues of Compassion 
In the euphoria of new science, mental health advocates must speak not only with authority, but also with a sense of passion. 

By Michael Faenza 

E
ven in our field of community mental health, some say, 

"Those people are not our people," because of diagnosis 

or Lack of diagnosis, or, "Those issues are social services' 

problems, they are not the target of community mental health." 

The N ational Mental Health Association (NMHA) uses an 

evidence base as the central tenet of our advocacy strategy and 

system-change strategy. The Surgeon General's Report on Mental 

Health will help us promote what is important to us: a public 

health base, prevention and children, and adults with serious 

mental illnesses. 

So, the report can substantiate and validate our work, and we 

are excited about that. 

fu we look back at the process, we will learn that some of the 

feelings and comments about the report and how it was devel

oped reflect a change in community mental health. 

The NMHA has done some real soul-searching over the past 

decade. We are an organization created by a person with a men

tal illness, yet we have asked ourselves: What do we really have 

to do with people who have mental illnesses? How real is mental 

illness in terms of our inclusiveness of folks who are the end

users of the services? We have struggled, and we have gained 

ground, yet we still have a lot to learn by reflecting on this 

process. 

We are in a new age. Public policy and public 

families that has not been used effectively. The report can help 

with that. 

Two, there also is something to learn if we look at the wealth 

of evidence on what works and then ask why we have just 

inched along in developing services and policy. It has to do with 

the advocacy. It has to do with the messages. 

Many considerations in addition to scientific evidence 

become evident when policy is made and funds are appropriat

ed. In my 26 years, I have sat in on hundreds of commissioner's 

courts, county government sessions, state legislature commit

tees, and city council meetings. Often scientific evidence was in 

the back seat or maybe even locked in the trunk. Political expe

dience and short-sighted cost management issues- and back

slapping - recklessly drove the car. Obviously, the science base 

is not everything in terms of creating or shift ing policy. 

Arelated issue: At times we raise the bar so high for scientif

ic evidence that it skews, in some way, how our Leadership 

talks about policy and system issues in mental health. Yet every

thing in our field isn't "fact." Truth is important, and the truth 

is that it is extremely important for us to include compassion, a 

sense of justice, and a generosity of spirit when we speak about 

vulnerable people in public venues. 

If we admit that hard evidence regarding 

messages are in a different ball game when it 

comes to inclusion - to hearing the voices of all 

participants - not in token ways, but in real ways. 
( ( One of the issues 

treatment efficacy for specific populations in 

specific settings is vague or does not yet exist, at 

the same time, we have a responsibility to tem

per our message with hope and balance. Here's 

one of many examples: We may say we need to 

know much more about how to provide alterna-

A couple of things come to mind. One, there is 

a wealth of scientifically proven treatments and 

supports for people with mental disorders and their 

for the National Mental 
Health Association is 

that we do have a public 
health base, we care 
about prevention, we 

care about children, and 
we care about adults 
with serious mental 

illnesses.) ) 
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As president and CEO of the National Mental 
Health Association, Michael Faenza has brought 
NMHA to new heights. He has spent much of his 
life focusing on legislative advocacy and proving 
his organizations commitment to helping people 
with mental illnesses. 

of community mental health. 
He has held clinical and management positions 

in public sector organizations, including juvenile 
justice. He holds a bachelor of arts degree in 
sociology from Indiana University and an M.S. W 
from the University of Texas, Arlington. 

He brings a public health perspective to issues 

tive treatments for youth who are incarcerated for minor offens

es. At the same time, we must argue that tens of thousands of 

kids today are incarcerated because of mental disorders and 

substance abuse problems, and they get very little help. That 

they need help - even if we're not sure if boot camps work, or 

if incarceration can create change - must be pan of our mes

sage. What we can say is that kids in those settings are often 

abused and that they deteriorate emotionally and physically. We 

can say there is an extremely poor prognosis for future positive 

outcomes. For the most pan, kids locked up today feel hopeless, 

they feel despair, they feel anger. And there is an evidence base 

for that statement. 

If the scientific community -often seen by policy-makers as 

the intelligencia of mental health and mental illness interests

does not communicate real concerns about human suffering and 

justice, we are just going to continue to inch our way along. 

And when history looks back at us, we will not be condemned 

for lack of scientific rigor, but - given all our wealth and sci

ence- for our lack of compassion and passion to reduce suffer

ing and improve the quality of life of people. 

Two quick illustrations: 

One thing NMHA is working on is improving services for 

kids with mental disorders in justice systems. 

mental disorders in juvenile justice facilities in Georgia, 

Louisiana, and Kentucky. 

We also have information ftom programs like the Wrap 

Around Milwaukee Services. One of the sites funded and deliv

ered by the Center for Mental Health Services, it provides care 

for large numbers of kids out of the juvenile justice system who 

have mental disorders. It keeps them out of jail and residential 

placements. Outcomes are improved for those kids compared to 

kids that are not in that type of program. 

The Department of Justice reponed on the Wrap Around 

programs to Senator Paul Wellstone and he crafted alternative 

legislation. For the first time in the Office of Juvenile Justice and 

Delinquency Prevention, language talks about mental health 

needs. We got started. 

Second, under the leadership of Dr. Laura Young at NMHA, 

we are disseminating best practices and model programs for 

people with severe and persistent mental illnesses. 

One example is the Village Program run by the National 

Mental Health Association of Los Angeles. It is an integrated, 

comprehensive system of services that respects and empowers 

people with mental illnesses. People have access to the best 

treatments and a wide range of supports. There is 

We want to reduce incarceration, provide alter

natives, and create public policy that is less 

punishing and more rational in responding to 

their real needs. Department of Justice investi

gations documented the prevalence of kids with 

( ( If the scientific commu- a research base about reduced costs and reduced 

hospitalizations for like populations. Laura and 

her colleagues use that information by putting 

on workshops and initiating community plan-

nity - seen by policy-mak
ers as the intelligencia of 
mental health and mental 
illness interests - does 
not communicate real 
concerns about human 

suffering and justice, we 
are just going to continue 
to inch our way along.)) 

ning to improve systems there. 
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Effective Alternatives 
A nationwide study of consumer, survivor-operated self-help programs reveals many successes. 

By Laura Van Tosh 

Paulo Delvecchio and I co-authored a technical report on 

consumer, survivor-operated self-help programs. This 

report was funded by the Center for Mental Health Ser

vices. To determine the effectiveness of self-help programs, we 

evaluated the results of consumer-operated, self-help demon

stration sites in 13 states, from New Hampshire to California. 

We examined who was served, what services were provided, and 

we evaluated the feasibility of the programs based on criteria of 

effectiveness. 

T hese findings are cited in the Surgeon General's Report on 

Mental Health. We found a broad range of individuals was 

served in these self-help programs. All had psychiatric disabili

ties. Most were impoverished. There was gender balance and 

cultural diversity, they were predominantly adults, and a sub

stantial number were military veterans. 

Overall, we found recipients had many positive things to 

report about theses programs. Recipients noted increased self

efficacy as a result of these programs, as well as improved quality 

of life and an increase in their social supports. There were 

enhanced employment opportunities and expanded education 

and knowledge opportunities. 

The study sites offered valuable recommendations. They felt 

they needed increased technical assistance and help in planning 

programs. They required more adequate funding to meet recipi

ent needs. They also would like to see increased participation 

by people of color, self-help providers, and users. They cited a 

need for more research, and out of that recommendation, the 

Center for Mental Health Services has been examining, in a 

more rigorous nature, consumer-run programs. 

Their other recommendation was to fund projects directly, 

instead of through the states, which were dispersing the federal 

dollars. 

Overall, our recommendations include: 

• More training and technical assistance in nonprofit 

management should be offered. 

• Governments of state and local communities, plus the feder

al government, should initiate more programs to increase public 

awareness of self-help programs. The Surgeon General's Report on 

Mental Health will help spread the news of the effectiveness of 

these consumer, survivor-run self-help programs. 

• Examine benefits and drawbacks of integrating consumer-run 

services into a managed care environment. 

• One of the key findings related to the study sites' ability to 

coordinate with a broad range of traditional and nontraditional 

human services agencies. 

( ( The Surgeon 

General's Report on 
Mental Health will help 
spread the news of the 

effectiveness 

Laura Van Tosh is a consultant living in Silver Springs, Md. Her 
report was delivered by Lei Ellingson, assistant director of The 
Carter Center Mental Health Program, after a family death made it 
impossible for Ms. Van Tosh to attend the symposium. 

of consumer-run, 
self-help treatment 

programs.' ' 
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Prevention Is the Key 
At Delta Air Lines, an awareness of passengers' and employees' health and safety merge to create an atmosphere of care and intervention. 

By Tara Wooldridge 

O
ne way which the Surgeon General's Report on Mental 

Health is valuable is that it gives us as a nation a better 

understanding that mental health care is equally 

imponant as physical health care. As long as health care bene

fits are tied to employment, employers have a vested interest in 

the literature and the science because what we learn helps us 

provide the right kinds of resources for our employees. 

Looking at financial barriers to treatment, my frame of refer

ence is a large corporation. Delta A ir Lines is self-insured. We 

have 75,000 employees, which means almost 200,000 covered 

lives. We are a safety-sensitive industry. This perspective may be 

different from other employers', but there cenainly is some com

mon ground. 

Are financial barriers real or perceived? 

If we simply look at the dollars we spend on health care then 

we might see some significant barriers. At Delta, we have had a 

long history of rich benefits. Managed care did not come to us 

until 1994 when the airline industry was doing poorly and we 

recognized that costs had to be controlled. Delta brought in an 

insightful medical director who recognized the imponance of 

health care: physical health care, dental care, medical care in 

general, including substance abuse and mental health care. We 

wanted to control costs, but we did not want to limit access to 

care. 

percent. Now we ask employees to provide a small co-payment 

for outpatient care and a $100 co-payment for facility-based care, 

regardless of the length of stay when they use network providers. 

It was difficult to adjust to the idea of limits: "I cannot go tO 

the doctor my friend recommended because they are not in the 

network and that means I would have to pay a greater price." 

The concerns were more about limits rather than the care that 

was provided. We focused on quality and ensuring coverage for 

the full continuum of care because we recognized the importance 

of providing access to "the right care at the right t ime." Appro

priate use of lower levels of care limits the need for expensive 

acute care and results in cost savings. 

Our managed care vendor is an admin istrative-services-only 

contract, which means there is no incentive for limiting care by 

placing caps on the number of visits or length of stay. We pay for 

all employees' care. Care is provided on the basis of what's 

medically appropriate. Our plan covers a broad range of issues. If 

employees want to obtain marital counseling or address other 

troubling personal issues, it's covered. We do not want individu

als to wait until there is a diagnosable illness before they seek 

assistance. 

We recognize how important it is to look at preventive issues, 

not just crisis situations. When we instituted managed care, we 

also developed a strong employee assistance program to help 

employees cope with life's challenges, recognize In 1994, we spent $274 per employee annu

ally on mental health and ubstance abuse care. 

In 1998, that cost had gone down to $ 153. The 

difference was not in limiting care. The differ

ence was in managing care. We provided 50 

percent reimbursement for outpatient care. You 

could go to anyone you wanted, and we paid 50 

( ( Delta brought in an 

why it is imponant to access care early, and pro

vide case management so that people see the right 

providers. The EAP also provides education about 

behavioral health care and works to eliminate 

insightful med1cal director 
who recognized the 

importance of health care: 
physical health care, dental 

care. medical care in 
general, including 

substance abuse and 
mental health care.)) 

stigma that can often serve as a barrier to access. 

Delta knew that this was in its best interests. 
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Tara Wooldridge has served as manager for Delta 
Air Lines' Employee Assistance Programs since 
1994, providing services to more than 75,000 
personnel. She has a bachelor of arts degree from 
Pitzer College and a master's degree in social 
work from Clark Atlanta University. 

She is a licensed social worker in Georgia, a 
member of the National Association of Social 
Workers as well as the Employee Assistance 
Program Association, and serves on the board of 
the Employee Assistance Roundtable. 

A McDonnell-Douglas study documented the efficacy of 

employee assistance programs based on a return on investment 

of four-to-one as a minimum. In 1995, an Abbott study looked 

at EAP users. Their mental health and substance abuse costs 

were $1,800 higher per year than non-EAP users, but their total 

health care costs were $2,000 less. 

Are there fmancial barriers or are we looking at the wrong 

numbers? We have to consider all the costs that are included 

with care: direct costs, including treatment, laboratory, and 

medication, and indirect costs, including absenteeism, decreased 

productivity, increased safety risks, disability, and worker's com-

pensation. 

As a long-term employee, l can be out sick for 10 weeks and 

receive full pay. Who benefits if I do not get comprehensive 

care? Certainly not my employer who is paying me to be off to 

obtain adequate treatment, so limiting care actually drives up 

costs in the long run. Providing quality, comprehensive care is a 

catalyst for quick recovery to optimal functioning. That is what 

we have to get the financial folks to understand, not just what 

are we spending on health care dollars. 

The National Institute of Mental Health's Depression Aware

ness Recognition and Treatment program (DART) has helped 

us understand the value of early intervention, global education 

in the work force, and access to good treatment. 

providers. The EAP used DART materials to train supervisors, 

educate employees about the disease, and advocate proactive 

intervention. 

Depression is common in the largest working age group, 

people 25 to 44 years old. It is relatively easily treated, particu

larly if recognized early. It can, however, be expensive. Most 

expense is not from treatment- only 28 percent of the total 

cost- but from the loss of productivity, which represents 55 

percent of the cost. So, as an employer, it is important to look at 

these kinds of issues and how we might better assist our employ

ees with access to appropriate tteatment. With good and 

effective treatment, we see 80 percent to 90 percent recovery 

with depression. 

W hat are our interests at Delta? Primarily safety- the 

safety of our employees in their work environment and 

the safety of the flying public. It is important that we do not 

have impaired persons in the workplace. Productivity is also 

important. 

We also look at the welfare of our people. We look at the 

costs of treatment, medical services in general, disability, and 

worker's compensation. Health promotion becomes important. 

Delta has a strong substance abuse program that focuses on 

prevention, education, early intervention, and 

It promoted guidelines-based care, helping our 

primary care physicians understand depression 

treatment, and pushing for coordination 

between mental health and physical health 

''We look at the 

support for full recovery. We also have a struc

tured after-care monitoring program, since many 

people who are treated for substance abuse welfare of our people. 
We look at the cost of 

treatment, medical 
seNices, disability and 

worker's compensation. 
Health promotion 

becomes important.)) 

relapse. 
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We look at every avenue for prevention. We have a trong 

Critical Incident Stress Management program to ensure that 

employees affected by workplace trauma receive immediate 

emotional upport. Again, our goal is prevention, keepmg peo

ple healthy, and preventing post-traumatic stre disorder. 

We interact with millions of passengers and, as a result, we 

deal with a few people who are aggressive and hostile. We han

dle medical emergencies fairly routinely. In 1996, major carriers 

had more than 10,000 medical emergencies, which means our 

crew members are dealing With people who require CPR or the 

use of automatic defibrillators that are now on board a1rcraft. 

These ltuations can be traumauc for our employees. How do we 

support them, help them stay healthy, and deal w1th these kind 

of crisel,? We have about 30 employees in Istanbul who were 

effected by the earthquake. What do we do to support them and 

help them stay healthy as they deal with the trauma occurring 

in their c1ty? We continually seek answers to these kmds of 

quest1ons as we look at the best interests of our employees, our 

most valuable asset. 

Whether you call it stigma, prejudice, or discrimination, 

these are i ues that impact people's willingness to accept help, 

that impact early recognition, and so it is important as an 

employer that we do our part to addre those issues. 

For the future, we need to make sure we broaden our vision 

in tenns of what is total health care. We need to forge better 

partnerships. We need to d1alogue with benefits administrators 

and disability managers. We need to d1alogue with everybody at 

the table dec1ding what makes sense from a preventive 

perspective. 

Every employer has a vested mterest in the sc1ence and in 

making ure that employees have access to comprehensive 

quality health care. 

( ( Our goal is to 

educate, to make sure 

that our employees 

have access to 
appropriate resources, 

and to do what we 
can to make sure that 

there are no barriers 

to treatment. '' 
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CDmments & Questions 
Conference participants express enthusiasm, encouragement, and criticism of the Surgeon General's Report on Mental Health. 

Cynthia Wainscott Because of the repon, the phone is going to 

National Mental 
Health Associa
tion of Georgia 

stan ringing. People are going to say, "I need 

help. How do I get it?" Or, "I tried to get help 

and I could not get it." Or, "I got help and it did 

not help because it was not good quality." 

It is imponant to those of us who work as 

advocates that the repon be widely disseminated 

and discussed. Controversy can help get atten

tion, but it can also muddy the messages. 

Rochelle Rollins The repon is imponant to the bureau because 

Health Resource 
and Service 
Administration 
(HRSA), Bureau 
of Primary 
Health Care 

Susan Rogers 

National Mental 
Health Con
sumers Self-Help 
Clearing House 

we are staning a substance abuse initiative. I was 

glad sexual orientation was included in chapter 

two. Wtth the roll-out of a promised supplement 

on ethn1c and minority differences, the repon 

will become even more benefictal to our bureau, 

since we serve under-represented vulnerable 

populatiom. 

I would like to offer a statement of criticism 

of the Surgeon General's Report on Menral 

Health: 

"Whereas the draft Surgeon General's Report 

on Mental Health has recklessly 

endorsed electro-convulsive thera-

( ( It 1s important to 

those of us who work 
as advocates that the 

report be widely 
disseminated and dis
cussed. Controversy 

can help get attention, 
but it can also muddy 

the messages.)) 

CYNTHIA WAINSCOTI 

py (ECT) as safe and effective, despite 

overwhelming evidence to the contrary in the 

scientific literature as well as in the personal 

testtmony of shock survivors, and whereas ECT 

routinely causes permanent and d1sabling memo

ry Loss and damage to cognmve abilities and has 

al resulted in epilepsy and death, and whereas 

standard consent forms dn not inform potential 

ECT recipients of these dangers, we, individuals 

who suppon everyone's right to the opponunity 

for truly mformed consent on ECT and all other 

psych1atr1c and medical procedures and treat

ments, call for the Surgeon General to work with 

the Committee forT ruth m Psych tarry, the 

national organization of shock survivors, in order 

to develop a statement to be mcluded m the 

Surgeon General's Report on Menral Health that 

accurately presents the risks involved in this very 

dangerous and controversial procedure. 

"When Dr. Moritsugu referenced 'the best 

effective,' • the n:port. said." 
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Linda Andre Being ignored, being excluded, being laughed at, indeed the substance of the report will improve 

the situation for persons with mental illness, it 

requires our upport and commitment. 

Committee for 
Truth in 
Psychiatry 

AI Guida 

National 
Mental Health 
Association 

Leon Eisenberg 
Harvard Medical 
School and 
The Carter 
Center Mental 
Health Task Force 

being yelled at, being invalidated, being hung up 

on, being told you do not count, being invisible 

... I have had all these experiences in the past 

two years in trying to present the ECT survivor 

viewpoint to the Surgeon General's Report on 

Mental Health . 

What we are really talking about here is 

prejudice, prejudice against the inclusion of the 

viewpoints of psychiatric survivors. The Surgeon 

General's report talks the talk, but it does not 

walk the walk. By excluding the input of psychi

atric survivors, the report perpetuates stigma. 

Inclusion is a messy process, maybe a fright

ening process; inclusion of any minority group 

has always been difficult. Inclusion does not 

mean that it is inclusion only on certain issues 

but not on other issues. The Surgeon General's 

report shirked its responsibility to be inclusive, 

and this is why our organization and other 

national organizations cannot support the report. 

I hope the professional organizations can 

come together to upport the base message with

out arguing about professional hegemony or 

supremacy. 

The writers and editors who describe the 

report to the American people cannot listen to 

everybody. No report could say anything worth

while without containing some controversial 

elements. It is a substantive document and some 

of its content is bound to be disputed. We must 

not get stuck arguing over the details, rather than 

recognizing the opportunity to have a national 

policy enunciated on behalf of a group that has 
been left out and i till being left out. 

This i a chance we hould not mi . I just 

urge us all, whatever reservations we have, to ask, 

"Is the report, on the whole, good for patientsr' If 

it is, let's get together and support it. 

To great fanfare, United Managed Health Care 

(UMHC) recently announced its decis1on to 

rescind prior authorization for its medical/ urgical 

benefits. A couple of days later it turned out that, 

in fact, prior authorization will only apply to its 

behavioral health component. 

Jerry Weyrauch The Surgeon General's CaU to Action to Pre~ 

Suicide 
Prevention 
Advocac( 
Network 

Dr. Solomon Feldman, executive director of 

UMHC, justified that decision, The Washington 

Post reported, by saying medical/surgical services 

enjoy more evidence-based practice than mental 

health and that mental health holds more 

imponderables than medical/surgical services. 

I appeal to everyone to recognize that given 

whatever pieces of the report we 

do not entirely agree with, that if 
''This is a chance we 
should not miss. I just 
urge us all, whatever 

reservations we have, to 
ask, "Is the report, on 
the whole, good for 

patients?) ) 
LEON EISENBERG 

Suicide, issued in July 1999, is an amazing docu

ment, indicanng for the first time that we can 

prevent suicide. Dr. Satcher acknowledges the 

report offers no new science but urges u to 

remember that through collaborative processes, 

we can get things done when we cannot do them 

individually. 

Additionally, the World Health Organiza

tion has undertaken a five-year global program 

for suicide prevention that will have a strong 

bearing on mental health. Looking back 20 years, 

few mental health advocates even mentioned 

suicide. This new openness and new attention is 

another giant step in the right direction. 



Robert Epstein 

Psychology Today 
Magazine 
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Obviously, important things are happening in 

mental health, but no one has mentioned that 

the past decade, the decade of the 1990s, was, by 

Presidential Proclamation, the Decade of the 

Brain. At least 35 organizations are now lobbying 

to name the first decade of the new millennium, 

the 2000s, the Decade of Behavior. 

Leslie Scallet 

Lewin Group and 
The Carter Center 
Mental Health 
Task Force 

health; they present something on the horizon 

that we look forward to. 

As a consultant, l am working with the Center 

for Substance Abuse Treatment on a national 

plan to improve substance abuse treatment. The 

Surgeon General's report is great input, at least 

on this issue of co-occurring disorders. 

Claire Griffin-Francell We support the Surgeon General's report, Our project is being designed to begin to do 

the same thing for the substance abuse field that 

the national plan for the chronically mentally ill 

did. I hope there will be an explicit strategy for 

working with groups beyond the mental health 

constituency - groups such as ours. 

NAMI Georgia especially since it is science based. When we 

speak of severe mental illness, it is science based. 

I recently visited Nanjing, Beijing, Xian, 

Shanghai, and Hong Kong in the People's 

Republic of China. l visited the mental health 

sites of the university and the practice sites. 

Wherever we went, they talked about involving 

families immediately in the care. They saw severe 

mental illnesses as medical disorders that were no 

one's fault. The family was never blamed. 

They had not been exposed to Western 

thought that bad parenting, for example, was a 

cause of mental illness, a theory that is still 

sometimes espoused. 

Susan Rogers Part of our problem with the report was with the 

process. If people with psychiatric disabilities had 

been involved from the beginning in a represen

tative and adequate way, I do not think we 

would be seeing the problem with the section on 

ECT. It is four paragraphs out of a 1,000-page 

report. But it is not a minor part. 

Roxanne Kibben I appreciate the comments about the mandate 

National Associa- of the report not to include substance abuse. l 

People in this country seek treatment daily, 

and they trust the Surgeon General. Everything 

in the report is going to be taken out of context 

at some point. We would like it to be as good as 

it gets. We would like it to reflect good science. 

We would like it to be a helpful document. 

tion of Alco- d t d t d ld be · · b I holism and Drug un ers an o o so wou a masstve JO . 

Abuse Counselors appreciate the incredible contribution the report 

will make. I believe it must be a vision for a 

future report, detailing what could be done for 

substance abuse. 

Howard Goldman Many consumer activists did participate in 

University of the preparation of the report. One may not agree 

Sometimes it seems that substance abuse is 

the step-child of stigma, but we are encouraged 

by the progress demonstrated by NAMI and 

some of the movements that happened in mental 

Maryland School with the process and who was included, but an 
of Medicine 

' ' I hope there 
will be an explicit 

strategy for working 
with groups beyond 
the mental health 

constituency. ' ' 
LESLIE SCALLET 

effort to hear many voices was part of the 

process, and we continue to stand by it. 
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Opportunities & Actions 
Symposium participants suggest ways to use the Surgeon General's Report on Mental Health to inform the public about mental health. 

M
ental Health: A Report of the Surgeon General is 

not just theory; not just a recitation of scientific evidence 

and current policies in the treatment of people with men-

tal illnesses . 

It is a call to action . 

Participants at the symposium divided into groups to discuss ways 

to implement the Surgeon General's report and to initiate further 

discussions among shareholders, consumers, advocates, and the 

general public. Here is a list of their recommendations: 

Group 1: Actions & Activities 
• Form coalitions and action partnerships within and outside 

the mental health community to share and use the report. 

• Incorporate the report into associations'/organizations' nation
al, state, and local meetings. 

• Identify and use nationally known spokespersons and other 

leaders as messengers of the report. 

• Provide local media with ways to apply the report to commu

nity problems and needs. 

• Provide major message points from the report to media. 

• Inform and involve the National Governors Association, the 

National Council of State Legislators, and other elected 

officials. 

Group 2: Actions & Activities 
• Enter highlights of the report on to Web sites/libraries. 

• Encourage collaborative efforts among stakeholders and 

mental health advocates to promote the report's findings. 

• Contact media (local and national) about the report. 

• Write letters to newsletters and professional JOurnals. 

• Influence legislators/policy-makers. 

• Initiate forums for discussion and changes/additions in cur

riculum to reflect the report's contents. 

• Broaden audience of those who hear about the report: Con

tact businesses, labor unions, and other parties with a vested 

interest in the mental health of employees. 

• Create fact sheets and legislative guides. 

• Cenvene stakeholder groups (e.g., mental health directors, 

public health directors, consumers, families). 

• Speak out on issues of particular public interest (e.g., involun

tary treatment, informed consent, suicide). 

• Print additional copies of the most salient sections or conclu

sions for wider distributton. 

• Include consumers as spokespersons. 

• Provide data sheets to support conclusions. 

Group 3: Actions & Activities 
• Educate caregiving professionals and urge them to incorpo

rate it into their training programs. 

• Find ways to make the report news and keep it in the news 

at the constituent level. 

• Focus on and repeat the key messages: Get everyone 

involved in promotion "on the same page." 

• "Translate" the target message onto common item(s) and 

terms for better dissemination. 

• Encourage better feedback mechanism for future reports. 

• Tailor summaries with varied adaptable public relations mate

rials for media and other interested parties. 

• For increased effectiveness in communicating the report's 

message, use language that describes "discrimination and 

prejudice" instead of "stigma." 
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Group 4: Actions & Activities 
• Initiate three strateg1es: 

1. Incorporate the report into the full range of organizational 

activities to make it accessible to members {e.g., Web 

sites, newsletters, training). 

2. Use the report as a catalyst for building coalitions to 

advocate for mental health. 
3. Use the report as a tool to leverage resources, legislation, 

media coverage, etc. 

• Develop a media strategy kit to send to mental health organi

zations and others; put on a CD-rom; issue the report in other 

languages. 

• On the state level, send a letter to all governors and state 

health off1cers. 

• Send specifically targeted matenal to special populations 

{e.g., Hispanic-onented matenals to Hispanic outlets like 

organizations and newspapers). 

Group 5: Actions & Activities 
• Each organization commits during the first year to dissemi

nating the central positive messages {stigma. effective treat

ment, etc.) through such methods as speakers, newsletters, 

Web s1tes, etc. 

• Develop interactive mechanism in collaboration with busi

nesses to reach every home and engage each family in the 

issues. 

• Develop targeted messages for specific constituencies. 

Group 6: Actions & Activities 
• Organizations can use similar ways to incorporate the report. 

• Most important activities: 

1. Targeting audiences 

2. Developing tools 

3. Training 
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A Chance for Change 
Now, as never before, mental health advocates need to useize the dayH for awareness and reform. 

By Rosalynn Carter 

A
lot of us JiJ not think this would ever happen. But 

now it ha.s: the Surgeon General has released a report 

on mental health and mental illness. Those of us who 

arc advocates now have an opportunity to use this report- this 

substantiation of our message over the years- and how we usc 

it, the effecrivenes.s of our approach, the thoroughnes.s of our 

presentation, IS going to be .so important. 

In Setting the Sragc for the Surgeon General's Report, we ha\'e 

all leamed a lot. 

The release of the report gives us a great opportunity to focus 

attention on mental health issues and to close that huge gap 

between what the expert~ know and what the general public 

understands. 

But this opportunity also places a great responsibility on us. 

Th1s 1s ~Jmcthing we have been waitmg for for a long time, and 

it gives us a chance rn present our case and to further our cause. 

I am ~) thankful for that. 

We ha\'c listed some actions our organizations can take. I 

hope that you will bring some of these suggestions hack m your 

organizations. Members of Tiu~ Curer Center Mental Health 

Task Force are explonng other ways to follow up on the Surgeon 

General's Report on Mental Health . 

I hope you will let us know your plans- ~hort-tcrm and 

long-term - to incorporate the report inw your organizations' 

outreach and public me~.sages. It 1s going to be so important for 

all of us to work together to g;llvanize the mental health com

munity around the report so that we can maximi:e its impact. 

Mental health commumtics have worked together before. 

When national health care was pmmincnt on the nation's agen

da, mental health communities together started planning to 

make sure mental illness care was part of the reform. Nanonal 

health care reform failed, hut the mental health community 

won, because we unitl.-d. 

Not e\·eryone in all our dispamte organiz:ttion3 will ever 

agree on every approach, every bsue. We all know that. But we 

can come together anJ take advantage nf this wonderful oppor

tunity presented by the Surgeon General's Repan on Mental 

Healch. 

We can, as is often said, "Seize the Jay." 

''Not everyone in all 
our disparate organiza
tions will ever agree on 
every approach, every 

issue. We all know 
that. But we can come 

together and take 
advantage of this won
derful opportunity.)) 
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