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ABSTRACT

SOCIAL FEEDBACK PROCESSES OF THE

NEW HAMPSHIRE MENTAL HEALTH CENTERS

by

PRISCILLA S. REINERTSEN

A study of the social feedback processes of the mental health
centers in New Hampshire was conducted for the dual purposes of enlarging
our understanding of social feedback and control in complex human
organizations, and of exploring the possibility of elaborating upon
current theoretical and modeling work done in the area. It was intended
that the findings of the study should be useful, not only to academicians
and researchers, but also to decision-makers within complex organizations.

The design of the study was descriptive/exploratory. This was
appropriate in the light of the small amount of empirical feedback
research conducted on specific organizations. The principle research
tool was the personal interview. A sample of four mental health centers
intentionally drawn from a population of 13 served as the research
subjects. Personnel in the Division of Mental Health, Community Mental
Health Services department, and official center and Division publica-
tions were also included in the study. Together, 89 interviews of
administrative staff, clerical staff, clinical staff, and Executive
Board members were conducted.

The analyzed data revealed that social feedback in mental health
centers is not a simple, well-ordered process. The regulation of the
centers occurs both through the closeddoop process of feedback, and by
the open-loop process of feedforward. Decisions on organizational and
clinical goals and means are continually being made in response to both
the consequences of action and to environmental information or disturb-
ances. These two processes can be combined into an elaborated regula-
tion model that would be applicable for any social organization.

Within mental health centers one finds two basic categories of
decision-making: organizational/policy and clinical. Mental health
staff tend to have a highly collegial relationship for joint decision-
making, especially concerning clinical issues. The external feedback
received by these staffs is largely unsystematic, while the internal
feedback is systematic and unsystematic. This adds a degree of pre-
cariousness to the social feedback processes of the centers. Executive
Board members receive little feedback altogether, and that received
comes principally from the center Executive Director. The amount of
feedback they receive is not commensurate with the weightiness of the
decisions they are called upon to make. 1Instituted feedback systems at
all levels within the mental health organization would help to insure
that information for decisions to achieve maximum goal attainment was
available.




SOCIAL PFEEDBACK PROCESSES
OF THE

NEW HAMPSHIRE MENTAL HEALTH CENTERS

CHAPTER I
INTRODUCTION

In an attempt to understand human social organizations, their
comings and goings, their evolutions, revolutions, dissolutions; system-
atic observers of group phenomena have focused their attentions on
various categories of group action. The scholarly literature of the
last 125 years, especially, is filled with queries and speculations,
notations and analyses of conflict, cooperation, competition, communi-
cation and other social processes not beginning with C. Only as recently
as 35 years ago, however, did the process of organizational self-regulation
come to the fore of scientific scrutiny. This is a process of considerable
popular familiarity, though of perhaps less scientific knowledge, based

on the principle of social feedback.

Continuing from Norbert Wiener's work at the Massachusetts
Institute of Technology in the 1940's in the area of cybernetics, the
concept of feedback has been theorized about and usefully applied in
many fields. Wiener took the Greek word 'cybernetics' and used it to
mean "the science of control and communication in the animal and in the

1

machine."” Feedback 1is the process by which information relating to

goals is transmitted back to a control center. It is a type of reality

Norbert Wiener, Cybernetics, (New York: Wiley, 1948) p. 6.



testing to learn the state of things with reference to an intended state
or set of relationships. The control center, ideally, makes the appro-
priate adjustments if there is a discrepancy between the intended goals
and the actual condition of the environment. Diagrammed very simply the

process of self-regulation is as follows:

Control |goals . Condition
l——action—

and of

Center means internal
setting and

ternal
feedback ex ‘rn

environment
Figure 1. Process of self-regulation

The diagram implies that the organization, be it animal, machine,
or otherwise, has the capacity of adjusting its activity in response to
an ever-changing environment. And, as the environment and its sets of
relationships are not static, the entire process, when functioning, is

very dynamic and continuous.

The study of "control and communication" has opened up the concept
of bio-feedback or bioclogical self-regulation within a living organism.
It has expanded the development of servo-mechanisms or closed-loop
regulating systems in industry and engineering of all kinds. Aero-space
research and modern weaponry systems are all based on the concepts of
cybernetics. A few industries have become sensitized to the significance
of feedback in policy and production quota establishment, implementation
and re-establishment. General models employing feedback loops have
proliferated from the fields of economics and business administration.
These models tend to have universal implications for all animate and

inanimate organizations including vastly complex systems such as cities



or megalopolises or the entire system of production, distribution, and

consumption of goods and services.?

What seems to be lacking in all of this sophisticated research
and development is a close look at the nature and the implications of
social feedback for specific human organizations. Social feedback
models, such as that discussed by Buckley (see Figure 2.) are helpful

for explaining what tends to take place in group goal seeking.

1. goal
Control Center | parameters —. action outputs————# Effects on
system
feedback . . and
. -—5. corrective action .
test Environment
3. Information
feedback &— gathering on
output effects

Figure 2. Taken from: W. Buckley, Sociology and Modern
Systems Theory, (Englewood Cliffs, N.J.), Prentice-
Hall, 1967, p. 173.

1) A control center establishes certain desired goal parameters
and the means by which they may be attained; 2) these goal
decisions are transformed by administrative bodies into action
outputs, which result in certain effects on the state of the
system and its environment; 3) information about these effects
are recorded and fed back to the control center; 4) the latter
tests this new state of the system against the desired goal
parameters to measure the error or deviation of the initial out
put response; 5) if the error leaves the system outside the
limits set by the goal parameters, corrective output action is
taken by the control center.

ZSee especially: Jay W. Forrester, "A Deeper Knowledge of Social Systems",
Technology Review, April 1969; Jay W. Forrester, Industrial Dynamics,
Cambridge, Mass., The MIT Press, 1961; and Donella Meadows, ct.al.,
The Limits to Growth, New York, Signet, 1972.

Swalter Buckley, Sociology and Modern Systems Theory, (Englewood
Cliffs, N.J.: Prentice-Hall, 1967) p. 174.




But actual social systems and organizations are often highly
complex and operate frequently through complicating circumstances.
Control centers may be multiple, as are the feedback loops; feedback
information may be selectively picked up and utilized; goals may be too
ambiguous to be a standard of comparison with environmental conditions
or may be difficult to measure. TFeedback may return as an overload, too
much to handle, or it may be insufficient and incomplete. Organizations
in operation are far less rational than they would appear in diagrams of
organizational responsibility and performance. Further, organizational
behavior is only in part a function of feedback. The learning experiences
of organizational members, their personal needs, beliefs, goals, the
flow of economic, political, educational relationships all are a part of
a larger picture of controlling influences. The weight of the influence
of feedback is very much related to the characteristics of the feedback.
Feedback may be: formal, informal, systematic, unsystematic, relatively
rapid or delayed, oral, written, from direct observation, relatively

accurate, relatively inaccurate, external in source or internal.

The work that has been done with social feedback in complex
human organizations has been general for the most part, largely theoreti-
cal (there has been little empirical research on organizational feedback)
and oriented towards how things should proceed rather than how they do
occur. The designated variables have often been extremely high-order
variables, like industrialization and pollution. The emphasis has been

on cooperation within and betwecen systems, to the almost complete

“For a selected review of some of the theoretical work done on social
feedback processcs, sce Appendix XIV. Reference to pertinent modeling
of the hierarchy of goals will be made in Chapter IV.



exclusion of a consideration of the presence of conflict. This work so
far has told us little about the varieties and characteristics of social
feedback in the human organizations that are so much a part of our daily
lives. 1In its general form this work can not illuminate the role that
feedback plays in organizational regulation relative to other influences.
The modeling that has been done, though non-linear in its conception,
visually is perilously close to a portrayal of a chain of cause and
effect relationships rather than acknowledging that you can't step into
the same stream any number of times. Elements in a process don't wait
for each other. To be precise, for the educational, political, economic,
religious, family, and recreational organizations in which we interact
we know very little specifically about the nature of the feedback
processes that may be an integral part of their organizational direction,
speed and implementation. Were we to decrease our ignorance, the
knowledge would be important for organizational decision-making and
planning (feed-forward) and for the accuracy of theoretical conceptu-

alization and modeling for various types of organizations.

The task is a broad one. What are social feedback processes
like? How do they effect goals and means establishment and implementa-
tion, re-establishment and re-implementation? Are there in fact system-
atic or even informal feedback processes? Are there differences between
feedback in the various types of organizations or alternative feedback
processes within the same type of organization? What elaborations or

modifications should be made in existing models and concepts?

To begin, it would be wise to set some limitations that would
make an investigation feasible and that would contribute to the prob-

ability of obtaining useful and enlightening information. Not all of



the questions one might have concerning social feedback could be satis-
factorily answered in one study. And doubtlessly, the information rrom

an initial study of feedback processes would suggest further studies.

Let us start by limiting the questions that are asked. As just
mentioned, we have little specific knowledge of the nature of feedback
processes and the characteristics of the feedback in any given type of
organization. This suggests that the initial study must be exploratory
and descriptive. We could ask the following descriptive questions that
could be answered from data collected in a study with an exploratory,

descriptive design:

Accepting the argument of cyberneticists that a goalseeking
social organization is conceived and to some extent operates in terms of
a social feedback model as an ideal type, what is the nature of the feed-

back processes that are in operation in ? (a chosen type

of organization).

It would likely be useful to break down the social feedback
process into its component parts and pose a query about each part. Since
we have a clear, general social feedback model, (see Figure 2.) let us
use its feedback process breakdown. The component parts or activities are:
1. goal setting, 2. means setting, 3. feedback gethering, 4. feed-
back testing, and 5. corrective action. Taking these in order, the

following specific descriptive questions emerge:

1. How are policies or goals established and re-established

in ? (the chosen organization).

2. How are means established and implemented, re-established



and re-implemented in ? (the chosen organization).

3. What are the sources and characteristics of the feedback in

operation in the social feedback processes in ? (the

chosen organization).

4. How is feedback assessed and evaluated in ?

(the chosen organization).

The fifth stage, corrective action, is included in the re-establishment
of goals in #1., and the re-establishment and re-implementation of means

in #2.

An exploratory, descriptive study can also address itself to
theoretical, conceptual questions. We have a basic social feedback
model. We do not know if certain changes in the model might be appropri-
ate when this model is applied to a particular type of organization.

Therefore we can ask the basic theoretical question:

Does the descriptive data from the {(chosen organi-

zation) suggest elaborations or modifications of the basic social feed-

back model when applied to (the type of organization)?

Feedback models of all sorts are composed of greater or lesser
numbers of stages. In general these stages are connected by arrows that
indicate the direction of action. Visually they suggest, (some much
more than others, as will be detailed later in the review of the liter-
ature) that the stages occur in sequence, the one effecting the other.
However, it is very possible to conceive of the feedback process as
being composed of several on-going, simultaneously operating processes.

Keeping this in mind, the following specific theoretical question 1is



posed:

1. Within the social feedback system of the

(chosen organization), what 1is the relationship of time and the sequence

of stages within the social feedback model?

The distribution of decision-making varies from one organization
to the next. The "Control Center" may be composed of varying groups,
not all of which are administrative, as presented by Buckley. If so,
this would have direct 1mplications on the social feedback model. And

so a second specific theoretical question is posed:

2. Does the actual distribution of decision-making behavior in

the (chosen organization) suggest elaborations or clarifi-

cations in the social feedback model when applied to {the

chosen type of organization)?

On the basis of these descriptive and theoretical questions we
should be able to design an initial study of the specifics of organiza-
tional feedback. As was noted in the guestions, the next limitation
must be to restrict the field of study to one particular type of organi-
zation and to concentrate on gathering complete and detailed data about
the feedback processes of that type of organization. Following this,
further studies might be designed that would, for one thing, enable a
comparison of feedback data between this type of organization and others.
It is not far-fetched to speculate that, as organizations vary in formal
structure, communication patterns, educational and experience require-
ments, organizational policies and goals, and so on, they also vary with
respect to the types of feedback processes that operate within them. It

is also possible that, within one particular type of organization, the



individual agencies might display significant feedback process differ-
ences. Consequently, in the process of conducting an initial study
limited to one type of organization, one must be observant of both

similarities and differences in the feedback within the agencies.

Across New Hampshire there are 13 private, non-profit mental
health centers. Each center has its own citizens' Board of Directors,
Executive Director, or chief administrator and hires its own staff. A
catchment area has been assigned to each center, designating the popu-
lation to be served, and indicating which center a potential client
should be referred to. The general activities of the centers are
coordinated by a continually revised Statement of Goals and Objectives
(see Appendix I), established by the centers and the New Hampshire
Division of Mental Health, and by a New Hampshire Community Mental

Health Services Act, 1965 and 1969. A state Coordinator of Community

Mental Health Service and Assistant Director of Mental Health for Community

Services facilitate further coordination.

The mental health centers are funded by the State through the
Division of Mental Health, through contracts with counties and towns,
school systems and State agencies, through federal grants, patient fees
(which are on a sliding scale, according to ability to pay), the United
Way, donations and private trusts. The centers employ a number of types
of professionals: psychologists, psychiatrists, social workers,
counsellors, nurses, learning disabilities specialists, and other spe-
cialists within the field of human services. A secretarial staff and an
administrative staff work with the social service professionals. The
range of the size of the staffs in the New Hampshire centers is currently

from 5 to 80U. These staffs provide a variety of human services, among
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them being psycho-diagnostic work, a range of therapeutic services,
consultation services to many agencies, educational/training services to
special target groups such as the mentally retarded, public education,
community planning and organization, short-term inpatient services, and
after care services for patients discharged from the one, centralized,

State residential mental health facility.

Although being similar in general goals and organization and
funding, the centers in New Hampshire are dissimilar at a number of
points. One such dissimilarity is in size of staff. Another is centered
about the number and range of services offered. Five centers plus a
system composed of three northern centers are categorized as comprehensive
mental health centers, which means, according to federal regulations and
grant eligibility, that they provide limited-stay, in-patient services
as well as out-patient services, day treatment to discharged mental
hogspital patients and others needing a therapeutic environment for
several hours during the day, off-hours emergency services, and consulta-
tion and education to agencies and other groups in the community.

Further, a comprehensive mental health facility must provide programs
directed specifically towards children, youth, adults, the elderly, and
people with drug and alcohol problems. Other New Hampshire centers, not
classified as comprehensive mental health centers, provide a narrower,

but sometimes more specialized range of services. Three of the centers are
located in cities with a population over 30,000 but under 100,000. The
others are located in smaller cities and towns that would be considered

to be relatively more provincial. Over one half of the centers serve a
population that is highly rural. 1In only a few of the center catchment

areas 1s there any public transportation system. Some centers have
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extensive linkages with other community agencies and resources, some are
less extensively involved. Five centers have one or more branch offices.
The others have none. Centers range in the length of time that they

have been in operation from one year to twenty.

All of the centers are private, non-profit service organizations,
relatively autonamous, though to be sure, strongly influenced by other
groups. They are staffed largely by professionals with college and
graduate school degrees, are ostensibly responsible to a citizens' Board
of Directors and organized to meet the mental health needs of the

community on preventative and rehabilitative levels.

From conversations with staff members and personnel in the
Division of Mental Health this researcher was assured that the centers
and Division were willing subjects for research on organizational feed-
back. They provide a convenient, moderately complex, though manageable,
from the researcher's perspective, type of organization in which to
search for greater descriptive and theoretical knowledge of social

feedback processes.

With the mental health centers being the research subject the

basic descriptive question reads:

Accepting the argument of cyberneticists that a goal-seeking
social organization is conceived and to some extent operates in terms of
a social feedback model or ideal type, what is the nature of the feedback

processes that are in operation in New Hampshire mental health centers?

The basic theoretical question reads:

Does the descriptive data from the New Hampshire mental health
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centers suggest elaborations or clarifications of the basic social feed-

back model when applied to mental health centers?

The words 'mental health centers of New Hampshire' would appear
in the blanks of each of the specific research questions. To proceed with
such a query should reveal information about the social feedback processes
in mental health centers in one particular state. It should suggest a
great deal about feedback processes in mental health centers in general,
and other organizations with similar characteristics. It should establish
a point of reference and comparison for further feedback studies. Such a
study should also contribute to the conceptualization of feedback as
process. It should reveal some things about the distribution of roles in
the different stages of the feedback processes within an organization
composed largely of highly educated professionals. The relationship
regarding decision-making between Masters and Ph.D. or M.D. staff and their
administrators in service organizations is probably more equalitarian or
peer—-like than the relationship of non-professional staff and their
administrators in non-service organizations. In some instances the
Ph.D./M.D. staff may have authority over their administrators. The turn-
ing point may not be so much years of education, but the field of
education and the service/non-service organization variable. This study
may, therefore, lead to suggestions for such modifications or elaborations

of the social feedback model.

Models are no more and no less than tools to facilitate under-
standing. A detailed study of the social feedback processes in the
mental health centers of New Hampshire should enable more accurate
modeling of feedback in professional, service organizations. The model

or models could detail what actually tends ot occur, not what should occur.
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They could allow for variance in specific agency characteristics such as
size and location, and for variables other than feedback that are signifi-
cant in the goal-evolving process. One better model might lead to a

better model vet.

To wit, the topic of the study, its necessity and uniqueness,
the questions to be asked, and the specific field of investigation are
now presented. A discussion of methodology, pre-testing and research
problems, and limitations follows. We are venturing into the area of
organizational control and communication to a depth not specifically
researched previously. We are beginning with the assumption that goal-
oriented social organizations operate to some extent by means of feed-
back. We are assuming that both the internal and external environments
of organizations are continually changing, influencing their own systems'
transformations as well as others. We are assuming that we can observe
and comprehend processes and relate these impressions to others without
trying to hold any action constant. We intend to conduct a systematic,
careful study of social feedback processes with the intent of removing
some of our lack of understanding and thereby providing certain insights
that may be of use to organizations in the pursuit of goals that contri-

bute to the greater well-being of the collective.
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CHAPTER IX

METHODOLOGY

A study of the social feedback processes in the mental health
centers in New Hampshire, with the general objectives discussed in the
Introduction, began in the winter of 1973-74. This researcher was
reviewing some of the writings of Walter Buckley in which he presents
the complexities one encounters when approaching organizational feed-
back, and realized that a systematic study on a modest scale was entirely

feasible as a dissertation project.

Broad research questions were drawn up and a suitable organiza-
tion to study (the mental health centers) was selected. Then came
consideration of an appropriate, manageable research design. This study
would of necessity be exploratory/descriptive. With so little specific
work done on this topic, a study was needed that would expose the subject
for further investigation. To collect accurate and complete data on
feedback mechanisms and characteristics required a design that would
corral information from all of the different groups in the research
organization that are involved in the feedback processes. This undoubtedly
meant receiving information directly from many individuals. To insure
relative completeness of information and to reveal differences in percep-
tion, the study would have to include all the members of the involved
groups. And to insure cooperation, the study would have to be designed
in such a way that those involved had a certain investment in the study,

a reason for participating, a return.

It seemed that the best way to accomplish this was to organize

a study using the personal interview technique. This technique would
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allow the researcher to explain the purpose and return of the study to
everyone involved. It would practically insure data from all desired
sources. It would give the researcher a high degree of control over the
data gathering situation. And, since the study would be exploratory/
descriptive, would lend latitude in gathering information and probing

for whatever might be there that was unanticipated.

The next question was, to whom and how should the intervicws be
applied? Information was obtained from the New Hampshire Division of
Mental Health concerning the number and location of the mental health
centers in the State. As a resident of New Hampshire, the researcher
was familiar with many of the characteristics of the communities these
centers serve. The Division provided useful particulars on the organiza-
tion of the centers, their relationship to the Division of Mental Health,
how long the centers have been established, and a considerable amount of

other helpful background material.

With this information in mind, a sampling plan was formulated.
There are 13 organized centers with a separate Board of Directors for
each, in the State of New Hampshire. Branch centers are included under
their central administration and Board. These centers are scattered
throughout all the counties of the State. It was realized that many
similarities and differences exist among the thirteen. As a rationale
for sampling for a non-gquantitative study, it was decided to match the
centers along certain, apparently important variables, so that some
characteristics would be constant for ease in comparing data from centers.
At the same time, it was decided that other variables should be allowed
to vary for a margin of divergence and to facilitate the tracing of

possible relationships.
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The variables to be held constant were: (1) category of center,
that is, centers sampled had to be classified as comprehensive mental
health centers. (This meant that they would have to offer similar
services. See the Introduction.) and (2) length of time established. A
sampled center had to have been in operation for at least five years so
that some relatively stable patterns of activity would exist. Three
variables were selected to differ. They were: (1) region of the state;
the southern, more heavily populated, commercialized, trafficked and
accessable in terms of transportation networks, as compared with the
northern, relatively thinly populated, more economically depressed, more
mountainous and less accessable transportation-wise, (2) type of commu-
nity located in and served; the one center location being a major
population and industrial center with an accompanying suburban catchment
area, and the other being relatively small population centers with
limited industrialization and a highly rural catchment area, and (3)
size of center. Centers with more than 40 staff members were considered
large. Those with less than 20, small. These were the two center sizes
of interest. Medium sized were not considered. Northern, rural and

small size were confounded, as were southern, urban and large size.

The reason that these particular variables were chosen was the
intuitive feeling that there might well be differences in general
communication patterns and feedback processes in a fairly large mental
health organization located in an urban, highly industrialized, rapidly
developing region as compared to a much smaller mental health center
located inaccessibly far from large urban centers, serving a less pros-—
perous, rural community with comparatively fewer options regarding most

anything in life. Aand, in the face of these hypothesized relationships,
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there was a need to provide some sort of base line for comparison. This
was done by choosing to hold category of center and length of establish-

ment constant.

Naturally, other characteristics could have been focused on to
provide a basis for selecting a research sample, but in the absence of
any better projections as to what the study might disclose, it was

decided to make the committment to these variables.

With these in mind, the actual sample was drawn. The comprehen-
sive mental health center chosen from the southern half of the state was
the one in Manchester. It is located in the city proper, in a new,
modern building on the grounds of the city's largest hospital. This
center serves a busy metropolis of about 97,000 and an adjacent region

! Details of the center will be given in the

of some 39,000 more.
presentation of the data on the Manchester Mental Health Center. Three
small clinics in the northern part of the state were selected to fulfill
that part of the sample. These three are located in: (1) Berlin, a
small city of 15,100, serving a catchment population totaling 19,939.

It is iocated north of the White Mountains, and is dominated by a

single industry, the Brown Paper Company; (2) Littleton, another small
city of 5,300 in the White Mountains serving a catchment area of 24,974;
and (3) North Conway, a tourist center of some 5,680, also in the White

Mountains. North Conway has a branch center in Wolfeboro, a tourist

community of 3,141 located on Lake Winnipesaukee. Togcther the centers

These population figures and those that follow were taken from 1974
Resident Population Figures, Compiled by the Office of Comprehansive
Planning.
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serve a catchment area of 21,271. Each of these centers serves a
surrounding catchment area that is roughly as large in area as Manchester's
but is very sparcely populated, with folks sprinkled along a myriad of
narrow, often unpaved roads. These northern centers form a comprehen-

sive mental health system. They have coordinated their services to meet
federal eligibility requirements, and collectively applied for and

received a federal grant establishing the comprehensive system. None of
these centers by itself was large enough in either total population

served or services offered to become a separate comprehensive mental

health center. Further details of their organization and location will

be outlined in the presentation of the data.

Four centers and a branch center composed the sample for the
research. In this initial study the researcher was to break some new
ground, and it was felt that the detailed information from these centers
would do just that. Exploratory studies do not prove anything. What
they do is make it possible to ask further questions, better questions

and make it possible to conduct other types of studies.

Consideration was given to the interview tool and how it could
best be used to answer the research questions about the nature of organi-
zational feedback processes. Interview schedules had to be designed
that were appropriate for each of the groups involved with feedback in
the research organization. The mental health organization in New Hampshire
is composed of the following broad categories of employed or otherwise
involved pcople: (1) administrative staff, which may or may not be
completely distinguished from, (2) clinical staff (often the chief
executive has been a clinician and continues to sce a few clients), (3)

clerical staff, (4) volunteers, (5) a Board of Directors, and (6) the



19

Division of Mental Health.

The decision was made to work up one interview schedule for (1)
administrative staff, Board members and the people in the Division of
Mental Health, and another for (2) clinical staff. Volunteers were
excluded because they are a collection of people who come and go and
have varied and often distant relationships with the rest of the organi-
zation. (Clerical personnel were also excluded, but later included when
their role in the feedback process was brought forth in the pre-testing
of the schedules. Each schedule began with an explanation by the re-
searcher of the objectives of the study. This was straight forward, but
hopefully not in such detail as to suggest responses. The word feedback
was defined as "information relating to goals". The introduction also
included the hope of the researcher that the study could be seen as a
type of exchange. For the opportunity to gather data in the centers the
researcher would like to personally return to each center to present the
findings of the study and discuss how they might be helpful to the

organization.

Then, for the two interview schedules, tentative questions were
drawn up. These questions were all open-ended. They concerned the role
of the interviewee and others in the organization in each of the stages
of the feedback process as presented in the model used by Buckley. The
questions were limited to no more than thirteen in hopes of eliminating
fatigue of interviewee and interviewer as well. Interviews were planned

to last no longer than about twenty minutes.

Research data gathered by any method is only as good as the tool

itself. It was therefore necessary to pre-test the interview schedules
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before jumping into the actual data gathering for the New Hampshire
study. So as not to contaminate the selected research sample, pre-
testing was arranged at a mental health system in neighboring Maine, a
state with a mental health organization similar to that in New Hampshire.
Tri-County Mental Health Services, serving Oxford, Franklin and
Androscoggin counties was the system. The In-Patient unit located in
the Saint Mary's Hospital and the downtown Depot unit, both situated in

Lewiston, kindly cooperated as the interview population.

Over a period of three days in May, 1974, interviews lasting
between twenty and thirty minutes were conducted for the six-person
team at the In-Patient unit, and a thirteen-person team at the Depot.
In addition, the Executive Director for all units of Tri-County, the Admin-
istrative Assistant, and the Development Coordinator were interviewed, the
later informally. The President of the Board of Directors was contacted
and interviewed over the phone in August. Together, 23 interviews were

conducted in the pre-testing process.

The first unit to be interviewed was the In-Patient service.
Following that experience the interview schedule for clinical staff was
revised. The In-Patient interviewing suggested that clerical staff should
also be involved in the study. A tentative schedule was drawn up for
this group and used with Depot interviewing. When the Depot staff and
clerical personnel had been interviewed, further revisions in both
schedules were made. At the time Tri-County administrators were inter-
viewed, a decision had been made not to include interviews with staff in
developmental services or the business department. The completed

analysis of pre-testing data indicated, however, that individuals in such



positions are involved in the feedback process and should be included in
a complete feedback study. Only one interview was held with a Board
member, and that belatedly to obtain information for the report that was
later sent to the Administrators and staff of Tri-County. None of the
Advisory Board members at the Depot were interviewed. A complete feed-
back study, it was felt, should include at least two Executive Board
members and two Advisory Board members. (For the New Hampshire study,
none of the sample centers had Advisory Boards, though other centers in

the State with several branch offices, do.)

The experience gained from the pre-testing was extremely useful.
Certain questions included in the first interview schedules and the revised
ones seemed to consistantly elicit clear, unambiguous, useful answers,
and therefore were used for the final draft. Good examples of this are
the first two questions on the clinical staff schedule. These ask the
respondent to describe what people do on the service he or she is involved
with, and to state the goals or objectives of this service. For the final
draft, a second part to question number two was added which sought the
manner in which goals were specified: verbally or in written form. This
gave an indication of the degree of formality and referability of the
goals. To the guestions regarding who sets up the goals and means was
added a probe about the role of the administrator, for it was found that
his role was seldom mentioned. (That probe proved to be unnecessary for
the New Hampshire study. Interviewees, without probing, offered that
information. The role of the administrator had not been mentioned by
pre-test interviewees because they either knew little of his role or,
if they knew, saw it as a very distant, passive one.) It was observed

from pre-testing that goals and means setters do not always agree and
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that some degree of conflict is a continual part of decision-making.
And so a question was inserted that asked what happens when goals and

means setters do not agree.

The pre-test schedules ask the clinicians if they felt they knew
what the effects of their service are? This seemed to make a couple of
people defensive. Therefore, this question was put into a neutral form,
but a form that still would give the researcher a feeling for how much
reality testing these people felt they were getting on service impact.

The revised question read:

Discovering the effects of a service can be very Jdifficult. To
what extent do you feel you know what the effects of the service
are? short term actually not at all long term

to some extent
in large part

have complete knowledge

Two questions not on the pre-test schedules were added, for it
was seen that this type of information would enhance the analysis by
increasing the number of comparisons possible, and by enabling more pre-
cise description. The one sought to learn if the goals of the service
were clearly enough defined that one could use them as a standard for
comparing with the effects. The other appeared as a table. This table
was developed from the inadequate and confusing pre-~test guestion on the
role of various groups at the center. On the table respondents were
asked to list their feedback sources, and then to indicate whether they
were oral, written, from observation, formal, informal, how frequent,

inadequate for that clinician's purposes, adequate or an overload.
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When the first pre-test interviews were made, clerical personnel
were not included. An off-the-top-of-the-head schedule was formulated
for clerical people along with the second group of interviewees. From
this developed the clerical staff schedule for the New Hampshire study.
It was noted from pre-~testing that clerical staff act as a communications
link. The final interview schedule sought to discover whether they also

participate in center decision-making.

The schedule for administrators, Board members and Division of
Mental Health personnel remained basically the same as the pre-test
schedule. The first schedule asked what the role of these groups was.
Since the researcher wanted to know what the role was with regards to
goal-setting, means-setting, change, etc., these items were listed on
the final schedule. The question was carefully introduced, so as not to
make the respondent feel there were existing expectations on the part of
the researcher about the respondent's role. In its final form the main

question on this schedule read:

a. The various centers across the state delegate the many center
responsibilities in different ways. Could you tell me what your role is,
if any, at the center regarding: goal setting, means setting, execution
of programs, feedback gethering, feedback communication, assessment and

change.

b. What other groups, if any, play a role in the above?

c. What happens when goals-setters, means-setters, change-setters

don't agree?
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The pre-test interview schedules and the revised ones used in
the dissertation data-gathering are to be found in Appendices II, III,

IV, X, XI, and XII.

Pre-testing was useful in one other way. It enabled the researcher,
with her committee, to firmly specify both general and specific descriptive
and theoretical research questions. These are the sets of questions

that appear in the Introduction, and are the basis of this study.

The way was then open for getting on with the study. During the
months of August, September and October of 1974, this researcher set up
appointments in the sample centers and with the people of the Division
of Mental Health. The comparatively short traveling distance to Manchester
and the scenic drives to the North Country were accomplished without
difficulty. As explained earlier, one of the variables held constant in
the study was comprehensiveness of the Center. To be consistant with
this, only staff members that are primarily involved with services found
in the other centers were interviewed. Further, staff whose primary
function is working with the mentally and physically handicapped were
not included. Staff in a separate drug drop-in center in Manchester
were excluded. Three teachers and one individual in a program for
clergy in Manchester also were not included as well as personnel in the
Retired Senior Voluntecer Program in Littleton. All in all, 13 inter-
views of administrators, clinical staff, clerical staff and Board members

were conducted in Berlin, 18 in Littleton, 14 in North Conway and Wolfe-

boro, and 39 in Manchester. 'The timing of these interviews was fortunate
for all concerned. It was at the end of the summer, when center appoint-
ments tend to be down somewhat. Other interviews were held just as

school was beginning in the fall, before school and other agency personnel
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had had a chance to pull together a great number of referrals. The
interviews, therefore, took p}ace in an atmosphere that was not too hec-
tic, and that was one of very pleasant and helpful cooperation by all of
those interviewed. 1In fact, this researcher was very graciously received.
It was often her impression that interviewees were cager to express
themselves about center processes. To many the study represented an

anonymous, non-threatening forum for a range of ideas and feelings.

Interviews lasted between ten and 45 minutes. The shortest ones
were with clerical personnel. The longest with persons who had a large
number of feedback sources in the community. Only those people who
worked halftime or more were interviewed. The feeling was that those
few who work less than 2 days a week are likely to be somewhat peripheral
to goals and means establishment and re-establishment, and are not
regularly available in the communication processes of the center. For
the same reason, consultants were not interviewed. In addition to the
two interviews conducted with Board members from each center, the Boards
were asked to have a sheet passed around to all members present at a
Board meeting, on which they would list their sources of feedback about
their center. This list could not be obtained from two Boards, not by

refusal, but be forgetfulness by the Board.

The two key people in the Division of Mental Health involved
with formulation of policy, setting and reviewing of goals and objectives
for the mental health centers were interviewed for the study. They are
the Assistant Director of Mental Health for Community Services and the
Coordinator of Community Mental Health Services. Others in the Division

concerned with the centers are two secretaries, an Administrative
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Assistant (who provided much useful data), a Fiscal Administrator, and
the Director himself. The Director has a representational, often politi-
cal position. His responsibilities include the state psychiatric hospi-
tal, the centralized facility for the mentally retarded, all programs for
the retarded as well as the mental health centers. His two next-in-line
administrators were chosen for the study because of their day-to-day

involvement with the mental health centers.

All of the center personnel in all of the groups included in this
study were interviewed, with the exception of two who were unavailable
during the interviewing period because of scheduling difficulties. This
meant that almost all of the pddple involved in both the internal feed-
back system (feedback among organization members) and the external feed-
back system (feedback between organization members and others in the
community) were included. Their perceptions, with their mutual agreements

and some divergences, are represented.

The data collection completed, there remained the organization
and analysis of the material. The next chapter in this study will detail
the information that was gathered. The analysis of this information
in the light of the research questions will comprise the fourth chapter.
Conclusions and implications are the fifth. Before plunging into all the
data collected, however, it is necessary to make the problems and

limitations of the design clear.

The most obvious limitation concerns the size of the sample. With
adequate financial and manpower assistance, this researcher would have
liked to increase the size of the sample. Given its present size, the

research implications are diminished. When data is gathered in a facc-
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to-face manner, the presence of the gatherer and the realization that
information is being collected by the gatherer sets up expectations for
the subject and forces that subject to become aware of things he might
not have become aware of just then. The presence of a data gatherer
changes a situation, including the desired information. For this study,
it would have been preferable if the researcher could have unobtrusively
gathered the data, eliminating researcher contamination. Such methods

were, however, not feasible and/or unacceptable.

The nature of the primary research tool may also be considered a
limitation. Certain unanticipated problems accrued in the process of
gathering the data. First of all, though the researcher defined the
word feedback for the interviewees, at least once and often more than
once, it was not absolutely clear that all interviewees used the word to
actually mean "information relating to goals". Some may have used it to
refer to all information. Secondly, as soon as the word feedback was
brought up, it suggested a concept that several apparently had not used
in the context of their work. Some proceeded to use the word in answer-
ing the questions in such a manner that the researcher suspected she had
set thoughts in motions. There is nothing wrong with that, unless the
suggestion of the concept put pressure on the interviewees to find
answers that weren't altogether there. One thing became clear: this
study could never be replicated on the sample population, for the fact
of running the interviews seemed to have an impact on the communication
processes in the centers. Maybe it will only be redundant to bring the

report back to the centers.
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As to the questions on the schedules themselves: If the reader
will look up the clinical staff interview schedule, Appendix IV, and read
questions #5 and #9, he will note that alternative responses are listed.
This was done to simplify the categorizing of the data. The trouble was
that some interviewees felt they had difficulty answering those two, for
knowledge of effects and discrepancy between goals and performance vary

from client to client and from task to task.

Questions #14 and #15 had other difficulties. Most people inter-
viewed did not realize that observation is a way of obtaining feedback,
and so never indicated it. The researcher had the uneasy feeling that
interviewees defined formal and informal in different ways. There was
no guarantee that everyone remembered all of their sources of feedback,
though the researcher tried to run through broad categories of sources
corresponding to the major institutions, to help interviewees recall
them. And the heading 'frequency' was decidedly problematic. For the
most part, frequency of feedback from any one source depends on when a
referral or contact occurs, and the nature of that contact. Feedback is
often PRN or as needed, roughly. Enough information was obtained, however,
to fit the heading into a perhaps more useful one, systematic or unsystem-

atic feedback.

There may be other unseen problems with the interview schedules
or parts of the research design, but these are the ones apparent toc the
researcher. What these mean to the study is that this researcher must be
cautious in generalizing and drawing conclusions from the data. The
reader, and potential further researcher on organizational feedback,

must also keep these limitations in mind.
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CHAPTER III

PRESENTATION OF THE DATA

INTRODUCTION

There are two basic questions on which this study was designed
to throw some light. Six specific questions detail the inquiry. (See
Introduction) The basic descriptive question asks the nature of the
feedback processes that are in operation in the mental health centers in
New Hampshire. The specific descriptive questions read: 1. How are
policies or goals established and re-established in the mental health
centers in New Hampshire? 2. How are means established and implemented,
re-established and re-implemented in the mental health centers in New
Hampshire? 3. Vhat are the sources and characteristics of the feedback
in operation in the sccial feedback processes in the mental health
centers in New Hampshire? and 4. How is feedback assessed and evaluated

in the mental health centers in New Hampshire?

The basic theoretical question asks if the descriptive data from
the mental health centers suggests elaborations or modifications of the
basic social feedback model when applied to this type of organization.
The specific theoretical questions read: (numbering the specific
questions consecutively) 5. Within the social feedback system of the
mental health centers of New Hampshire, what is the relationship of time
and the sequence of stages within the social feedback model? and 6.

Does the actual distribution of decision-making behavior in the mental
health centers of New Hampshirc suggest elaborations or clarifications

in the social feedback model when applied to mental health organizations?
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As the data from the Manchester Mental Health Center and that
from the centers in northern New Hampshire is presented, it will be done
so according to the six specific questions, in their numerical order.
The information directly related to each question will be detailed as
presented by all of the interviewed groups. Following this some addi-
tional data, useful in the Analysis for explaining the feedback loops,
will be included. The people served by the Manchester Center were
referred to as patients by the staff, and are so referred to in this
first data presentation. In the other centers in the study they were
referred to as clients, and are so referred in the presentation of data

from these centers.

A. Greater Manchester Community Mental Health Center

The largest center included in this study is the Greater Man-
chester Community Mental Health Center. This center was organized 13
vears ago to serve the mental health needs of the people of Manchester
and surrounding towns. The city is a busy commercial community along
the Merrimack River. Like so many New Hampshire towns that developed
along the rivers, Manchester is an old "mill" town and still displays an
enormous complex of brick millyards and mill housing. These were built
during the 19th century by the Amoskeag Corporation, so named after the
falls at the upper end of the city, where Indians of by-gone centuries
fished for Atlantic salmon, now disappeared from the river. The Amoskeag
Corporation imported workers from many European countries and Canada to
work in what were then the world's largest woolen mills and a thriving
locomotive shop. Especially from that time on, Manchester has had a

very heterogeneous population that clustered itself into numerous tight
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ethnic communities of working class people.

The Manchester Mental Health Center was formerly located within
the area of the millyard and Amoskeag Corporation employee housing. At
the time of this study the Center had moved into a new, spacious and
attractive facility about four miles up from the river. This facility
was opened in July of 1973 and was made possible by federal grants for
construction and staffing. The building was erected on the grounds of
the city's largest and most modern hospital and is accessable to a
network of major turnpikes that serve the suburban towns in the Center's

catchment area.

As a comprehensive mental health organization the programs of
the Center include a variety of outpatient services, consultation,
education, 24-hour response, inpatient services and partial hospitaliza-
tion. The latter two are both housed within the Center itself in its
Inpatient and Day Hospital Unit. Patients may be admitted to the Unit
for a short-term stay of generally no more than three weeks and frequently
less. Day Hospital patients spend their days on the Unit and return

home in the evening.

Thirty-nine interviews were conducted at the Manchester Center.
Seven were of administrators, five of clerical personnel, 25 of clinical
staff and two of Board members. Excluding Board members, interviewees
had been employed for periods of time ranging from seven months to 13
1/2 years. Sixty-nine percent had been employed for less than two
yvears, 31% for more than that amount of time. The data from these
interviews was organized into administrative, clerical, clinical and

Executive Board categories as it was compiled. Because of the large
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number of clinical staff interviews and because of a clustering of
attitudes, clinical staff data was divided into Inpatient, Outpatient
and Night Shift categories. As the data is presented, these distinctions

will be maintained.

QUESTION RESPONSE
1. Goal The seven person administrative team,
Establishment composed of the Executive Director, the Medical

Director, the Business Manager, the Director of
Hospital Services, the Director of Community Services,
the Chief Social Worker and the Clinical Supervisor
of the Hospital Services, reported that they discuss
organizational goals and policies within their
administrative meetings, held three times a week.
Patient goals are identified and reviewed with the
clinical staff, individually or within the treatment
teams. One administrator mentioned discussing
organizational goals with the general staff. Only

on seldom occasions were goals discussed with the
Executive Board. (Generally, only the Executive
Director and the Business Manager meet with the

Board at their monthly meetings). Organizational
goal and policy establishment and re-establishment
are reported to be topics of frequent consideration
by all administrators. Goal decisions are reportedly
made in conjunction with staff input, though some

organizational, especially financial decisions, are
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made solely administratively. As the chief admini-
strator, the Executive Director tries to give the
department heads a general view of what the goals
ought to be and work out the goals til all are in
agreement. The Executive Director may participate
in clinical goals setting through a limited amount
of mental health worker supervision, an occasional
patient and from being on call during non-office
hours. If goal disagreement arises within the
administrative group, the administrative staff
reported four possible courses of action: the issue
may be dropped, the problem may be more clearly
identified but not solved, the Executive Director
may make the decision, or everyone may compromise.
The administrators concurred that efforts at
agreement or compromise were always made. Democratic
decisions were the ideal, and only in the minority
of cases was an organizational decision made auto-
cratically by the Executive Director, or a clinical
decision autocratically handed down by the administra-
tor of a unit. The Executive Director reported that
he reserves the right for final decision, tries to
steer arguments in the direction he feels correct,
and only rarely overrules strong consensus by the
other administrators. One administrator related
that conflict was not a common part of the decision-
making process. Another noted a distinction

between goal setting by In-patient and Out-patient
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staff: "In-patient staff are used to working things
out on a daily basis. Out-patient staff are more
isolated from one another, don't need each other,
and are more likely to take strong, argumentative
stands. Consensus is more likely when the two

groups share a patient”.

Clerical staff did not see themselves as
involved with any clinical goal setting. They, and
the administrators, did however, recognize the
clerical staff's role in clerical and office routine

goal setting and re-setting.

The Out-patient staff felt themselves
fairly autonomous when clinical goal-setting and re-
setting are involved. The prime therapist makes
clinical goal decisions with either other team
members or the program coordinators. Sometimes that
therapist makes a one-person decision. A staff
member noted that the administration decides when
staff can't reach consensus. On organizational
goals and policies the staff responses differed.
Some reported these being set and changed jointly by
staff and the administrative group; some said they
were set by the Executive Director and the federal
government; others felt that important decisions
were handed down by the Administration or by the

Executive Director. Instances of communications
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confusion over goals were reported, some verbal
battles, stalmates, postponements, conflicts, persua-
sions, compromises. One individual noted that ones
educational degree pulls weight in a goal disagree-
ment. Some decisions, another said, are made prior

to staff conferences. There was a reported communica-
tions difficulty between Out-patient staff and the
Administration. "The staff", remarked an interviewee,
"try to work things out democratically, but democracy
may not work. The Executive director makes unilateral
decisions. The organization is very dependent on

his nod."

The Night Shift agreed that they are not
involved with either organizational or clinical goal
setting. "We regulate people regarding eating and

sleeping", but do not set or change goals.

In-patient staff perceived their role in
goal setting as being much more important than did
the Night Shift. For organizational goals the
feeling of some was that all staff and Administra-
tors decide together. Others saw themselves as
having considerable input in such decisions. A few
felt policies are set by the administration with
some consultation of the staff. Treatment goals,
they concurred, are worked out by the prime therapist,

in teams, or in conjunction with the unit administra-
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tors. Differences on clinical goals are deferred to
the prime therapist, discussed out, fought over
until either general agreement, compromise, or a
majority position is established. Administrators
may table discussions or decide certain issues, but
seldom decide in opposition to the general view.
Goal re-establishments on organizational matters
were reported to be handled chiefly by the admini-
stration with staff input. Re-establishment of
clinical goals fall to staff and administrators
together. Program changes, related one, are worked
out by the staff, then sanctioned by the administra-
tion. One noted that little conflict exists within
the unit; another said administrators take a strong

role.

The Board members feel that they decide for
or against pclicy matters, organizational goals, new
programs. Board committees work on specific matters,
like personnel policy. The Board is not involved
with clinical goals. They consider organizational
changes, principally financial ones, but, because of
their respect and trust of the Executive Director,
rely on him for suggesting and making general changes.
They do not, reported the interviewees, have major
differences of opinion among themselves but do not
always and automatically approve Executive Director

and staff recommendations.
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The administrative group reported discussing
and deciding on organizational means within their
own group. In administrative meetings the Executive
Director was identified as the mediatcr of the
discussion, the strong, deciding voice. Some input
into organizational means comes to the group from
the staff in general staff meetings, thcugh staff
are more involved with clinical means. Staff
discuss treatment means in teams, with other staff
and with the program administrators, the latter
often acting in an advisary capacity. Differences
are worked out. At times administrators take the
deciding role. The administrators noted that cleri-
cal staff have input into office procedures, and may
on occasion, make changes themselves. The Executive
Director explained that he delegates most of the
responsibility for means and modification of means
to the other administrators. All administrators,
with the exception of the business manager, imple-
ment patient means decisions through their case
load, consultation, supervision or prescribing

medication.

The clerical staff concurred with the
Administrator regarding their participatory role
concerning the office routine and the keeping of
statistics. One clerical person was in the process

of moving into a combined clerical/administrative
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position and so was involved in means setting with

clinical staff.

Out-patient staff reported that organi-
zational means are determined by the Executive
Director with some staff input. General clinical
means originate in the terms of grants received.
They shift down from these through the Executive
Director to his administrative staff and then down
to the clinical staff. One Out-patient staff member
remarked that there was pressure from the Administra-
ion to use or not use certain therapeutic means.
They want democracy, that person continued, but
can't permit it in the end. Together, the responses
of the group indicated that patient means are
variously determined: sometimes by the prime thera-
pist, sometimes as a contract between therapist and
patient, sometimes by the therapist with admini-
strative input, sometimes in teams or in peer review.
The role of the chief administrator seemed to vary
from one of leader, to moderator, to reinforcer, to
decision maker or overrider. One staff member
denied that disagreements on means occur. Another
said that the administration dictates in cases of
disagreement. Others saw the consequences of disa-
greements as compromise, stalemates with frustra-
tion, some double messages, and administrative

decisions. One staff member explained that disagree-
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ments are worked out when there is time for the

process. Otherwise the Executive Director decides.

As with goal-setting, the Night Shift felt
that they have no input into the establishment or
re-establishment of means. They implement the goals
and means decisions made by the prime therapist, the
patient's team, the supervisors, the day staff or
the doctor involved. One Night Shift staff member
noted that the night charge nurse makes some changes
affecting the night shift, and another revealed that

certain changes in patient/staff interaction evolve.

The members of the In-patient staff gave the
following responses concerning the setting of
patient means: the prime therapist or team decides,
the staff and administration decide, the patient's
team and the entire staff decide, especially if the
case is a difficult one, and sometimes an individual
mental health worker decides. The unit administration
was reported by one to play a consulting role. The
Executive Director was reported by another as not
playing any role in either goals or means setting
for patients other than his own. Depending on the
case or the staff involved, the following actions
may occur in the case of means disagreement: the
decision may be deferred to the person with the

highest status, most experience, greatest ability to
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persuade; the staff may work it out; the unit
administrators may decide, especially if the matter
raises a point of policy; or an individual mental
health worker may decide after consultation. Some-
times various solutions are tried until one works.
One staff member responded that there was no domina-
nation by the administration, though the unit admini-

strators may act to clear decisions.

The Board members reported approving general
means within a budget. They look for new sources of

revenue and provide legal council for the center.

The Administrative staff reported receiving
the majority of their internal feedback from infor-
mal discussions with staff and fellow administrators.
(Internal feedback refers to information relating to
goals that has its source from within the mental
health organization. External feedback, then,
originates from persons or groups outside the organi-
zation). Internal feedback is received formally in
administrative meetings and staff meetings. Internal
feedback is both solicited and unsolicited. One
administrator offered that more feedback is received
from Out-patient than In-patient staff. This
administrator felt that the closer proximity of Out-
patient staff offices to those of the administrators

was a significant explanatory factor. The admini-
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strative group reported that the clerical staff
perform an important role as communications links,
passing feedback, on many subjects, from varied
internal and external sources, back and forth
between administrators and these sources. They are
often the first line of contact with the Center.
They transmit feedback both formally, as a part of
office procedures and in meetings, and informally in
casual situations. The Executive Director explained
that he formally solicits feedback in an attempt to
organize and simplify the information to be screened.
He notices not having the direct contact he used to
have when the Center was smaller. So as not to
undermine department heads, he relies on channelled
feedback. He notes a feedback and communication
problem that reflects the lack of coordination in
the entire staff. The sources of Administration
feedback appear in Table I, Appendix V. It was
explained that there is no policy or procedure
established for following up on agency referrals or

feedback.

The clerical staff explained that they
receive feedback from staff, administrators, patients
and their families, and from agencies and other
external sources. This feedback is communicated
directly to its appropriate receiver or through an

intermediary, such as another clerical staff member
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or clinical staff member. Some of the feedback is
in the form of statistical data that is handled. A
list of clerical staff feedback sources appears in

Table II, Appendix V.

The sources and characteristics of the
feedback received by Out-patient staff appears in
Table III, and Table IV, Appendix V. In addition
these staff members explained that feedback concern-
ing clinical matters is obtained by observation,
through bi or tri-weekly coffee groups with patients,
through the monthly medical clinic, from statistics
and records, through follow-up from subsequent
therapists and by recidivism. One noted that there
is no follow-up systems on patients. Another said
follow-up depends on how much time a staff member

has.

N.B. The Tables of Internal and External
Feedback for clinical staff were filled out in the
following manner. FEach completed interview was
assigned a letter of the alphabet. The identity of
the interviewee was never recorded, and so these
letters are purely arbitrary and cannot be traced to
the staff member's name. For the Tables, the
interviewee's letter was placed after each internal
and external source of feedback he or she indicated.

An X was placed for the reported characteristics of
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that feedback. Two or three characteristics in any
one range were often checked. For example, feedback
from any one source, at various times might be, by
his definition, inadequate for the staff member's
purposes, adequate, or an overload, too much to
handle and superfluous accumulations. Therefore,
the X's in the columns and rows of the Tables cannot
be counted and used for statistical calculations.
The X's are not strictly comparable numerically.

The numbers of X's must be viewed relatively. Any
particular source may be largely oral or formal or
whatever depending on the clustering of X's in the
columns. It is interesting to note which character-
istics are seldom or never associated with a source.
Note the sources common to most interviewees and
those directed to only one interviewee. If one
follows the interviewee letters, one finds that some
staff members have relatively few sources of feed-
back and are therefore very dependent on the others
for precise and complete feedback. Some interviewers
never judged a feedback source as inadequate. Few
sources were accessed as offering an overload of
information. The significance of the clusterings on
these Tables will be discussed in the next chapter,

Analysis.

The Night Shift staff explained that most of

their feedback comes from shift meetings before and
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after their on-duty hours, from observation, from
calls from released patients, from progress notes,
charts and files. Their limited internal and exter-

nal sources appear in Appendix V, Tables V and VI.

Tables VII and VIII, Appendix V, contain the
feedback tables for In-patient staff. Clinical
feedback, they noted, is exchanged informally between
staff, obtained by observation, from patients at
discharge, through other services, some from Out-
patient follow-up, Out-patient groups, and the

follow-up medication program.

The Board members gave the following account
of their feedback about the Center. One receives
unsolicited feedback, but does not actively solicit
it. Occasionally this person hears informal feedback
from businessmen, but has no formal sources. The
other reviews information from the New Hampshire
Department of Mental Health, the National Institute
of Mental Health, the United Way and from local
psychiatrists, occasionally friends, seldom from
politicians. The chief source of all information
for the Executive Board is through the Executive
Director and the Business Manager. Other administra-
tive staff and clinical staff are seldom asked to

attend Board meetings.
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Evaluation and assessment of goal attain-
ment was reported by the Administrators to take
place in administrative meetings, in peer review,
during team meetings, supervision and with staff.
They reported evaluation as a continual process with
all Center groups, on both a formal and an informal
level. The Executive Director explained that he
tries to direct his department heads to work out
methods of assessment and to report their assessment
procedures to him. He feels he should receive
reports from his administrative staff so that he can
monitor Center activities and be satisfied that

goals are being accomplished.

Clericai staff make assessments of the
clerical routine, especially regarding efficiency.
Certain clerical staff type up various reports of

organizational and clinical goal attainment.

Out-~patient staff emphasized that their full
schedules have curtailed both formal and informal
goal evaluations and assessments. Case conferences
were scheduled to be re-instituted, but had been
poorly attended in the past. The evaluations that
occurred took place occasionally with other staff on
an informal basis, with the Medical Director, in
team meetings on rare occasions, with the New

Hampshire Hospital team and with the new administra-
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tive planning group. When asked if the goals of the
service are clearly enough defined that they can be
used as a standard for comparing with the effects,
four staff members responded affirmatively, four
negatively, one felt it is hard to judge the effects
on the community, and another responded negatively
for organizational goals but said "to some extent”
for clinical goals. To the question of the amount
of discrepancy between the goals of the Out-patient
service and actual attainment, four indicated there
was 'some', one said 'a lot', and the others said it

is hard to know or varies from patient to patient.*

The Night Shift finds an opportunity to
discuss the effects of treatment during the morning
shift change meeting, informally among themselves,
during one formal meeting a week with the administra-
tors and sometimes with staff after work. One
person felt that evaluations are seldom made during
shift meetings. Two Night Shift staff members felt
the goals of the services are not clearly enough
defined to use them as standards of comparison, one
said they are general enough to compare, and the
other indicated being unsure, as their goals are not

clearly organized yet. The discrepancy between

*See Appendix IV, Clinical Staff interview schedule, for the actual

wording of these additional questions.
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service goals and attainments was described as

'some’' by three, and 'a lot' by one.

The opportunities to discuss treatment
effects listed by the In-patient staff were: regular
team meetings, daily staff conferences, frequent
informal staff contacts, In-patient staff meetings
without administrators, supervision and seminars.

They responded to the clarity of service goals:

five 'yes', one 'no', one 'to some extent' one 'not
very clearly defined', one 'varies', and one said
that "patient goals are sometimes not written and
you don't know where you're at". The question of

goal and attainment discrepancy brought answers:

one 'none', seven 'some', one 'a lot'.

The Board members indicated that their role
in assessing and evaluating goals is limited to

budgetary considerations.

The basic social feedback model that helps
to form the basis for this study has five definite
stages (see Introduction). These stages are connect-
ed by unidirectional arrows. Very clearly, feedback
on an action can not occur prior to the action, nor
can goals be evaluated before they are set. If one
were able to follow the progress of any one goal
that is established in an organization, one would

see that certain actions could not logically proceed
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other actions. One would also note that the length
of time spent in any particular stage could vary
tremendously with the organization, the issue, the
complexity, conflict and a host of other variables.
But the point that becomes clear from the data
collected from the mental health centers of New
Hampshire is that all of the stages seem to be in
operation all the time regarding both organizational
and clinical matters. At the Manchester Mental
Health Center, administrators, clerical staff and
all three groups of clinical staff reported con-
sidering goals and means establishment, evaluation
and change on at least a weekly basis, and usually
several times during the week. Patients come and go
within short time spans on the In-patient unit, and
their cases are discussed daily. These cases, and
others, are referred to the Out-patient unit. Peer
review teams regularly, though not always frequently,
review all cases in Out-patient services that have
been seen for a specified number of sessions, usually
ten. Some clinical staff members pointed out that
the general organizational goals do not change
rapidly, but that therapeutic goals and means are
continually in a process of transition. That is not
to say that organizational policy and goals tend to
remain relatively fixed, but, judging from the

reports of the administrative staff, the process may
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be protracted in time, and might sometimes be
described as a process of evolution, rather than a

series of definite decisions.

The Manchester Center, since the time of
moving into the new facilities, has made significant
changes and increases in programs, routines, staff,
attitudes, organization, objectives. Many of these
were in response to federal guidelines and require-
ments in legislation and the terms of funding. The
list of changes noted by all staff is very lengthy.
By the scope and scale of these changes, it is clear
that the one decision does not necessarily wait for
the other to run full term through the feedback
process. On both organizational and clinical levels,
the stages are in perpetual motion. Feedback is
received from a multitude of sources on a continual
basis. Certain decisions influence certain others.
Certain decisions are not effectively communicated
so their influence is lessened. Feedback may be
more or less sensitively pick up and utilized.
Changes in any particular goal or mean may occur
because of variables other than and in the absence
of feedback, like political events. None the less,
the data from the interviews at the Manchester
Center suggest that all stages of the social feedback
model operate concurrently. The model implications

of this will become clear in the next chapter.
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In the interview schedule there are several
questions that seek to discover which individuals or
groups make the decisions on which types of issues.
At a mertal health center, the issues seem to be
quite clearly divided into two categories, organiza-
tional/policy issues and clinical or therapeutic
ones. Logically, decisions of the first type should
strongly influence decisions of the second type.
Policy decisions might be thought of as prior to and
dominant over clinical decisions. In a traditional
organization a chain of command operates to send
down policy and organization decisions, while a top
administrative group decides on the means. The
majority of people in the organization are neither
goals nor means setters or re-setters. What of the
mental health centers in New Hampshire? The data
from the Manchester Center is interesting in that it
suggests that the traditional pyramid of decision-
making does not apply, but at the same time the
responses from the interviewees do not always concur.
Some people who perceive themselves as decision-
makers are not so perceived by others. More commonly,
some staff feel that their role in the decision-

making process is more influential than others do.

For policy matters, there was general
concensus that staff has some input. Decisions are

made either jointly by the administrative staff, by
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the Executive Director with important influence from
the other administrators, by majority rule of admini-
strators with the final responsibility resting with
the Executive Director, by Executive Director fiat,
by the Executive Board with important administrative
input, all of the above or some of the above. The
more specific the policy or organizational issue,
the less is the likelihood that the Executive Board
will be involved and the greater is the likelihood
that other staff, like clinical staff, will be
importantly involved in the decision-making process.
The Executive Director rated the influences of the
clerical staff on matters of procedures as much

greater than that staff rated themselves.

With clinical issues there were also con-
flicting reports. All did agree that the Executive
Board is not involved. The question is one of the
degree of autonomy and responsibility of the individ-
ual therapist. There was disagreement over who
actively does make therapeutic decisions and who has
the responsibility for them. The data indicates
that in certain instances the decisions are individual
or between the patient and the therapist. Sometimes
they are joint among staff or between staff and
administrators. Administrators have the power to
overrule staff but do not frequently do so. The

point of disagreement seems to come concerning cases
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that are difficult or somehow controversial. The
data suggests that sometimes the decision-making
process continues until there is near concensus. If
the luxury df time is not present, or the spirit of
tolerance, respect and patience not present, the
process may turn to majority rule, pressure tactics
towards compromise or giving in, or administrative
rule. It is to be noted, however, that the responses
from the interviews did not suggest an enormous

amount of conflict, though it was clearly present.

The decision-making process in the Manchester
Center is not a simple one, and the many implications

of this will be discussed in Chapter V.

The interview schedule used for clinical staff interviews con-
tained questions designed to elicit supportive or explanatory data. The

responses to three of these questions seem pertinent.*

l.a. The first of the three asked the staff member to relate
the goals or objectives of the service he or she worked in. They were
then asked if these goals were specified verbally and/or in written
form. The responses were somewhat varied from the staff within each of
the three clinical staff categories, but they were not contradictory.
All of the responses were on the level of general goals. Some were more
eloquent than others, some repeated what others had said, some added to.
But it appeared that general goals had been well communicated and accepted.

Only one Night Shift person said that they didn't discuss the goals.

*See Appendix 1IV.
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b. How are the goals specified?

HOW GOALS ARE SPECIFIED

UNIT TYPE OF GOAL VERBALLY WRITTEN
Out-patient patient goals XXXX XXXXX
general goals XXX XX
Night Shift patient goals XX XXX
In-patient unit general goals X X
Day shift patient goals XXXXKKKXK XXXKXXX
In-patient unit general goals XX XX

N.B. As with the previous tables, the Xs cannot be counted and used as
real numbers. They are indications of clusterings of responses.
The same will be noted in the table below.

The second additional question of interest was worded as follows:

Discovering the effects of a service can be difficult. To what extent

do you feel you know what the effects of your service are?

EXTENT OF KNOWLEDGE OF EFFECTS OF SERVICE

UNIT DEGREE SHORT TERM LONG TERM

actually not at all ble
to some extent XXXXX X

Out-patient in large part XXXX XKXKXXXX
have complete knowledge X X
actually not at all X

Night Shift to some cxtent XXX XXX
In-Patient Unit in large part X

have complete knowledge

actually not at all XXX
Day Shift to some extent XXX XX XXX
In-Patient Unit in large part XXXXKXXK XXXX

have complete knowledge
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The final additional question to be reviewed asked the inter-
viewees how the changes in staff on their unit or service during the
last year had effected the service. This question was aimed at learning
something about interruptions and effectiveness of feedback and decision-

making.

A lot of responses emerged from this question. Selecting only
material that might have some relevance, the Out-patient staff reported
that they were busier, the changes had brought new programs, and that
the ever-changing In-patient staff was demoralizing to Out-patient staff

and made it difficult to relate to these continually new faces.

The Night Shift staff had been stable over the last year, but
they reported the many changes in the Day Shift as being disruptive,
bringing a lack of continuity and, distracting because so much time has

to be spent training new people.

The Day Shift, In-patient staff had somewhat contradictory
answers. Some said the staff had been pulled together and unified, with
the help of two consultants. Others explained that some of these people
have left and a new group will have to be formed. One said there was no
disruption. Another said the changes have fragmented the service. New
and older staff don't work well together. Another pointed to a lack of
consistant leadership. Still another said the group is now open with
each other. One dismayed at the time needed to orient new staff. Loss

is difficult for all, said another.
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B. North Country Community Services, Inc. Berlin, New Hampshire

One hundred and fifty years ago the population of the North
Country of New Hampshire was considerably larger than it is today.
Families journeyed inland from the coast seeking farm land. Though the
land was often rocky and hilly, if not mountainous, early settlers
transformed the North Country, and the rest of the state, into aridable
land, reducing the forests to 15% of the state. Today, with 85% of New
Hampshire forested, and the population clustered along the waterways, a
walk through most any wooded area will reveal networks of stone walls
built in the process of clearing land, and the cellar holes of families
who left the land, in all likelihood, to seek a living in the urban

areas.

The migration of New Hampshire's population from the country to
the city occurred during the middle decades of the 19th century. Small
New England farms could not compete with the agricultural, plantation
south. But New England could use the advancing technology, the energy

from her rivers and her railway system to develop an industrial economy.

The industrial city of Berlin is situated between Canada and the
White Mountains and clings to the bank of the Androscoggin River.
Logging has long been a major industry of the area. Not surprisingly,
the mills that developed along this major river of the North utilized
this natural resource. For the past 58 years the Brown Paper Company
has been the dominant industry of Berlin and a very significant influence

in the socio-economic development of the area.

North Country Community Services, Inc., is located in the midst
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of Berlin, one block up the hill from the sprawling, sulphur exuding
pulp mill. With the exception of the city itself, the catchment area is
chiefly rural and sparsely populated. As the owners of the many wood-
related industries do not have a history for being overly generous with
their employees, the strongly French Canadian catchment population has

never been especially prosperous.

There are many needs of the community to which North Country
Community Services addresses itself. The organization has established
the North Country Center for Exceptional Children, a program on alcchol
and drug abuse, a sheltered workshop and a mental health c¢linic. The
clinic is the segment of the organization this study was concerned with.
A staff of eleven provides numerous out-patient services, emergency
services, consultation and education, and has an in-patient arrangement
with the area hospital which is located adjacent to their central
facility. This facility houses the aforementioned services and is a

reasonably roomy, not-unpleasant turn-of-the-century structure.

Thirteen interviews were conducted at the Berlin mental health
clinic: Seven of clinical staff, three of clerical staff, two of
Executive Board members, and an interview with the Executive Director.
Not including the Board members, 55% of the interviewees had been
employed for more than two years, 45% for less than that amount of time.
Their length of employment ranged from six years to six months. The
Director of Day Treatment, the Clinical Director and the Executive
Director form the administrative group within the clinic. The Day
Treatment and Clinical Director are also both involved with direct

client services. At the time of the interviewing the Executive Director,




57

a Ph.D. in psychology, had recently given up his caseload so that he
could spend full-time at administrative duties. Since the clinical
staff is small, the Day Treatment and Clinical Director will be included
in the presentation of clinical staff data. This becomes especially
appropriate in the presentation of the feedback tables. However, their
administrative role will be specified and their responsibilities in the

decision-making process explained.

QUESTION RESPONSE
1. Goal The Executive Director explained that
Establishment organizational goals and long-range planning are

established and re-established with the planning
program committee of the Executive Board. The
Director meets regularly with his program directors
to establish objectives and rationales for their
programs. There is no real disagreement with the
Board, he explained, and certain misunderstandings
can be handled informally. The Director was afraid
the lack of disagreement with the Board indicated a
lack of involvement. For this reason the organiza-
tion went to a corporate structure. The Executive
Director continued that when disagreements arise
with the program directors, they are good at cooper-
atively arguing the matter out. The Executive

Director reserves the right at final judgment.

The clerical staff when interviewed, reported

a means-setting role, but not a goal-setting one.
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The program directors and their staffs noted
that organizational goals are variously set up and
changed. Certain goals are established by the
Executive Director and the program directors.

Others involve staff input. Sometimes all clini-
cians determine goals during staff meetings. One
interviewee said that general goals were articulated
by the clinical director, but the source of these
goals was unknown. Some goals "happen", said one,
and another mentioned the influence of the Titlc IIIX
grant that unified the centers of Berlin, Littleton
and North Conway into a comprehensive mental health
system. Client goals may be worked out between the
therapist and the client, by the program director,
or jointly by the program director and the staff.
When disagreements arise the group talks about the
matter, sometimes persuades the others, may reach
consensus but does not always change others' minds.
In such cases the program director may decide.

Those who disagree are expected to take the argument
apart and pursue an alternative. One staff member

said the group does not disagree.

Up until the time of the interview the
Executive Board members repcrted that they had not

been involved with goal setting.
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Means establishment and re-establishment
are not as integral a part of the role of the
Executive Director as formerly, he said. Means lie
mostly on the shoulders of the program directors,
though the Executive Director has the final say-so
on means if he wants to use it. Clerical personnel,
especially the Executive secretary, have input into

office procedures.

From the clerical staff it was confirmed
that they give suggestions on clerical organization
and office procedures. One noted that she occasion-

ally suggests clinical means.

The clinical staff related that client means
are established either between the therapist and the
client, or jointly by the therapist and the program
director. One referred to means setting as a group
process among all involved staff. In the case of a
one-man program, that staff member decided on the
means and their modification. Some decisions may
be referred from the program director to the Execu-
tive Director for final decision. General goals, it
was reported, involve discussions among the Executive
Director, the program directors and the staff. A
staff member said that budget matters go through the
program directors to the Executive Director. Nine
out of ten times, said one, what the staff proposes

goes through. Sometimes the program director decides
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after staff discussion. One major disagreement has
occurred, according to one, and another explained
that concensus was usually arrived at after a period

of time.

The Board members reported that they had put
together a Procedures and Personnel Manual. General-
ly, however, they approve means rather than develop
them. They approve programs, act in an advisory and
audit capacity, prepare budgets and check on expen-
ditures. The Board acts on the recommendations of
the entire staff regarding hiring. Though the
clinical staff does not attend Board meetings, they
do have input into major decisions. On points of
disagreement, the majority rules following a careful
discussion. In committee meetings, a serious issue

is pursued until concensus is reached.

The feedback sources for the Executive
Director are to be found in Table XI, Appendix VI.
He explained that he receives a great deal of in-
formal feedback from the staff and his program
directors. Every Monday morning there is a formal
administrative meeting of the directors. Much
feedback comes to him through the directors. This
is done so as not to undercut channels of responsi-
bility. The Executive Secretary reports organiza-

tional feedback to the Executive Director, as does
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the bookkeeper.

Table XII, Appendix VI contains the feedback
sources for the clerical staff. 1In a small city
like Berlin, they hear many things on the streets
from friends, acquaintances and clicnts. The
clerical staff reported using discretion about
reporting feedback. Only important comments relat-
ing to problems are reported. They pass feedback
among staff members, here, too, exercising discretion.
Time sheets and statistics are a part of their

feedback communication within the agency.

The clinical staff listed the following
opportunities for discovering the effects of treat-
ment: informal meetings with general hospital
staff, observation in the last therapy session with
a client, calls from various outside sources,
including the labor union in theJBrown Paper Company
and the Granite State Shoe Company, behavior modifi-
cations and verbalizations in therapy sessions and
graphs on children in the schools. A complete list
of staff feedback sources appears in Tables XIII and

XIV, Appendix VI.

The feedback sources for the Board comprise
Table XV, Appendix VI. One Board member noted that
he doesn't know much about the clinic programs, and

another reported receiving no feedback directly from
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the staff.

The Execotive Director related that he
plays an active role in evaluation and assessment.
He monitors on-going programs with his program
directors. He re-formulates organizational goals
and will write in an evaluation component into all
programs. The Board, he said, is not all that
involved in assessment. Clerical staff are asked

for input into office routine assessments.

The clerical staff concurred regarding their

input into office routine assessments.

The following opportunities to discuss the
effects of treatment were reported by the clinical
staff: c¢linical staff meetings, supervision,
frequent informal meetings with staff members or the
Executive Director, in-service training sessions for
the Northern New Hampshire Mental Health Systems,
with the program director who shares his discussions
with the Executive Director, following every morning
Day Treatment session, weekly program meetings and
group discussions of goal achievement. One staff
member noted that evaluations are more frequently
informal rather than formal. When asked if the
goals of their service are clearly enough defined
that they can be used as a standard for comparing

with the effects, all staff responded affirmatively.
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One added that Day Treatment goals are more precise
than aftercare and another said there was too much
non-direction. To the question of the amount of
discrepancy between goals and actual accomplishment,
one answered 'none', four 'some', one said the goals
are general, another that there are some failures,
but that most are helped to some extent, and another

said one should ask the clients.

The Board members said they play no role in

evaluation and assessment.

The data collected from the Berlin center
reinforces that collected from the Manchester Center.
Goals and means setting, especially on the clinical
level, are a continual process. Change is the norm.
Feedback, especially informal feedback, acts as a
constant potential monitor. The unification of the
three northern mental health centers was funded just
two years prior to the data collection, and in
itself, had brought significant changes at all
levels. All stages of the social feedback model
seem to be operating concurrently at North Country

Community Services, Inc.
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As was noted from the data from the
Manchester Center, decision-making at the Berlin
clinic does not follow traditional bureaucratic
channels. The Berlin clinic has relatively few
staff members, and the distribution of tasks and
responsibilities is not nearly as separated as is
possible in a large clinic. Each staff member has
many facets to his or her position. For example,
the Execcutive Director listed the following activi-
ties that comprise his role: recruiting personnel,
fund raising, business management, physical account-
ing, budgeting and budget monitoring, writing grants,
monitoring disbursements and revenues, approving
purchasing, program planning and development, public
relations, coordination with the Executive Board and
its committees with the Northern New Hampshire
Management Council and with the Northern New Hamp-
shire Mental Health System, the later two being the
advisory coordinating bodies for the comprehensive
mental health system that is the recipient of the
federal grant the three clinics share. At a larger
center one would find a business manager involved
with several of the above-mentioned tasks, and a
sizeable administrative group sharing certain other
responsibilities. In Berlin, the administrative
group at the time of interviewing was composed of

three persons. The program directors in that group
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were very active with their clinical responsibilities.
Policy and organizational decisions seemed to be
made chiefly by the Executive Director with admini-
strative input, with Executive Board sanction, or
jointly by the three-man Administration. As all
staff members are in close contact with one another,
clinical staff also have input into organizational
decisions. On clinical matters, the data brings out
a strong emphasis on collectiveness. There seems to
be a minimum of pulling of rank, and also a minimum
of involvement by the Executive Director in individ-
ual clinical cases. The Control Group for organiza-
tional issues includes the Executive Director, the
Executive Board, and the two program directors. The
Control Group for clinical issues is composed of the
program directors and their staffs. The implications
of this and of the timing of feedback stages will be

discussed in Chapter IV.

The interviewees at the Berlin clinic gave the following responses

to the three supplementary questions:

l.a. What are the goals/objectives of the center or vour
service? The clinical staff did not indicate any significant differences
in their understanding of the general goals and objectives of the ser-

vices.
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b. How are they specified?

HOW GOALS ARE SPECIFIED

TYPE OF GOAL VERBALLY WRITTEN
client goals KKXXX XKXXKX
general goals XXX XX

2. The clinical staff indicated the following extent of know-

ledge of effects of service:

EXTENT OF KNOWLEDGE OF EFFECTS OF SERVICE

DEGREE SHORT TERM LONG TERM
actually not at all
to some extent X XX
in large part X
have complete knowledge
varies for long term XX
doesn't know for long term bl

3. The clinical staff explained the effects of the many
changes at the center in the last year as being advantageous, stimulat-
ing, constructive without representing an interruption of services.
Staff case loads are smaller, the services are expanded, and informal
consultations have been stimulated. A re-alignment of staff relation-
ships has occurred. With expansion has come a renewal of communication

and greater systemization with increased autonomy.

C. White Mountains Community Services, Inc., Littleton, New Hampshire

As one Jjournies through New Hampshire's White Mountains, past
the stone profile of the 0l1d Man in the Mountain, beneath skiing and

hiking mountains that flank ancient U-shaped glacial scoured valleys,

one comes upon small, somewhat isolated towns and communities. The
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towns are generally arranged along an assortment of rivers whose head-
waters lie high in the unpopulated mountains, or far back in several
dozen unincorporated territories and grants. The base of the economy of
these towns and cities lies principally in tourism and small mill

industry. This is the case with the city of Littleton.

Littleton nestles beneath the shadows of the Presidential
range, Jjust far enough north to avoid the scourges of the severe weather
associated with that range. The Ammonoosuc River speeds through the
center of town by a mill of modest reputation, the Saranac Leather
Company. Up the hill a short distance lies the White Mountain Community
Service. This mental health center is situated in a pleasant, though
somewhat crowded white frame building on the grounds of the community
hospital, with which there is an arrangement for in-patient services.
The Center was established ten vears ago to serve a catchment area of 22
towns that carry interesting names like Sugar Hill, Bethlehem, Woodstock

and Bath.

As with the other mental health centers in this study, the
Littleton center offers a variety of out-patient services, consultation
services, education servicesg, day treatment, in-patient and emergency
services. In addition the center administers a Children's Development
Center for the retarded, and the Work Activities Center for the handi-
capped. At the time of interviewing, a clinical staff of nine, a
clerical staff of five and two administrators provided the mental health
services at the central facility and in several of the catchment areca
towns. Of the 16 total staff, whose yecars of employment ranged from one
month to seven years, 38% had been employed longer than two years.

Sixty-two percent had been employved for less than that amount of time.
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Below is the data collected from this center. It should be
noted that the Executive Director had hesen with the center for only two
months at the time he was interviewed. He, therefore, had little
experience at White Mountains Community Services from which to speak.
When the staff reported on decision-making they referred to the way
matters had been handled under the former Executive Director, and did

not seem to be anticipating major changes in these processes.

QUESTION RESPONSE
1. Goal The two-person administrative team reported
Establishment that they are involved chiefly with organizational,

policy and procedural goal-setting. The Executive
Director indicated being involved with clinical
goals to some extent. Organizational and policy
goals are arrived at through discussions involving
all staff; clinical, clerical and administrative.
When the goal-setting group does not agree, attempts
are made to reconcile differences. If this becomes

impossible, the Executive Director decides.

The clerical staff explained that their role
in goal=-setting was limited to office matters, and
that these decisions were made with the Admini-

strative Assistant.

Clinical staff answered that general,
organizational goals are set by the Division of

Mental Health, the Executive Board, are written in
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the charter, and are set by the Administration with
considerable staff participation. Client goals are
established by the therapist with some staff input

at staffings, by the program director, in conjunction
with the administration or with the therapist's
supervisor. A program director may establish certain
goals with other agencies. The psychiatrist has
latitude to establish some goals, such as the
emergency service policies. One staff member
emphasized that the goal-setting at the center was a
highly democratic process. In the case of disagree-
ment, the Executive Director casts the tie-kreaking
vote. "Staff define the issues and the administration
interfaces with the Executive Board", noted one.

The former Executive Director had an equal vote with
the clinical staff though his was the ultimate
responsibility, noted another. Consensus, it was
reported, is generally arrived at, but a vote is
taken on debated issues. Changes are initiated by
the clinical staff. The therapeutic changes may be
directly implemented by the staff. Other changes
channel to the Executive Director and then on to the
Board. On matters of change, the entire staff has
been known to arque, discuss and compromise. "Some
profound disagreements have resulted in some sound
compromises", offercd a staff member. Another said

disagreements over changes don't occur.
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The Executive Board members noted that goal
setting usually begins with suggestions or initiative
from the center's staff and Executive Director.
Usually the Program and Planning Committee agrees
with the staff and passes along their recommenda-
tions to the full Board. "The Board has the power
and interprets to the community". The president of
the Board can influence but not dictate decisions.
Changes in policy come from the Program and Planning
Committee upon the recommendation of the Executive

Director and go to the full Board for approval.

The means setting role of the administration,
by their account, is focused chiefly on organizational
means. The Executive Director has some input into
clinical means, but those decisions, said he, are

mainly made by the clinical staff.

The clerical staff participate with the
Administrative Assistant and other staff in setting
and changing office procedures. This is accomplished
through weekly meetings with the Administrative

Assistant and informally with this person.

The clinical staff reported that they are
involved with the Executive Board in establishing
and re-establishing general means. Clinical means
may be set by the client's therapist with some staff

input, by the program coordinator with staff input, by
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the staff with influences from the Northern New
Hampshire Mental Health System or by the staff and
the Executive Director. The psychiatrists at the
center make therapeutic decisions for the general
hospital physicians, with input from the admini-

stration.

Under the former Executive Director, dis-
agreements were continued until consensus was reached,
explained a staff member. Another felt that disagree-
ments didn't occur. Several noted that issues of
diverse opinions are talked out, and that the Executive
Director has the final decision. One said that
there was a lot of trust between the administration
and the staff, and that staff had a great deal of
autonomy. Another noted that the administration and
the staff work out disagreements on an equal stand-
ing. The same pertains to decisions concerning

changes.

The members of the Executive Board reported
that all means must have Board approval. What this
means 1in practice 1s that general means are estab-
lished by the Board, including the financial means
which originate with the Executive Director's budget,
go through the Finance Committee and then to the
full Board for apprcval. Means for specific (clinical)
goals are set by the Director and the staff. The

Board President may attend staff meetings and
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influence important decisions if necessary. One
board member explained that the center has only had
two Executive Directors in its history and both of
these individuals have fit the Board's image of what
they wanted for a Director. Because of this, the
Board has always been able to reach agreement
through thoughtful discussion at all levels. The

Board would have final say should an impasse arise.

The feedback sources for the Administration
are listed in Table XVI, Appendix VII. The Executive
Director noted that he solicits both oral and written
feedback from the staff. Because of his short
employment at the center, his external feedback
sources were somewhat limited. He explained that he

used formal center meetings to communicate feedback.

The clerical staff in Littleton act to pass
along feedback between staff members, between the
Executive Board and the Administrators and staff,
especially if the Board members are personal friends.
One clerical staff member reported using discretion
when passing along informal feedback. Feedback on
clients may be passed on to the clinicians. A list
of clerical staff feedback sources appears in Table

XVII, Appendix VII.

The complete list of clinical staff feed-

back sources appears in Tables XVIII and XIX,
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Appendix VII. Staff members noted that sometimes
telephone feedback is received from clients, or
follow-up letters are sent out to clients, but that
there was no systematic follow-up system. A question-
naire research project was undertaken, seeking a
success rating from clients to be compared with the
therapist's own rating. These questionnaires were
returned mainly by satisfied clients and the study
was abandoned. One noted that telephone follow-up

is more successful than questionnaires, while another

felt that client feedback is entirely anacdotal.

Table XX, Appendix VII, contains the list of
Executive Board feedback sources. The members
explained that there is no systematic feedback
gathering or communication undertaken by the Board.
However, complimentary letters received by one
member are read to the Board and passed to the
Executive Director, and oral feedback is exchanged

at Board meetings.

4. Evaluation The Administration reported being chiefly
and Assessment involved with organizational and policy assessments
and evaluations. One explained that this is often

done informally. Assessments from others are
gathered and then decisions are made as to where and

how to proceed.

Clerical staff reported making assessments

only about those issues that involve office procedures.
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The following opportunities to discuss
service effects were listed by the clinical staff:
monthly staff and administration planning meetings,
weekly staffings, supervision, a great deal of
informal discussion, program meetings, and joint
therapy sessions. One indicated that adequate time

for such evaluations was found.

When asked if the goals of the serxrvice are
clearly enough defined to be used as a standard for
comparing with the effects, four answered 'yes',6 one
specified 'yves' for in-patient and partial hospitali-

'no' for emergency and out-patient services,

zation but
one answered 'no', another 'varies from yes to no',

and two others felt they didn't know.

To the question of the amount of discrepancy
between goals and actual accomplishment, the clinical
staff responded: two 'very little', three 'some',
two 'a lot', one ‘'varies'. These responses came
from clinicians with varying levels of expectations
for their clients. Those who set attainable goals
for their clients were more apt to see little
discrepancy between goals and attainment. Those
who aimed at bringing the clients into a relatively
permanent state of ability to function successfully
in the community, responded differently. One
clinician added that goals are loosely defined.

Another noted that "specific goals keep changing".
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One Board member admitted that the Executive
Board has no adequate means of assessment, and that
they don't know what to measure. The second Board
member pointed out that effectiveness of services is
the bailiwick of the staff. Staff evaluations are
done by the Executive Director. At the time of
interview the Board was setting up a process to

evaluate the Executive Director.

Data collected from White Mountains Community
Services further re-confirmed the findings from both
the Manchester and the Berlin centers. (See Presenta-
tion of the Data, Section A.). The process of
establishing, evaluating, modifying, changing goals
and means at all levels is a continuous one. This
process appears to be influenced by a fairly regular,
albiet unsystematic and tremendously varied network
of feedback. However, the decision-making process
does not need to be seen as strictly dependent upon
the flow of feedback. This will be more explicitly
detailed in the presentation of alternative models

in Chapter IV.

After taking a close look at the data
collected from the third mental health center, it
becomes clear that the traditional bureaucratic
pattern of decision-making does not apply in the
organization under study. Previous data has sug-

gested that clinical, and to a limited extent,
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clerical staff, are very influential in the process
of establishing clinical goals and means. They have
important input into organizational decisions. The
Littleton data puts together a picture of a community
of administrative, clinical and clerical staff
pooling their resources in a fairly equal fashion to
decide on both organizational and therapeutic matters.
Ultimate responsibility is still vested, as in the
other centers, with the Executive Board and the
Executive Director. But the Control Center is a

highly democratic body composed of all staff.

The Littleton staff gave the following responses to the three

additional questions entered as explanatory probes:

l.a. What are the goals/objectives of the center or your service?
The responses were more numerous and diverse than was observed in the
other centers. And, as was seen in Sections A and B, no contradictions
appeared, indicating a high degree of communication, consensus, internal-

ization of general goals and objectives.

1.b. How are they specified?

HOW GOALS ARE SPECIFIED

TYPE OF GOAL VERBALLY WRITTEN
client goals XKXXXXX X
general goals X XXX

One noted that goals at all levels are continually updated.
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2. To what extent do you feel you know what the effects of your

service are?

EXTENT OF KNOWLEDGE OF EFFECTS OF SERVICE

DEGREE SHORT TERM LONG TERM
actually not at all
to some extent XX
in large part XXXXX XX

have complete knowledge

One added that it is hard to find out. Another did not know. A
third and fourth reported they felt that the extent of knowledge of

effects varies with the service or program.

3. How have the changes in staff during the past year affected
the services? The staff noted that: changes mess up the on-call schedulé,
bring up-tightness among staff resulting in less objectivity, result in
fatigue and strain among staff since there is a policy of no waiting
list, make the staff less affective, require a great energy expenditure
on the part of old staff to train new staff, has brought a broadening to
the staff, a few communication problems and has left staff morale a

little tattered.

The implications of these responses, as far as they can be

drawn, will appear in the next chapter.

D. Carroll County Mental Health Services

North Conway and Wolfeboro, New Hampshire

In the nineteenth century it was very popular for the more
prosperous dwellers of New England's cities to journey by train up into

New Hampshire's lakes and mountain regions to spend a period of summer
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weeks at the large, sprawling hotels that were being built there.
Fashionable tourists frequently chose the Intervale area and North
Conway, just below the Mount Washington Valley, to spend leisurely days
of croquet, walking, scenery gazing, fresh air inhaling and hiking for
the most adventurous. Others chose to recreate beside New Hampshire's
largest lake, Lake Winnipesaukee, and reside in charming Wolfeboro,

perhaps to enjoy a ride on the sight-seeing paddle-wheeler.

Those were summers far removed from the stern lives of the
Passaconway Indians who had resided in the Conway-North Conway area, and
equally far-removed from the adventures of General Wolfe of French and
Indian War fame, after whom Wolfeboro derives its name. They were days
of a leisurely pace with plenty of time, for the tourists at any rate.
Today, North Conway and Wolfeboro are still centers of tourism, both in
the summer and the winter. But the pace of today's recreation bears
scant resemblance to that of pre-automobile days, pre- aero-space days,
pre-electronic media days. TFor tourist and resident alike, though the
human scenarios may be the same, the non-human environment sets the

stage of another world.

Today's world has a set of realities all its own. The staff at
Carroll County Mental Health Services have been helping people within
the county deal with these realities for 6 years. A staff of 12 work
out of a central office in the midst of North Conway's shops, restaurants,
and not-so-sprawling motels and inns. A compliment of out-patient,
emergency, consultation and in-patient services are directed from cramped,
second floor offices in an interesting old professional building. Four
of these staff members spend much of the week working out of a suite of

offices in the general hospital in Wolfeboro, where an arrangement has
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been worked out for in-patient services. Certain in-patient services
are also provided in the general hospital of North Conway. When inter-
viewing was conducted the range of the length of employment of all staff
was between two months and two years. Eleven of the 12 staff members or
92% had been employed for less than two years. Sixty-seven percent had

been employed for less than one year.

Below is the data collected from the staff of Carroll County

Mental Health Services.

QUESTION RESPONSE
1. Goal The Executive Director, who previously
Establishment held the position of Executive Director of the

Northern New Hampshire Mental Health System, reported
that his role includes administrative and some
clinical goal setting. He works with the clinical
staff, the clerical staff, and the Executive Board

to set goals and priorities. In the case of disagree-
ments discussion to bring about persuasion is used.
Though agreement is the rule, the Director explained
that he would exert pressure if he strongly disagreed
with the staff. Final goal decisions are up to the
Director. On a System level, the Executive Director
is involved with the other two executive directors
and three representatives from each executive board
in a group called the Northern New Hampshire Mental
Health System Management Council. This group sets
over-all goals, programs, structures and coordinates

the System's needs with the requirements of the
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federal grant that initially funded the System. The
Carroll County Executive Director reported that
there exists an unclear hierarchy of goal setting
and area autonomy and responsibility within the

Northern New Hampshire Mental Health System.

The clerical staff related that their role
in goal establishment is limited to goals directly
involved with their jobs. Clerical staff sit in on
staff and general meetings in North Conway and

Wolfeboro, but their role is unclear.

The clinical staff listed the following ways
that general goals may be established: by the terms
of the federal grant, through hazy guidelines from
the State, jointly by the staff and the program
director or by delegation of responsibility to one
particular individual. The ultimate decisions on
matters of organizatiocnal policy lie with the
Executive Director, it was explained. The Executive
Director has helped out with setting client goals,
but, noted one staff member, since the Director is
not a clinician, the therapists are pretty much
independent. Client goals are generally established
by the therapist with the c¢lient or by the medical
director and the full staff jointly. One staff
member related that program goals are established
and re-established by the program director, the

medical director and the Executive Director in
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conjunction with staff input. Concerning disagree-
ments, one felt that there were none about goals.
Another said the staff discuss these disagreements
and try to wofk them out. A strong opinion may
convince the others said one. Long discussions,
(emphasizing long) were reported to bring about
resolution or consensus. Compromises are sometimes
made, and additional information and consultation
may be sought to facilitate the decision-making
process. Changes 1n client goals are made by the
therapists, individually or collectively. The
program director and Executive Director give final
approval. Organizational changes involve staff
input, but are made by the Executive Director with
the program and medical directors. The director of
the Wolfeboro unit makes the decisions on changes it
was reported. Several noted that all types of goals

are continually being altered.

The members of the Executive Board explained
that the Board establishes, reviews, and re-establishes
organizational goals and priorities. These decisions
are arrived at with input from staff professionals.
There is a regular process of review and change of
these organizational goals. Board members do not
set clinical goals. At points of disagreement, the
majority rules on a motion. The administration
provides information and opinions, but does not have

a vote. One Board member who was also on the
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Management Council, explained that when that body
can't agree on broad goals, the matter is referred
to a board of the entire System. If it should
happen that that body would not agree, theoretically
they would disband. But, he added, the members of

these boards can agree to disagree.

Means of all types, reported the Executive
Director, are established and re-established jointly
by all staff during in-service training sessions and
at staff meetings. The Director has final say on
the re-establishment of organizational means and on

program changes.

The clerical staff said that their role in
means setting is limited to participation in decisions
about office procedures. One clerical staff member
discusses office matters once a week with the director

of the Wolfeboro unit.

The clinical staff concurred that administra-
tive means are the responsibility of the Executive
Director. "We respect his expertise', said one.
Therapeutic means may be set and changed by the
therapist and the supervisor or jointly in weekly
staff meetings. The medical director has responsi-
bility for medical decisions like medication. One
staff member noted that therapeutic decisions are
team decisions. Disagreements over therapeutic

means bring about discussions, compromises and final
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resolution. One remarked that decisions concerning
changes in therapeutic means may involve the client
himself. Another said that disagreements over

therapeutic changes haven't come up.

The members of the Executive Board reported
that they listen to the staff and the Executive
Director and try to get funding to implement their
programs. The Board studies proposed means and

approves or modifies them.

The Executive Director reported that he
both elicits feedback and receives unsolicited
feedback. This information he passes on to the
staff and the Board. A list of the Director's
feedback sources appears in Table XXI, Appendix

VIIT.

Clerical staff act as a communication link
in the feedback process. They receive feedback over
the telephone and relay the information from clients
and their families to the clinical staff. They make
decisions as to where to direct the information. As
do all clerical staff in the mental health center,
this clerical staff prepares and sends statistics to
the Division of Mental Health. A list of clerical
staff feedback sources appears in Table XXII, Appen-

dix VIII.



4. Evaluation

and Assessment

84

The complete list of feedback sources for
the clinical staff appears in Tables XXIII and XXIV
Appendix VIII. The staff noted that there is no
follow-up system for clients, but that some informal
follow-up sessions take place. Some staff members
keep in touch with identified referral sources.
Previous clients are observed in the community by
the staff. Day treatment and aftercare staff keep
in touch with certain long term clients. Reports
from subsequent therapists and statistical analyses
were also listed as ways clinical staff find out

about the effects of their services.

The members of the Executive Board explained
that they both elicit feedback and receive unsolicited
feedback. One member said that he tries to be
sensitive to how the community at large receives the
services. Feedback is exchanged among Board members
at Board meetings, at committee meetings and with
the Executive Director. Table XXV, Appendix VIII

contains Executive Board feedback sources.

The Executive Director related that he
makes assessments of program objectives. The clerical
and clinical staff, he noted, participate in assess-

ments related to their activities.

The clerical staff explained that they make

suggestions and assessments on clerical issues, such
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as intake procedures. One prepares a report on

proposed changes of office procedures.

Clinical staff members listed the following
opportunities for discussing the effects of their
services: one or two formal meetings a week, daily
informal discussion, program meetings, supervision
sessions, monthly in-service training sessions and

social encounters among staff after work hours.

When asked if the goals of their services
were clearly enough defined that they can be used as
a standard for comparing with the effects, three
answered affirmatively, two negatively, two 'yes for
client goals', two 'no for general goals', and one

said that the goals are not operationally defined.

Clinical staff responded to the question of
the amount of discrepancy between goals and actual
accomplishment as follows: four 'none', two 'some'
and one in between 'some' and 'a lot'. One felt

that the results tend to be better than the goals.

Assessments are undertaken mainly by the
Executive Director, offered one Board member. The
other expressed the opinion that assessments are
made insufficiently by the Board. He will push for
a better assessment procedure at the local and

Systems level.
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The data gathered from the Carroll County
Mental Health center offered no surprises, but only
reinforced that gathered from the other centers
concerning the relation of time and the sequence
of stages in the social feedback model. To avoid
repetition, see Section A of this chapter and the

analysis that follows.

The examination of the decision-making
process at all the centers in this study clearly
demonstrates that a model for organizational decision-
making other than the traditional one must be used
for mental health agencies in New Hampshire. The
process at North Conway is more similar to that in
Littleton than to that in Manchester and Berlin.

This is to say that decisions tend to be highly
democratic, jointly arrived at ones, involving all

or most staff. The centers at Manchester and Berlin
have a more complex delegation of roles for the
various types of decisions and a more clearly drawn
hierarchy. They also have the largest administrative

staffs of the four centers.

For this fourth center we also turn to the
three additional explanatory probe questions asked

of the clinical staff.

What are the goals/objectives of the services? As with

the interviews from the other centers, the answers were varied, though
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consistent with one another and were not contradictory.

b. How are they specified?

HOW GOALS ARE SPECIFIED

TYPE OF GOAL VERBALLY WRITTEN
Client XXKXXXKX XXXXX
General XX XXXXX

2. To what extent do you feel you know what the effects of your

service are?

EXTENT OF KNOWLEDGE OF EFFECTS OF SERVICE

DEGREE SHORT TERM LONG TERM
actually not at all X
to some extent X XX
in large part XXKXXXK XX
have complete knowledge X

One added that it varies through the entire range.

3. How have the changes in staff during the past yvear affected
the services? The interviewees mentioned problems with continuity of
service because of the clinical staff and the administrative change, but

did not mention the consequences to the communication process.

The Frequency of Feedback

In Chapter III it was noted that the question on the frequency of
the sources of feedback turned out to be somewhat problematic. Interviewees

could not give responses to frequency of feedback, for the frequency tended
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to vary. In practically no instances, in any of the four sampled centers,
were the interviewees able to say that they received feedback from a
particular external source at certain designated intervals, for none of
the centers have established a formalized external feedback system. A
few staff members have set up a fairly regular communications link with
other agencies or important feedback persons, such as former clients,

but the vast amount of external feedback is either solicited or received
without solicitation on the basis of, as needed, or as happens to come

in. It would appear that the agencies with which the centers are involved
do not have regular external feedback systems either. Therefore, it is
apparent that the external feedback in the mental health centers is

unsystematic.

All centers schedule regular and frequent meetings among all
staff and with the Executive Board and the Division of Mental Health.
In these meetings, by their reports, feedback is communicated. And so
the internal feedback of the mental health centers may be termed system-

atic.

E. New Hampshire Division of Mental Health

Community Mental Health Services, Concord, New Hampshire

The offices for the New Hampshire Division of Mental Health,
Community Mental Health Services, are located in a comfortable office
building on the grounds of New Hampshire Hospital, the State's centralized,
residential mental health hospital. The address, Pleasant Street, was

once Asylum Street. The change may be more gracious than honest.

As detailed earlier, the Office of Community Mental Health, one

of four components of the Division of Mental Health, is administered by
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an Assistant Director of Mental Health for Community Services, a Coordi-
nator for Community Mental Health Services, an Administrative Assistant,
a Fiscal Administrator and a secretarial staff. In its introductory

pamphlet, the Office of Community Mental Health explains that it "is
responsible for assisting communities in assessing mental health needs,
planning, developing, operating mental health services, and allocating

state funds to community organizations under the provisions of RSA 121B-

New Hampshire's Community Mental Health Act'.

The Office of Community Mental Health works with the admini-~
strators of the mental health centers to review the Statement of Goals
and Objectives, work with the Standards of Eligibility for State Grants-
in-Aid, and establish the Standards for Community Mental Health Services.
I'urther, the Office assists with planning and program development, acts
as a liaison with the state legislature and with federal agencies,
facilitates and monitors community mental health programs, provides
fiscal and statistical consultation and monitoring, and offers admini-
strative and technical services to the mental health agencies. A com-
plete list of the functions, goals and objectives of the Office appear
in Appendix I. Appendix XIII contains the Standards for Community

Mental Health Services.

Interviews were conducted with the Assistant Director and the
Coordinator of Community Mental Health Services. Their responses

relative to the six specific questions of this study are recorded below.

QUESTION RESPONSE

1. Goal The Assistant Director explained that he

Establishment works with the Executive Directors of the centers to
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set up state-wide goals, broadly defined. He sits
on several committees with the Executive Directors.
The Director of the Division of Mental Health has
the final say for the Division on matters of goal-
setting. When goal-setters, means-setters, change-
setters (the Executive Directors, and the Office of
Community Mental Health) don't agree, the Assistant
Director related that consensus is sought. "When
proposals for change from the Divisions are presented
to the Executive Directors and they don't like then,
the Division backs off and doesn't force Division
proposals on the centers". There is a peer process
that is involved. The Division, he said, used to be
more authoritarian. It is now much more democratic.
All decisions are majority rule decisions among the

entire group of goals, means and change-setters.

The Coordinator noted that the centers have
their own goals and that the Division tries to make
these goals concrete and measurable. Budgets, goals
and objectives are submitted to the Division each
year. If the Division doesn't agree, he said, they
are returned to the centers and questioned. When
goals, means and change-setters disagree, the Coordi-
nator explained that certain courses of action are
taken, depending on the area of disagreement. "If a
center violates a standard a firm position, hard

line is taken to exercise control". "Centers have
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to change", he said. "If data doesn't come in, we
hold up quarterly checks until it comes in". "We
don't like to tell the centers how to run their
programs, but if a program gets too fat financially,
we won't give them the requested money if alterna-
tives exist". Other areas of disagreement are
negotiated he said, and may go in favor of the
centers. If the Executive Director of a center and
the Division disagree, the matter may go to that

center's Executive Board, noted the Coordinator.

2. Means The Assistant Director explained that the

Establishment Division works with the Executive Directors on
matters of fees, finances and funding priorities.
They direct funding and act as a source for other

funds, especially federal.

The Division provides technical assistance,
as in writing grants, and accountant services to the
centers, related the Coordinator. "Legislative
appropriations come from the Division which is

controlling center programs through financing", he

continued.
3. Feedback The Assistant Director receives both solicited
and unsclicited feedback. "Complaints are infrequent,"”

he said. This feedback he communicates to the
centers or their Boards. A list of his feedback

sources appears in Table XXVI, Appendix IX.
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The Coordinator reported that he travels to
the centers and to various community agencies and
receives feedback from all of them on the performance
and needs of the centers, their Boards, recording
systems and the like. He sends data from New Hamp-
shire Hospital to the centers. The Coordinator
related that he meets with the Executive Directors
on his initial visits, next with the staff and will
meet later with the Executive Boards. His complete
list of feedback sources appears in Table XXVII,
Appendix IX. He reports this feedback directly to
the centers, and from the centers to the Division.

He explained that he tries to keep in close contact.

4. Evaluation The Assistant Director explained that the

and Assessment Coordinator gathers the information on the progress
of the centers' programs that are financed by the
State. The Division works with the Executive Directors
on changing priorities of programs re: funding and
technical assistance. The Division has forced
certain changes through the development of statewide

standards.

Assessment, noted the Coordinator, is the
difficult part of accountability. "It began with
finances and statistics, but the effectiveness is
difficult and subjective." The Coordinator said he
suggests programs and program developments to the

centers.
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The data collected from the Office of
Community Mental Health indicates that goals and
means are established and re-established at regular,
formal meetings. Feedback is regular, fairly
systematic but not entirely continuous. Therefore,
the social feedback model used by Buckley may apply
better to the Division than to the mental health

centers.

The Division is a member of the Control
Center in Buckley's model. It is involved with
establishing and re-establishing goals and means, on
an organizational/policy level, for the centers. It
is not directly involved in therapeutic decisions,
though it influences the programs that centers offer
by controlling a significant portion of the funding.
The degree of authoritarianism or equalitarianism
that is exercised by the Office of Community Mental
Health is unclear as the interviews were somewhat
conflicting. This may vary depending on the issues

and the personalities involved.
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CHAPTER 1V

ANALYSIS

The significance of a model depends on how well it serves its purpose
The purpose of industrial dynamics models is to aid in designing
better management systems. The final test of satisfying this purpose
must await the evaluation of the better management. In the meantime
the significance of models should be judged by the importance of the
objectives to which they are addressed and their ability to predict
the results of system design changes. The effectiveness of a model
will depend first on the system boundaries it encompasses, second on
the pertinence of selected variables, and last on the numerical
values of parameters. The defense of a model rests primarily on the
individual defense of each detail of structure and policy, all
confirmed when the total behavior of the model system shows the
performance characteristics associated with the real system. The
ability of a model to predict the state of the real system at some
specific future time is not a sound test of model usefulness.!

Data on the feedback processes in New Hampshire's mental health
centers has been collected and presented. This information provides
clumsy and unclear answers to the specific questions of this study. To
be more direct and focused and illuminating, this chapter will be
arranged to first of all pull together and analyze the material that
should answer the first four questions. The material for each of the

four sampled centers plus the Division of Mental Health will be presented

separately.

Following this a comparative look will be taken of these findings
to determine what similarities and differences appear among the four
mental health centers. This study is not a complete organizational anal-
ysis, but within the framework of organizational self-regulation, certain
observations and conclusions can be made about the relationship of

selected organizational variables and the nature of feedback processes.

1Jay W. Forrester, Industrial Dynamics, Cambridge, Mass., The MIT
Press, 1961, p. 115.




95

The material relevant to the fifth question on the sequence of
stages has already been presented. Upon reviewing this, some expansions
will be provided, particularly as they tie in with work undertaken by

others interested in feedback.

Finally, the sixth question dealing with social feedback models
will be presented. In the light of the data collected, an elaboration
to the current social feedback model will be put forth in the hopes that
it will be helpful in understanding complex organizations. Means by
which this proposed elaboration can be coordinated with other organiza-

tional diagrams will be explained.

Taking the mental health centers in the order in which they were
presented, the Manchester Community Mental Health Center feedback

processes are analyzed first.

As was pointed out earlier, the decision-making within mental
health organizations can be more or less cleanly divided into two
categories: organizational issues (eg. fiscal matters, organizational
structure, procedures, size, relationships with the surrounding community
and its agencies, general philosophical/political orientation) and
clinical issues (eg. the handling of specific clients or client groups,
the effectiveness of treatment modalities, referrals to and coordination
with specialists and their facilities). (N.B. Some decisions or problems
have both clinical and organizational aspects). Within the Manchester
center, organizational goal establishment and re-establishment, Question
#1,7 appears to be handled in a relatively traditional manner. Input

is received by the administrators from the clinical and clerical staff.

Zhe exaEE'wording of this question and the five others appears with

the conclusions to these questions further in the chapter.
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This input, coupled with the feedback they receive and the environmental
disturbances are used by the administration to determine and change
organizational goals and policies. (Disturbance is a term referring to
the set of other factors that influence decision-making, and the environ-
ment, such as current political and economic events, relevant scientific
research, and the personal needs and goals of involved personnel. This
term will be considered further in connection with the model proposed
under Question #6). The Executive Director reviews all decisions and
exercises final authority over them. These decisions, or the most
important ones among them, are nominally reviewed by the Executive

Board. This process is represented in the diagram below.

Organizational
Goals and Policies

. © % 0,70 ° o Fxecutiv
Division of Mental-— 00000 2 :°°o xecu ¢ Board screen
(=]
Health 6 0O oooc‘oo
Disturbance Executive Director Clerical and Clinical
Other feedback : I staff (excluding Night
Terms of grants Shift) input and

?
——4 Administrative Staff

and legislation feedback

Figure 3. Organizational goal establishment and re-establishment
within the Manchester Community Mental Health Center
The process of establishing and re-establishing clinical goals
occurs in a somewhat less traditional fashion. Administrators and
clinical staff tend to jointly work out clinical goals. This process is
undertaken chiefly during daylight work hours and so the Night Shift is
only minimally involved. These goals are reviewed by the administrative

staff. Figure 4. illustrates this process.
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Clinical
Goals

Administrative screen

Administrative staff Outpatient staff input and
input and feedback feedback
Disturbance Inpatient staff input

and feedback

Other feedback Night Shift staff input
and feedback

Figure 4. Clinical goal establishment and re-establishment
within the Manchester Community Mental Health Center

Organizational means establishment and re-establishment,
Question #2, takes place in a similar though not entirely identical fashion
as does goal-setting. The essential difference lies in the more
colleagueial relationship between the Executive Director and his admini-
strative staff in these matters. The process of establishing and re-
establishing clinical means involves a greater degree of clinical staff
autonomy. Certain decisions are made by this staff without administra-
tive sanction. Figures 5. and 6. illustrate the process of establishing
both types of means. (Within the Manchester center and the three others
in the sample, not all organizational goals and means are reviewed by the
Executive Board. Particularly matters related to organizational structure
or policy within individual programs may be decided on at the

administrative/staff level.)
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Figure 5. Organizational means-establishment and
re~establishment within the Manchester
Community Mental Health Center
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Figure 6. Clinical means establishment and re-establishment
within the Manchester Community Mental Health Center
Feedback, Question #3, within the Manchester center has the

following characteristics:

a. Administrative internal feedback is both systematic (received
according to a fixed schedule or at regular intervals, and in an

instituted manner, as in weekly meetings) and unsystematic. Some
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of it is formal, though most of it is informal.

Administrative external feedback 1s essentially unsystematic,

formal and informal.

Out-patient staff internal feedback is a combination of systematic
and unsystematic feedback. It is more oral than written; more
informal than formal; sometimes inadequate for the staff's purposes,
by their own definition especially when the source is other staff
and the administration. The internal feedback is, however, mainly
adequate and seldom an overload. Internal feedback comes chiefly
from three sources, staff, administration and the Division of

Mental Health.

Out-patient external feedback is unsvstematic the vast majority

of the time. It is somewhat more oral than written; about equally
formal and informal; sometimes inadequate, but more often adequate
and rarely an overload. Roughly one-fifth of the sources are

mutual to the majority of the staff.

Night Shift staff internal feedback is systematic and unsystematic;
equally formal and informal; completely inadequate and limited to

other clinical staff and the administration.

Night Shift staff external feedback is unsystematic, essentially

oral and informal, and severely limited.

In-patient staff internal feedback is largely oral. The majority
of it is informal and adequate; never an overload; and comes

fairly exclusively from the clinical staff and the administration.
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h. In-patient staff external feedback is also largely oral; somewhat
more informal than formal; sometimes inadequate but more often
adequate, and seldom an overload. As with the Out-patient staff,
about one-quarter to one fifth of the sources are common to most
staff, while the other three-quarters (four fifths) of the sources

come to only one or two staff members.

i. For Executive Board members the vast majority of the feedback
comes from two sources, the Executive Director and the Business
Manager. This feedback is generally formal and often systematic.

The Board's other feedback sources are haphazard.

j. The clerical staff function to communicate and channel internal

and external feedback.

In the Manchester center, as in all the others sampled, external
feedback is essentially unsystematic. The feedback from some sources may
be very frequent, once a week or more. But since most of that feedback is
not received at set, designated intervals, it may often have the effect but
not the quarantee of systematic feedback. Some of the external feedback

sources come in as infrequently as once a year.

Evaluation, Question #4, of organizational goal attainment is
formally and informally undertaken by the Executive Director and his
administrative staff. The role of the clinical staff in these evaluations
is unclear, but apparently limited. Clerical staff participate in the
evaluation of the clerical routine. The Executive Board's involvement in
organizational evaluation, by their account, is limited to fiscal assess-

ments.
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Evaluation of clinical goal attainment is undertaken by the
clinical staff in groups, individually, or with the administrative staff.
Collective staff evaluations were reported to be seldom among Out-patient
staff, but fairly frequent, both formally and informally, among In-
patient staff and Night Shift staff. Since many indicated that the
clinical goals are not very clearly defined, the process of evaluation

must include a considerable amount of uncertainty.

Turning to the data collected at North County Community Services
in Berlin, one finds a pattern of decision-making that is not altogether
unlike that in Manchester. Organization goals and policy establishment
and re-establishment, Question #1l, are controlled in large measure by
the Executive Director. Figure 7. indicates his role and relationship to

others within the organization.

Organizational
Goals and Policies

Clerical and

Division of Clinical staff
Mental Executive Director Executive Director input and feed-
Health and Planning Com- back
mittee of Executive Program Directors isturbance
Board Other feedback

Figure 7. Organizational goals establishment and re-establishment
within North Country Community Services
It should be noted that the Executive Board interviewees reported
that the Board is not involved with goal-setting, as was reported by the
Executive Director. Neither Board member interviewed, however, was a

member of the Planning Committee, see Figure 7.

Clinical goals may be variously established and re-established with-

in North Country Community Services. The autonomy of individual staff may
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vary with the case and the appropriateness of singular or collective
decision-making. In any case, the Executive Director has delegated this
function to others and generally is not involved with it. Figure 8.

illustrates the process.

Clinical Goals

~linical staff with clients

Other Feedback
Disturbance Clinical staff with Program
Directors

_______J Program Directors

Figure 8. C(Clinical goal establishment and re-establishment
with North Country Community Services

The responsibility for establishing and re-establishing organiza-
tional means, Question #2, has been largely delegated by the Executive
Director to his program directors. He does retain a final sanctioning
function as does the Executive Board, to whom are channeled major organiza-
tional means proposals. This process is represented in Figure 9. Figure 10.
illustrates the process by which clinical means are established and altered.
As with clinical goals, some clinical means decisions are made by the
therapist and client directly. Others involve consultation with other staff
and/or the program director. In certain instances the Executive Director

may review the decisions.
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Figure 9. Organizational means establishment and
re—establishment within the North Country
Community Services

Clinical Means

Executive o ¥ o

6 o PR
. o o C . . .
Director °e ® 0,s° > ° Clinical staff with Clients
Screen ° o ® ©

Disturbance-—T

Clerical Clinical staff with Program
staff input Directors
and feedback

Figure 10. C(Clinical means establishment and re-establishment
within the North Country Community Services

Feedback, Question #3, within the Berlin center has the following

characteristics:

a. IExecutive Director internal feedback is both systematic and

unsystematic; formal and informal.

b. Executive Director external feedback is unsystematic, and again

both formal and informal.

c. Clerical staff communicate and channel internal and external

feedback. They may exercise a certain amount of gatekeeping
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in this process. They receive significant amounts of unsystematic

informal feedback from the local community.

d. Clinical staff internal feedback is systematic and unsystematic;
largely oral and informal. Seldom is it reported to be inadequate
and never an overload. There are two principle sources: the

staff and the administration.

e. Clinical staff external feedback is unsystematic, and again
generally oral and informal. It is described as being pre-
dominately adequate, though sometimes inadequate and, rarely, an
overload. Over three-fifths of the sources are common to only

one, two or three staff members.

f. Executive Board internal and external feedback is systematic and

unsystematic; formal and informal.

Organizational evaluation, Question #4, is undertaken by the
Executive Director with the aid of the program directors. Clerical
staff have input into office routine evaluation. The Executive Board,

it was reported, is not actively involved with evaluation and assessment.

Clinical evaluations are made regularly in formal and informal
sessions by the clinical staff and the program directors. Evaluations are
made against goals which are reported to be clear enough to serve as a

standard of comparison.

At White Mountains Community Services in Littleton the pattern
of organizational decision-making, Question #1, is somewhat different than
that found in the centers in Manchester and Berlin. The Executive Board

has the final vote on such decisions and the Executive Director the final
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responsibility on goals presented to the Board. However, the process of
arriving at organizational goals and changing them begins with a highly
democratic discussion involving all staff. When concensus or a majority
position is achieved, the proposed goal is sent on to another body that
operates on the majority rule system, the Executive Board. The Executive
Director, by reports, functions to cast the deciding vote in the case of
a tie or compIéte disagreement among the staff, but he does not exercise

a strong hand or authoritarian rule. See Figure 11.

Organizational
Goals and Policies

?

Executive Board

Program and Planning
Comm., Exec. Board

Division of
Mental Health \\\\\EQSE Executive Director tie-
J breaker

Administration input
and feedback

Clerical staff input and
feedback

Disturb . .
tsturbance Clinical staff input

and feedback
Terms of grants
and legislation

Other feedback

Figure 11. Organizational goal establishment and re-establishment
within White Mountains Community Services
Clinical goals are set and altered in a fashion similar to that in
the Berlin center. Sometimes the goals are established directly by the
therapist with input from all staff at weekly staffings. At other times
the program directors or the psychiatrists may make a decision, though

generally not without staff input. The degree to which the clerical staff
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participate in clinical decisions is unclear. By their own report they
do not participate to any significant extent. By the report of the rest of
the administrative and clinical staff, they do. PFigure 12. details clinical

goal-setting.

Clinical Goals

\
Executive Director tie-breaker qigt
N\ Therapists

. All staff
bisturbance J Program Direct rsl input and
Other feedback » gr cro | 0P

feedback
*---**-4 PsychiatristsJF*
Figure 12. Clinical goal establishment and re-establishment

within White Mountains Community Services

The processes by which organizational and clinical means, Question
#2, are established and re-established within the Littleton center are
essentially the same as are illustrated by the figures for organizational
and clinical goal-setting. A diagram of organizational means establishment
would be identical to Figure 11, Organizational Goal Establishment. By
adding an input from the Executive Board President to the Program Directors, and
changing the input of 'all stall' to 'administrative and clinical staff',
Figure 12, Clinical goal establishment, would also diagram clinical means

establishment.

Feedback, Question #3, within the Littleton center has the

following characteristics:

a. Administrative internal feedback is systematic and unsystematic,

formal and informal.
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b. Administrative external feedback is generally unsystematic, again

both formal and informal.

c. The Clerical staff function as a communications link for internal
and external feedback. The data suggest a small amount of gate-

keeping regarding informal feedback.

d. Clinical staff internal feedback is systematic and unsystematic.
It is mainly oral; somewhat more informal than formal, over-
whelmingly adequate and never an overload. Board members are

included as a source for most clinical staff.

e. Clinical staff external feedback is unsystematic, largely oral,
and both formal and informal. It is generally adequate for the
staff's purposes, though occasionally inadequate. Almost nine-
tenths of the sources are not common to the majority of the

staff members.

f. Executive Board feedback is systematic and unsystematic, formal

and informal.

Organizational evaluations, Question #4, are conducted chiefly
by the administration. These evaluations are often informal. Clerical
staff participate in evaluating office procedures. Executive Board
members feel they have no criteria by which to make evaluations and
assessments, especially regarding service delivery. They are attempting
to change this exemption in their role by involving themselves with

administrator evaluations.

Clinical evaluations are handled by the clinical staff in reqular

formal meetings and in frequent informal ones. Some felt that the goals of
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the services are clear enough to serve as a performance standard; others

disagreed. This undoubtedly complicates the evaluation process.

As we move on to the fourth center in the sample, it becomes evi=-
dent that certain patterns of decision—making re-occur within mental
health centers. The picture of goal establishment and re-establishment,
Question #1, at Carroll County Mental Health Services in North Conway and
Wolfeboro is very similar to that in Littleton. The Executive Board and
Executive Director review organizational goals jointly arrived at by the

entire staff. Figure 13. details this.

Oraanizational Goals
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Board
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° o ° . .
Health 0, v ? p 0}———EXecutlve Director screen
. . ] [~]
ExecutiVe Director ° °

input and feedback Clerical staff input and

feedback
Disturbance ”/,Clinical staff input and
feedback
Terms of grants and Other feedback

legislation

Figure 13. Organizational goal establishment and re-establish-
ment within Carroll County Mental Health Services
Figure 14. details clinical goal setting at the North Conway
and Wolfeboro centers. As with the two previous centers, clinical goals
may be variously established, allowing room for a certain amount of

therapist autonomy.
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Clinical Goals

Therapist
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Other and
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Executive Director
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Program
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Figure 14. Clinical goal establishment and re-establishment
within Carroll County Mental Health Services

The processes by which orginizational and clinical means, Question
#2, are established and re-established are almost identical to those of
organizational and clinical goal-setting. By deleting 'terms of grants
and legislation' from Figure 12. that diagram would also represent the
process of establishing organizational means. Adding 'supervisor' to the
input of therapists with their clients in Figure 14. makes that diagram
an illustration of clinical means establishment as well as clinical goal
establishment. This means that the same people are involved in the

same way for both goals and means-setting and altering.

Feedback, Question #3, within the North Conway and Wolfeboro

centers has the following characteristics:

a. Executive Director internal feedback is systematic and unsystematic,

formal and informal.

b. Executive Director external feedback is unsystematic, formal

and informal.
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¢. The Clerical staff function as a communications link for internal

and external feedback.

d. Clinical staff internal feedback is both systematic and unsystem-
atic. It is more oral than written; about equally formal and
informal; largely adeguate, though sometimes inadequate, and
rarely an overload. Five of the seven sources are common to at

least half of the staff.

e. Clinical staff external feedback is unsystematic, largely oral,
and about equally formal and informal. It is generally adequate,
though sometimes inadequate and an overlocad. A little less than

half the sources are common to 50% or more of the staff.

f. Executive Board feedback is systematic and unsystematic, formal

and informal.

Organizational evaluations, Question #4, are undertaken chiefly
by the Executive Director. The clerical staff participate in the evalu-
ation of office procedures. Executive Board members play a minor role

in evaluation, by their account.

Clinical evaluations arec made by the clinical staff. As in the
two previous centers, there is a divergence of opinion regarding the
clarity of goals and their usefulness as goal attainment standards.

This must complicate the evaluation process, influence assessments of
effectiveness, and have a bearing on the increasing demands for account-

ability, especially where third party payments are involved.

The New Hampshire Division of Mental Health plays a significant

role in the establishment of mental health center organizational goals
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and means, Questions #1 and 2. As organizational goals and means bear
on clinical goals and means (see below), the Division has influence upon
the latter, but in no direct way. Key personnel from the Division meet
with the Executive Directors regularly to work out uniform, statewide
goals and policies. The Executive Directors in turn bring this informa-
tion to their own centers where it functions as a parameter for the
consideration of that center's goals. In the preceeding diagrams of
organizational goal establishment this process is indicated by the input
arrow from the Division to the Executive Directors. This input is more
than suggestions and may carry financial sanctions with it, as the

Division acts as the dispersing agent for State and federal funds.

The Division acts in both an assisting and advising role and as
a co-parameter setter with the Executive Directors where organizational
means are concerned. Assistance of various sorts is offered to the
administrative staffs of the centers. Uniformity and promptness of certain
organizational procedures are demanded. Financial sanctions may or may

not be used, depending on the Division personnel involved.

The internal feedback, Question #3, received by the Division of
Mental Health is both systematic and unsystematic; formal and informal,
oral and written. The external feedback is generally unsystematic; formal

and informal, and largely oral.

The Division involves itself in evaluation, Question #4, in the
same way they involve themselves with goals and means setting. They are
appraised of the status of things within the centers, and then evaluate
and assess this status with the Executive Directors. This acts as

important, often binding, input to the Directors.
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A summation can be made of the findings from descriptive questions
# 1-4 on the nature of the feedback processes in the mental health centers

in New Hampshire.

Question #1. How are policies or goals established and re-established in

the mental health centers of New Hampshire?

Question #2. How are means established and re-established in the mental

health centers of New Hampshire?

In the four sample mental health centers in New Hampshire, the
clinical goals and means setters, or the Control Center in Buckley's
model, includes the clinical staff as well as the administration. There
is a collegial decision-making arrangement (jointly among associates)
among the staff regarding the delivery of services. (This may, but often
does not include the clerical staff.) The goal setters are also the
means setters and the means implementers. A more traditional or author-
itarian hierarchy does not pertain in the matters for which the professional
staff has been trained, usually with advanced academic degrees. The
Executive Director of a New Hampshire mental health center is likely to be
a social scientist and may participate as such with his staff in arriving
at clinical decisions. (Within the large center in the sample, the

collegial relationship is best seen within programs.)

The sampled mental health centers in New Hampshire exhibit two
divergent processes concerning the establishment of organizational goals
and means. This divergence is noteworthy in the pursuit of identifying
relationships between sclected center variables and the nature of feed-
back processes. In two of the small, northern, rural catchment area

centers the decision-making body (Control Center) for organizational
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matters includes the clinical staff. In the other two centers clinical
staff are not included. After looking at only the Manchester data it
was felt that clinical staff exclusion in organizational decision-making
might reflect a necessary role distribution due to the size of the
staff. When that exclusion was also found in the relatively small
center in Berlin (less than 20 staff members), and not in the other two
small centers, it was determined that region of the state and type of
catchment arca (rural or urban) were not predictably involved in a
relationship with the nature of the decision-making processes. However,
size of the center and the organizational role distribution preference
of the Executive Director probably were. Small centers may have a
collegial decision-making process for organizational matters or a more
traditional one, depending in large measure on the preference of the
Executive Directors. (New Hampshire Executive Directors have consider-
able latitude in the establishment of administrative processes.) Large
centers (more than 40 staff members) probably can not have a strictly
collegial decision-making process involving clinical staff in organiza-
tional matters because of size limitations. (Thirty or more people in a
decision-making process is unworkable and would necessitate considerable
delegated representation.) Large Centers may have either a collegial or
a traditional decision-making process within an administrative group,
depending on the preference of the Executive Director. Tt may be
cbserved that participation in clinical decision-making carries with it
a requirement for clinical education, while participation in organiza-
tional decision-making does not apparently carry with it a requirement
for administrative cducation. 1Two of the four Executive Directors in
the sample were clinicians by education and experience, and not admini-

strators.
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Executive Boards of New Hampshire's mental health centers are
governing bodies composed of lay people who live within the catchment
area of their center. The Boards and the Executive Directors have the
ultimate responsibility for the organizational and clinical decisions
made at the centers. They may be liable parties in the case of a legal
suit against the centers. Executive Board members are not expected to
be social science professionals, and therefore their role in the major
aspects of clinical decision-making can be, and is in the four sampled
centers, little more than giving approval to the judgements of the
social science professionals. The extent to which the Executive Boards
take a more active decision-making role in organizational matters varies
from center to center and with the issues. No relationship was found
between the size, location and nature of the catchment area and the role
played or not played by the Executive Boards. All Boards seem to be
actively involved with fiscal issues, but sometimes more passively
involved with other organizational matters. This may in part be under-
stood if one locks at their feedback sources, the number of sources and
their characteristics. Generally, Executive Boards rely heavily on
their Executive Director for the majority of their feedback. They have
few external feedback sources, and these tend to be unsystematic. The
amount and variety of feedback information that they either solicit or
receive unsolicited does not seem commensurate with the amount of

responsibility they are called upon and do assume.

This study has consistantly distinguished between decisions that
mental health center staff and affiliates make about organizational goals
and means and clinical goals and means. Logically there should be a

relationship between the two types if organizational self-regulation is
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to be effected to any extent. Viewing the ideal relationship in terms of
a hierarchy of goals and means, the attainment of organizational goals
would in large part take place through the attainment of clinical goals,
provided that the two types were coordinated. Coordination can only occur
in the presence of adequate communication and feedback. In the sample
centers of this study, that coordination, to whatever degree it occurs,
takes place through the mechanism of internal feedback which is systematic
(as well as unsystematic) and regular. Personnel from all groups within
the centers meet with each other, and by theixr accounts, exchange feedback

that should allow for such coordination.?

Within an organization that exhibits some degree of goal hierarchy,
goals and means change categories. The means at one level become the
goals at the next level down. In this study organizational means set by
the Executive Director and/or the administrative staff may become the
goals of individual program directors or clerical staff. Clinical means
set by program directors with or without their clinical staff, may become
the goals of individual therapists, workers and volunteers. The presence
of a hierarchy involves a sequence of goals and means transitions. This
sequence occurs over time. The greater the number of intermediate goals,
the greater the time involved. A progression of goals is illustrated

by Joseph Litterer in the following diagram.

31n the pre-test center at Lewiston, Maine, there existed a serious commun-
ications gap among all parties, resulting in divergences of organizational
and clinical goals and means. Consequently, the center came into serious
fiscal and other difficulties which nearly resulted in the termination of
the entire organization.
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Figure 15. Progression of Goals and Control Loops, Joseph A.
Litterer, from The Analysis of Organizations, New
York, John Wiley and Sons, Inc. 1965, p. 247.

Question #3. What are the sources and characteristics of the feedback
in operation in the social feedback processes of the mental

health centers of New Hampshire?

It has already been pointed out that the internal feedback in
New Hampshire's mental health centers is both systematic (recieved at
certain designated intervales in an instituted manner) and unsystematic.
The external feedback is largely unsystematic as no centers have established
a regular feedback and follow-up system. Within the two categories
gsystematic and unsystematic, the feedback may be formal and informal,
oral and written and by observation, inadequate (for the staff member's
purpose by his own description), adequate and an overload or too much
information to handle, especially if that information is superfluous.
Systematic feedback need not be formal and written. It may also be

informal and oral. There does not seem to be significant differences in
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the characteristics of the feedback in the small centers as compared to
that in the larger one. In each of the four sample centers, certain
staff members, for whatever reasons, receive much more feedback from
many more sources than do other staff members. This means that some
staff are dependent on others to provide them with the environmental

testing necessary for organizational control.

Within the mental health centers some staff do receive feedback
from some external sources that, though they may be unsystematic, are
none-the-less very frequent, perhaps several times a week. This feedback
may have the consequences of systematic feedback, but not the quarantee

of continuation.

(Since feedback is the key to successful organizational control,
what are the criteria for useful, adequate feedback? How does an organiza-
tion insure a flow of useful feedback? Referring to the literature
cited in Appendix XIV, useful feedback is regular enough to keep the
receiver appraised of all changes in the environment. It does not have
time lags that make the information out of date. It is complete,
pertinent, accurate, multi-sided, clear, free of distortion and bias. A
useful flow of feedback can only be insured by instituting feedback
channels at all levels within the organization. These channels must be
prepared to deal with the flow of information, be responsible for seeing
that it is solicited and received and communicated, and, of course,
utilized. Organizational members must be alerted to their formal and
informal role in the feedback process, and alerted to the complicating

factors that can influence feedback, such as personnel changes, con-
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flicts, human error and the like.')

Question #4. How is feedback assessed and evaluated in the mental

health centers of New Hampshire?

The diagrams at the beginning of this chapter indicate that
evaluation in the mental health centers, on both an organizational and
clinical level, is fairly regular and undertaken by or with input from
all involved parties. The effectiveness of the evaluation depends on
the nature of the internal and external feedback, and also upon the
clarity of goal setting and the degree of coordination between goals and

means.

At each of the stages in the social feedback process; goal
setting, means setting and implementation, feedback gathering, evalua-
tion and change, mental health organizations experience complicating
circumstances and conflict. These are persistent elements in the organi-
zational process. Their complete elimination is both unrealistic and
probably undesirable. Conflict has numerous positive organizational
consequences, such as stimulation, ferroting out problems and difficul-
ties, new production and creativity. Conflict may bring out construc-
tive group decisions. (Several interviewees in the study related that
disagreements in decision—-making are worked out so that consensus
results. As was noted by others, it is probably just as common that

such conflicts are handled by a vote with the majority ruling, rather

“a suggestion was made by a family member of a mental health center client
that all released in-patient clients and terminated out-patient clients be
asked to fill out a form that asked the client and the family certain
pertinent questions, such as whether their expectations had been met and
how helpful the treatment had been.
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than bringing everyone into complete agreement.) But conflict must not
be allowed to mount to a level that brings significant disruption of the

organization's self-regulatin rocesses.
g9 g

Question #5. Within the social feedback system of the mental health
centers of New Hampshire, what is the relationship of
time and the sequence of stages within the social feed-

back model?

In Chapter III data have been presented from each of the mental
health centers in this study suggesting that, whereas feedback is the
mechanism by which any type of organization may realize what consequences
they are having on the internal and external environment, actual social
organizational decision-making and implementation (i.e. control) does
not always take place following the reception of that status~defining
information. Decision-making in many instances may be a continuous

process that is influenced regularly, or not so reqularly, by feedback.

The social feedback models that are currently used including the
one used by Buckley, all indicate that social feedback is a process that
includes a number of stages. This process is a directional one in the
models, with arrows indicating a sequence of stages. The arrows suggest
that the previous stage triggers off the next one upon the completion of
the previous one. No alternative action sequences are given, for in
fact, each of these models is an ideal type based on one rational
scheme of how organizations might operate. There are, however, other
options for feedback processes that may reflect how organizations

actually do operate.
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The alternative in modeling proposed here is based on a concept
that could be termed, 'the simultaneous regulation' model of social
feedback. It is predicted on the idea that feedback is information
relating to goals that enters into a larger process of control (decision-
making and implementation, both rational and irrational) referred to as
the social feedback process. (This process has been traditionally
diagramed as a loop. The loop includes stages before and after the
feedback.) Thinking in terms of the model used by Buckley, the stages of
goal setting, means setting and implementation, evaluation and corrective
action may be influenced by several factors other than feedback, such as
an organization member's learning experiences, needs, goals, or current
political and economic events. Sometimes these stages may operate with-
out the benefit of feedback. Lach of the stages, including feedback, is
often in continuous functioning because of organizational necessity and
the stimulation of these other factors referred to as disturbances. The
social feedback process may be thought of as a process composed of
several individual, though related processes, that are often in fairly

continuous operation.

In "Feedback in Administration", Keith W. Warner” points out that
administrations at all levels must make decisions without having adequate
information about the consequences of these decisions. Frank Alexander®
adds that it is not always possible or desirable to wait for an extensive
study to produce better data. When decisions are made in the absense of

complete, accurate, current feedback, there are several possible

SKeith W. Warner, "Feedback in Administration", Journal of Cooperative
Extension, Vol. V, Spring, 1967. p. 35-46

bFrank Alexander, "A Critique of Evaluation", Journal of Cooperative
Extension, Vol. III, Winter, 1965, p. 212.
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consequences: a. If a decision is made to change a goal, it will make

it practically impossible to judge whether current goal attainment has

been approximated, for when the feedback does come in, it will pertain to

a previous goal and not the current one. If the goal adjustment is
relatively minor, the feedback might still serve as a partial indicator of
current attainment. And there is often a use for information that indicates
how well previous goals were attained, even i1if new ones have already been
set. But when goals are changed faster than feedback is received, true
corrective action and self-regulation does not take place. Rather, the

process is goal-hopping in an open loop or linear fashion.

b. If the goal is not changed, but a decision is made to change
the means to achieving that goal before feedback is received about the
effectiveness of current means, the attainment of goal may be jecpardized,
enhanced, or even not seriously effected. But one would not know until
later. Changes in means (or goals) may be made on the basis of projec-
tions based on previous experience (feed-forward). These projections
may be fairly accurate, the end result being reasonably close goal at-
tainment. The organization could also be unlucky and miss the mark

badly.

c. If both goals and means are changed without the benefit of
feedback, the decision-making process is entirely an open loop one, and

does not fall within the field of cybernetics investigation.

By itself, feed-forward may be diagrammed as follows:
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Repertoire of reactions
based on previous experience

Goal #1 Means #1 —» Goal #2 ———————{E%%%E{}Eﬂ

Disturbance

Figure 16. Feed-forward

Feed-forward assumes that a repertoire of reactions to certain
conditions or event has been acquired by the organizational decision-
makers through previocus experience. When a certain configuration of
circumstances occurs, such as a sudden decrease in funding or an increase
in the demand for services, a routine response is available. This gives
feed-forward one decided advantage over feed-back, and that is time.
Decision makers can act immediately without waiting for information on
the consequences of current goals and means. In times of serious threat
to the organization or sudden environmental changes, this may be very
important. If such a repertoire of reactions was not available to
decision-makers in times requiring quick decisions those made would be
fairly random, and would not carry with them a high probability of

success; here feedback regulation would be essential.

Successful organizations may employ a combination of open loop
and closed loop processes to regulate their goals and means. But if novel
environmental disturbances are to be dealt with, the process of deciding
by consequences must predominate in an organization that succeeds over
tine. Feed-forward can only be successful when only previously learned

situations arise. As everything is in a state of flux, standardized
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situations usually are not common. Feed-forward could never success-—
fully operate as a permanent and prime process of organizational regula-

tion.

Within social organizations there frequently exists a tolerance
factor in goal attainment. Coming within a certain range of the goal is
defined as being acceptable and not indicative of a need for goals or
means alteration. TFurther, complex social organizations, at least on
the short haul, have limits to their range of responsiveness or possibility
for rapid change. For limited periods of time these factors may be
important in keeping the organization from disintegration. If feedback,
which for a time has not been present, returns to the decision-making
process at a time opportune to realistic self-regulation, the status of
the organization may be stabilized. In the situation where an organization
sometimes makes decisions on the basis of complete, accurate and current
feedback, and sometimes does not, that organization may persist. Later

corrections may be sufficient to insure this.

The data from this study indicates that mental health centers
are continually involved with setting and altering goals and means. Feed-
back may enter these decision-making processes and influence them to a
greater or lesser extent. Feed-forward may enter these decision-making
processes when required. Sometimes, for whatever reasons, feedback may
not be received on an issue, but a decision is made anyway. Feedback may
be received but ignored in the decision-making process. The feedback
received may be incomplete or too late to be very helpful in the decision-
making. The decision-making process at the goal setting, means setting
and implementing, evaluating and changing levels is influenced by political

events and relationships, by beliefs and values, and all other manner of
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disturbances. These disturbance factors function to help perpetuate the
decision-making stages of goal setting and altering and means setting

and altering in the mental health centers in New Hampshire.

This process of organizational regulation by both feedback and
feed-forward may be illustrated in an elaborated social feedback model.
The elaboration would eliminate most of the arrows of more traditional
social feedback models, and includes the influences of environmental
disturbances. It would include lines between circles to indicate a
relationship among stages, but not a necessary sequence among stages.
Arrows on the circles would indicate that the stages may be in continuous
operation. Goals and means may be changed in response to environmental
as well as feedback information. The elaboration would be arranged to
accommodate a feedback sequence of the traditional sort, where feedback
stimulates organizational adjustment. But it could also accommodate the
situation of feedback exclusion, feedback lag, feedback inadequacy, and

feed-forward. Diagramed, this elaboration would be as follows:

Disturbance
Goal Means Imple-
Setting Setting entation
nternal
and
Feedback External Disturbance
nvironmental
e Effects

Figure 17. Elaborated Social Regulation model
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This Regulation Model is designed to accommodate a higher degree
of complexity and variation in the self-regulation process without the
use of a complex and confusing scheme. It is still a general model. It
would apply to all types of human organizations as do other social

feedback models.

Question #6. Does the actual distribution of decision-making behavior
in the mental health centers of New Hampshire suggest
elaborations or clarifications in the social feedback

model when applied to mental health centers?

The data for Question #5 has led to the development of an elabora-
ted social regulation model. That model should describe feedback processes
in traditional and authoritarian organizations as well as in collegial
organizations where decisions are made jointly among assoclates. Standard
feedback processes are explained by the model as well as the combination
of open and closed loop processes. But it will do so on a general
level. This study sought to discover whether a social feedback model

could be drawn up that would specifically apply to mental health centers.

The first section of this chapter has included 8 diagrams (not
to be confused with models) that detail organizational and clinical goals
and means setting in each of the four sample centers. Each of these dia-
grams is somewhat different from the others, for each of these decision-
making processes i1s undertaken in a separate way in each center. For
the mental health centers there is no uniform Control Center composed of the
administrative bodies that make decisions, as in the explanation offered
by Buckley, see p. 3. 'The involvement of the administration, the clerical

staff, the clinical staff, the Executive Board and the Division of Mental
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Health varies. (There is a control function and not a control position).

The data does not suggest a separate feedback model for mental health

centers. But there is a wav *hat the actual decision-making processes

of this specific organization can be outlined within the larger framework

of a general social feedback model. By combining the elaborated social

regulation model with the specific diagrams for decision-making at each

center, one combines the general model with case specific data for the

purpose of illuminating the case specific. As an example: The diagram

for organizational means setting at the Berlin center is represented by

Figure 9.

'Organizational Means

Division of

Executive Director

Mental L 0 % 2% and Executive Board
Health : 10 ° °°o° e U soreen
o° 4
oo 0o o @0
Disturbance Program Clerical and Clinical
Other Feedbaclk ™ — ¥ Directors r T T T staff input and feed-
L back

Figure 9. Organizational means establishment and re-establishment
within North Country Community Services

The diagram for the elaborated social regulation model is represented by

Figure 17.
Disturbance
Goal Means Imple-
Settiji[ Setting entatio
ITnternal
and
Feedback External Disturbance
Environmenta
bffects
~

Figure 17. Elaborated Social Regulation Model
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Figure 9. can be plugged into Figure 17, by placing the complete
Berlin organizational means diagram within tbhe means setting circle of the

elaborated social requlation model. Figure 18. demonstrates this.

Disturbance

Goal Div. of
Setti? Mernr—H:
Disturb.
Other
F'eed. input & feed.

Internal
and
External
Environmental
Effects

Feedback

Disturbance

Figure 18. Organizational means establishment and re-establish-
ment within North Country Community Services as seen
within the framework of the Elaborated Social
Regulation Model

This same procedure can be done with any of the goals or means

setting diagrams from this study or diagrams that might be drawn for any
other mental health center. As the elaborated social regulation model is

a general one, specific decision-making diagrams from any type of organiza-
tion could be plugged into it. Diagrams for the complete set of goals

and means setting operations could be included in the appropriate

circles, if there existed a relationship between or among them as is
indicated by the connecting lines in the elaborated social regulation
model. However, too many of these organizational processes squeezed

together into one model probably would loose the impact of helpful

explanation because of the complexity that would result.
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The conclusion from all this is that the social regulation processes
within the mental health centers of New Hampshire can be explained by an
elaboration of an existing feedback model. Further enlightenment of these
processes can be achieved by plugging case specific diagrams into this

expanded model.

There is one more consideration this analysis should address
itself to. That is the validity of the new model. At the beginning of
this chapter a paragraph by Jay Forrester on judging model validity was
quoted. Forrester contends that: 1. the significance of a model depends
on how well it serves its purpose; 2. the effectiveness depends on the
system boundaries it encompasses, the pertinence of selected variables
and on the numerical values of parameters; and 3. the defense depends on
the individual defense of each detail of structure and policy, all con-
firmed when the total behavior of the model system shows the performance

characteristics associated with the real system.

The purpose of the expanded model in this study was to present a
schematic representation that would enable description of a variety of
types of social control in variousg organizations, and to do so in such a
way that it would lend itself to specific case application. The model
does this. The system boundaries are clearly limited to define the
organizations the model is explaining. The model variables are essentially,
with one addition, the variables of the model used by Buckley. Fach detail
of the structure and process of this elaborated social regulation model
is drawn from carefully gathered data on real structures and processes.

The model serves to describe the behavior of the real systems observed.
On the basis of intellectual projection, it would appear to describe the

behavior of a broad range of systems. The best reliability test will
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come with the test of further research and study and the actual usefulness

of the model to practitioners and theorists in the field.
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CHAPTER V

CONCLUSION

This study has attempted to add to our understanding of complex
human behavior by focusing in on the details of organizational feedback.
The study was designed to provide descriptive information about the
feedback processes of one type of social organization, the mental health
center, and also to contribute to the existing body of theoretical mate-

rial, including models on social feedback processes.

Four descriptive questions concerning the stages in social feed-
back were posed. The stages were those used by Buckley. In digest form
the findings showed that: 1. Social feedback in mental health centers
in New Hampshire is not a simple, well-ordered process. 2. Mental
health decision-making can be divided into two categories: organizational/
policy and clinical. 3. A collegial relationship exists among the
administrators and the social science professionals, (and sometimes the
clerical staff) for joint decision-making, especially around clinical
issues. 4. Decisions concerning organizational issues also include
joint staff/ administration input, but, as in the case of the Division
of Mental Health, the process may follow a more traditional form where
top administration does the decision-making. See the feedback model
used by Buckley. 5. The variables of geographic location of a center
and the type of center catchment area are not predictably involved in a
relationship with the nature of the decision-making processes and the
nature of the feedback. The size of a center may have little influence
on the presence of collegialship in decision-making, but may influence

the delegation of responsibility. Large groups are not effective
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discussion and decision-making groups, and so spokespersons, and represen-—
tatives tend to be used. This delegation may appear in an administrative
hierarchy. 6. Executive Boards of mental health centers have limited
feedback sources and rely heavily on the Executive Directors for their
information about the centers. They tend to be active in fiscal matters,
but more passive regarding other center matters. 7. A great deal of

the feedback that reaches the groups involved at the mental health
centers is unsystematic, not received at reqgular intervals in an insti-
tuted manner. This is especially true of external feedback. While
internal feedback is both systematic and unsystematic, external feedback
tends to be largely unsystematic. This adds a degree of precariousness
to the social feedback processes of the centers. 8. Some center
personnel receive much more external feedback than others. The amount
of feedback they receive does not seem to be related to their position
within the center but to other factors, like personality, that were not
within the scope of this study. This means that the receivers of less
feedback are dependent on the receivers of more feedback for a complete
picture of the effects of the services on the community. 9. Clinical
staff at the mental health centers function as an important communica-
tions link and feedback channeling group. 10. Evaluation is a regular
process within the mental health centers, involving all personnel.

Goals are not always clear when comparisons between goals and actual
performance are made, and the extent to which evaluators are aware of the
effects of the services on the community varies. 11. Conflicts and
disagreements are a part of the everyday organizational activities, and
may or may not be resolved. Their role in the decision-making process

is somewhat unclear, but, at a level where it does not seriously disrupt
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center goal-attainment, conflict may be constructive at several points,
such as in stimulating clarity, new ideas or solutions, productivity and

defining problems.

From these findings certain strengths and possible problems in

mental health centers emerge.

The mental health centers sampled in this study are very demo-
cratic organizations. They encourage collective input for decision-
making. Goals and means are frequently assessed and evaluated in both
formal and informal sessions, which results in an evolution of goals and
means as perceived circumstances warrant. Feedback from center personnel
on organizational and clinical issues is exchanged regularly and system-
atically, which should be important in preventing surprises due to
a communication's defect. The Division of Mental Health is in regular
contact with the centers. This should provide opportunity for a forum of

exchange, coordination and regulation.

The feedback sources of the Executive Board are disproportionately
limited, when compared to the weightiness of the decisions they are
called upon to make. Their principle source of information about the
centers 1is the Executive Directors. This may work fine under normal
circumstances. But under extenuating ones, such as an Executive Director
that is not a good information provider, serious problems could

develop.

Mental health center internal feedback appears to be quite
systematic. But, as has been pointed out earlier, the external feedback
is not. Undoubtedly, a principle reason for this is that funds have not

been available to support this kind of activity. Today, there is both
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state and federal legislation or grants that require evaluations as a
part of accountability. Accurate evaluations and maximum goal attain-
ment can only be realized through the use of an instituted feedback
system at all organizational levels. Regarding external fecedback, this
would include: follow-up systems, both short-term and long-term;
regular informal discussions with a variety of community people; formal
requests for feedback from community agencies as part of an exchange to
assist them; adequacy studies, which feed back information on the fit of
center services to the needs of the various groups within a catchment

area.

The two theoretical questions in this study centered around the
social feedback model. The data collected from the mental health centers
indicated that the stages in organizational feedback processes need not
follow each other in one fixed sequence as in a musical scale. The
stages may in fact be thought of as being in a continuous state of
process, not necessarily waiting for the next stage, and might profitably
be shown as such in the schematic representation. Feedback in a self-
regulating system is but one influence in the control process. The
control process does not always include it, (particularly when feed-

forward is employed) or may include it imperfectly.

An elaborated social regulation model has been suggested that
includes both more traditional chains of decision-making and control (first
goal setting, then means setting, implementation, effects on the environ-
ment, feedback gathering, evaluation and finally corrective action) and
continuous process decision-making where goals and means are changed in

response to environmental as well as feedback information. This situation
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may be found especially in organizations where the goal-setters, the
means—-setters and the implementers are frequently the same people, as is
the case in mental health centers. This elaborated social regulation

model is both open and closed-loop. 1t is represented in Figure 17.

Disturbance

Goal
Setting

lLeans
Setting

Imple-

Internal
and
External
Fnvironmenta
Effects

IDisturbance

Figure 17. Elaborated Social Regulation Model

The elaboration is still in the form of a general model and may
be applied to many settings. For specific application a diagramed scheme of
the goal setting or the means-setting of any particular organization may be

inserted within the appropriate circle in the model.

The present study of social feedback was conducted on a sample
of mental health centers in New Hampshire. The sample was intentional
rather than random to make it possible to research selected relationships.
The descriptive findings from the sample data may not be identical in all
respects to data that could be collected from the other centers in
New Hampshire in another study, but they should be indicative of basic
mental health center feedback and control processes. They should also

apply to mental health organizations in other parts of the country. The



135

greater the variance of an organization from the sample organizations
the greater the possible latitude in the trends one would find in the

social feedback processes.

The elaborated social regulation model is general enough to be
testable on any complex organization. It would be of great interest if
this were done. Likewise the relationship between a collegial decision-
making process and the continuous state of the stages in organizational
self-regulation and control should be tested in various types of organiza-
tions. This would help to establish the degree of generalizability of
the findings from this study. It would also be a validity check on the

suggested model elaborations.

A process by definition is change. When studying processes one
is looking at that which is changing. Mental health centers are systems
of realtionships, acts, processes. These are always in a state of flux.
It was suggested earlier that one doesn't step into the same stream
once. And so, how long the findings of this study might be found useful
is unknown, but surely limited. The Methodology chapter reviewed the
limitations of this study relative to some difficulties with the interview
schedule, the sample, the methodology. But the greatest limitation of all
is probably time. In an attempt to be relevant we may always be playing

catch-up.
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APPENDIX I

NEW HAMPSHIRE DIVISION OF MENTAL HEALTH

STANDARDS FOR COMMUNITY MENTAL HEALTH SERVICES

1. iNTRODUCTION

New Hampshire Revised Statutes Annotated 126-8:11 provides that the Director
of Mental Health shall: (a) promulgate rules and regulations governing eligibili-
ty of community mental health programs to receive state grants, prescribing stan-
dards for qualifications of personnel and quality of professional services; (b) re-
view and evaluate local programs and make recommendations thereon to the board of
directors; (c) provide consultative staff service to comnunities to assist in as-
certaining local needs and in planning and establiishing community mental health
programs.,

Standards offer guidelines to communities for the establishment and operation
of mental health programs, help to ensure a minimum level of service quality for
the public, and provide a base for program and administrative evaiuation.

Standards should not be considered static; there must be a mechanism estab-
lished to ensure continuing review for appropriate modifications based on exper-
ience, new knowledge, and other external developments which may affect community
mental health facilities, services, personnel, or administration.

These standards evolve from and are consistent with (1) the federal commu-
nity mental health centers act and the regulations relating thereto; (2) New
Hampshire's community mental health act (RSA 126-B) and regulations relating there-
to; (3) New Hampshire Division of Mental Health's Goals and Objectives and Plans,

Standards must be enforceable and enforced if effective accountability to
the citizens of New Hampshire is to be ensured. Thus, the standards themselves
and the procedures for their application cannot be separated. The standards will
continue to be included in the legal agreement negotiated annually between the
State of New Hampshire, through the Division of Mentai Health, and each of the com-
munity mental health organizations receiving state grants-in-aid. Surveying for
compliance is most effectively accomplished through four types of review: review
of program data, review of services, review of records, and review of premises.
All except the first will be undertaken through site visits.

Compliance with established standards will be a prerequisite for state fund-
ing through the Division of Mental Health.

Consultation services will be offered to community mental! health agencies to
help them remediate programs in non-compliance with standards; reasonable time [im-
its will be set for meeting requirements. lLoss of state funding will be imposed
only after persistent non-compliance and only after the offending organization has
been afforded full opportunity for rebuttal and reform.
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11,

ORGANIZATION

A.

Eligible Organizations - Counties, towns, municipalities, and non-profit
organizations in New Hampshire may be eligible for state grants-in-aid
for community mental health programs if they meet the standards promul-
gated by the Division of Mental Health.

1. Board of Directors - Every city, county, or town, or non-profit
corporation, establishing a community mental health services pro-
gram shall establish a board of directors representative of the
socio-economic, ethric, and geographic characteristics of the pop-
ulation served; the membership of the board shall be as representa-
tive as possible of local health departments, medical societies,
hospital boards, lay associations concerned with mental health as
well as labor, business and civic groups and the general public.

The Board of Directors shall:

a. be responsible for the effective administration of its mental
health programs;

b. review and evaluate community mental health services and report
thereon to the director of mental health and when indicated, the
public, together with recommendations for additional services and
facilities;

c. recruit and promote local financial support for the programs from
private sources such as community chests, business, industrial and
private foundations, voluntary agencies and other lawful sources
and promote public support for municipal and county appropriations;

d. promote, arrange and implement working agreements with other social
service agencies both public and private, and with other education-
al and judicial agencies;

e. review the annual plan and budget and make recommendations thereon.

GOALS - OBJECTIVES ~ PROGRAMS

A. Each organization appiying for state mental health funding must submit

its application on the forms provided for this purpose to the Division
of Mental Health by March 1 of each year. Each application shall in-
clude the program plans, anticipated revenue and expenditures and ob-
jectives of each program component for which state funds are sought.

The objectives should be consistent with those defined in the Division
of Mental Health's State Plan and ''‘Goals and Objectives for Community

Mental Health Services''. Written objectives must show how the organi-
zation intends to meet the needs of the residents of its service area,
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111, GOALS - OBJECTIVES - PROGRAMS _(Continued)

B. Programs

Any one or a combination of the following services may qualify for
a state grant (Program definitions are included as an addendum):

Qutpatient services

Partial hospitalization services
Inpatient services

Consultation and Education
Emergency services
Rehabilitative services

Training

Research and evaluation

Planning

Specialized services

OW O~ T WwWwN —

C. Clinical Services

1. Continuity of care

a. Any person eligible for treatment within any one component
of the agency's service will also be eligible for treatment
within any other component of service;

b. Any patient within any one element will be transferred to
any other component whenever such a transfer is indicated
by the patient's clinical needs;

c. Clinical information concernirg a patient within one com-
ponent shall be made available to those responsible for
that patient's treatment within any other component;

d. Those responsible for a patient's care within one component
should, when practicable, continue to care for that patient
within any of the other components.

2, (linical Records

a. Each agency shall develop and maintain a record of clinical
information for each patient, to include the following;
identifying data; admission and evaluation data; history;
treatment plan; treatment course; termination and disposition
information.

b. Clinical records shall be confidential, current and accurate.
Except as provided by law, the written consent of the patient
or his legal representative is required for release of clinical
information. Records may be removed from the facility's juris-
diction and safekeeping only as provided by law.
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V. ADMINISTRATION

A. Personnel

1. Professional staff

a.

The professional staff of a community mental health organization
offering clinical services must include qualified personnel of

at least the following professions: psychiatry, psychology and
social work. The services of the various professional disciplines
must be integrated through regular staff meetings and other con-
ferences for the joint planning and evaluation of treatment.

A Professional Training - Experience Record for each professional
staff member employed by the community mental health agency must
be filed with the Division of Mental Health by the time of his
employment, on forms designated by the Division. A Statement of
Proposed Duties must accompany the Training - Experience Record
for eachi staff member not qualified under one of the three dis-
ciplines tisted above.

Minimum qualifications

l. Psychiatrist: Graduation from a medical school; license
to practice medicine in N.H.; and 3 yrs. of approved psychiatric
residency training.,

2. Clinical Psychologist: Certification by the N,H, Bd. of
Examiners in Psychology; and (a) Ph.D. in clinical psychology,
or (b) a Master's Degree in psychology and 1T yr, of full time
supervised experience as a member of a tri~discipline psychia-
tric team in a clinical setting.

NOTE: A psychologist who is not certified by the N.H. Bd. of
Examiners in Psychology, but who either has a Ph.D. in Clinical
Psychology or a Master's Degree in Psychology and 1 yr. of full
time, supervised experience as a member of a tri-discipline,
psychiatric team in a clinical setting will satisfy the minimum
requirements, provided there is on the agency's staff a N.H.
certified psychologist to provide supervision.

3. Psychologist Trainee: Clinical internship as part of a course
of study in an accredited graduate psychology program and immediate
supervision by a certified clinical psychologist.

L. Psychiatric Social Worker: A Master's Degree in social work.

5. Psychiatric Social Work Trainee: Field work placement as
part of a course of study in an accredited graduate school of
social work and immediate supervision by a graduate social
worker,
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V.

ADMINISTRATION (Continued)

Personnel

2.

3.

d.

6. Psychiatric Nurse: A registered nurse with (a) a graduate
degree in psychiatric nursing, or (b) one year's psychiatric
nurse experience, including inservice training.

7. Other Professions: Minimum acceptable training and experience
as established by N.H. State Law or by the respective state pro-
fessional associations.

A board eligible or board certified psychiatrist must assume
medical responsibility for the clinical diagnostic and treatment
program of the agency. He must serve a minimum of one day a week
or its equivalent to adequately fulfill this responsibility and
to supervise the activities of the other professional disciplines.

Personnel policies

a.

b.

Each community mental health agency shall have written personnel
policies which will cover at least the following: Recruitment
and selection; job descriptions; hours of work; vacation, sick,
and educational leave; holidays; insurance; grievance procedure;
retirement, medical and other insurance; termination from
employment,

Individual employment records shall be maintained by each commu-
nity mental health agency and shall contain at least the following:

1) Current background information sufficient to justify the
initial and continued employment of the individual in the
position for which he was employed. Applicants for positions
requiring a licensed person should be employed only after the
facility has obtained verification of their licenses, their
records of education and their references.

2) Current information relative to periodic work performance
evaluations.

Director

a.

Each community mental health agency shall have a director who is a
qualified mental health professional. The director must have over-
all authority and responsibility for the operation of the agency
and for the provision of a program which is responsive to the needs
of the service area. (NOTE: Incumbents (as of 7/1/74) who are not
qualified mental health professionals't will be exempt from this
requirement for present and future positions.)
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IV. ADMINISTRATION (Continued)

B. Admission Policies

1.

Each community mental health agency shall specify in writing and
publicize its admission policies and procedures, and the range
of diagnostic and treatment services it offers. Any and all
appropriate measures shall be undertaken to ensure that the com-
munity at large is aware of the services offered by the agency.

Services may not be refused to any person because of his race,
color, creed, or country of origin.

No one is to be excluded from service because of his inability to
pay a fee.

A graduated fee scale, established by the Division of Mental Health,
will be used for outpatient services.

Fee schedules for all other services must be approved by the Division
of Mental Health.

D. CIVIL RIGHTS

All public informational brochures prepared by/for a community mental
health agency must include a statement that the organization is an
equal opportunity employer.

Annually, each community mental health agency will submit to the
Division of Mental Health a statement as to the agency's continued
compliance with Title VI of the Civil Rights Act of 1964,

Each community mental health agency will prominently display in its
facility a statement of Title VI Compliance.

V. FISCAL MANAGEMENT

A. Accounting System

1.

An accounting system shall be maintained which provides information
that reflects the fiscal experience and current financial position
of the agency. Such system shall be responsive to reporting re-
quirements by the Division of Mental Health.
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V. FISCAL MANAGEMENT (Continued)

B.

C.

Financial Reports

1. Each agency will submit to the Division of Mental Health, on forms
designated by the Division, by the 15th day of October, January,
and April, a report of revenue and expenditures for the preceding
quarter of the fiscal year.

2. FEach agency will arrange for an annual independent audit of its
revenue and expenditures by a qualified accountant, and will sub-
mit a detailed report of the audit to the Division of Mental Health
before each September 30th for the preceding fiscal year on forms
provided by the Division of Mental Health.

Other Fiscal Policies

1. State funds may be applied to the salaries of professional personnel
up to, but not exceeding, the maximum rates for comparable positions
in the state government. Local revenue may, however, be applied to
that portion of a salary in excess of the state government rate.

2. Any significant program or budget adjustments during the fiscal year
will require prior approval by the Division of Mental Health.

Vi. PHYSICAL QUARTERS

A.

The community mental health agency quarters shall be structurally sound

and shall meet the requirements of applicable federal, state, and local

laws and regulations pertaining to physical safety, sanitation, adequacy
of entry and exit capability, fire protection, and all other aspects of

physical safety and serviceability.

Facilities housing patient services shall be comfortable and provide
sufficient privacy to maintain confidentiality of communication between
a patient and a staff member. They shall be easily identified and
located, reasonably accessible and convenient to the community served.

In the interest of protecting confidentiality, every clinical record
should be kept in a separate folder and all folders kept in a file,
which should always be locked when not in active use.
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Vi), ADMINISTRATIVE STATISTICS AND REPORTS

A. Statistical data

1. Statistical data will be submitted monthly to the Division of
Mental Health on forms designated by the Division, by specified
dates, relating to the following:

Professional staff

Services rendered

Movement of patients

Characteristics of patients

Community demand for services which the agency is

unable to provide.

o a0 oo

B. Annual progress reports

1. A progress report shall be submitted annually to the Division
of Mental Health which will include the following information
as a minimum:

a. A statement of services rendered by the agency during
the preceding year.

b. A statement of the current status of liaison between
the reporting agency and other health and welfare
agencies in the service area and efforts planned to
increase such liaison with particular reference to
general hospitals, pubiic health, welfare, and voca-
tional rehabilitation agencies.

c. A statement of goals, priorities, and objectives for
the coming year.

VIil., EVALUATION

A. Each community mental health agency shall evaluate the effective-
ness of its services at least annually. The results of such evalu-
ations shall be incorporated with its application for state funds.

The fundamental questions which need to be answered are: (1)
to what extent have program objectives been met; (2) at what cost;
and (3) with what degree of satisfaction. The determination of *he
degree of attainment requires information provided by recipients of
services, by agency representatives, by community representatives,
and by data sources outside the community. Systematic follow-up
activities should be part of an agency's program.

IX. AFFILIATED SERVICES AND AGREEMENTS

When an agency in receipt of state mental health funds has service agree-
ments with other agencies, such arrangements shall be evidenced by written
agreements between the separate organizations. A copy of each such affilia-
tion agreement shall be filed with the Division of Mental Health at the time
application is made for state funds.

SPH:rn
Revised: September 1, 1974
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ADDENDUM

PROGRAM DEFINITIONS

Qutpatient Services:

Services which enable individuals to obtain treatment for emotional,
mental, or behavioral problems without disrupting the pattern of their
daily lives. The usual procedure involves periodic visits of a relatively
short duration.

OQutpatient services shall include, but shall not be limited to, diag-
nostic evaluation, individual and/or group therapy, consultation, and re-
habilitation. These services may also include research and therapeutic
modalities such as crisis intervention, Tamily therapy, and others that are
adaptable to the community and the facility.

Qutpatient services should be organized to provide for initial treat-
ment within the immediate community, and provide continuity of care for
patients released from an inpatient service or a partial hospitalization
service.

OQutpatient servives staff may include, but need not be limited to,
psychiatrists, psychologists, educators, social workers, nurses, public
health administrators, para-professionals and community outreach personnel,
The staff providing treatment and consuitation shall be adequately trained
in accordance with their designated disciplines and shall have appropriate
supervision as indicated by the clinical director.

Partial Hospitalization Services:

A service whose primary purpose is to provide a planned program of
milieu therapy and other treatment modalities. The service is designed for
non-residential patients who spend only a part of a 24 hour period in the
facility. Examples of partial hospitalization facilities are day hospitals
and night hospitals.

Partial hospitalization services might include, but need not be limited
to, full day or part day treatment, evening treatment, night treatment or
weekend treatment.

There shall be a sufficient number of clinical staff and supporting
personnel to effectively fulfill the stated objectives of the partial hospi~-
talization services. Responsibility for the diagnosis and treatment of pa-
tients shall remain with the clinical director, ’

Members of the clinical staff may include, but need not be limited to,
psychiatrists, psychologists, social workers, nurses, mental health workers
and educators,

A partial hospitalization program shall be reasonably accessible to the
community and be conveniently available by way of public or center arranged
transportation,

There shall be at least one clinical employee present during the time
that the partial hospitalization service is operating. This person may be
aided by other individuals such as volunteers who are capable of carrying out
the program as established by the center.



Ilnpatient Services:

These will provide short term care and treatment on o 2h-hour-a=-day
basis, for persons with acute psychiatric illness.

The inpatient service shall provide an intensive treatment program in a
therapeutic environment. The sctting should be designed to aid in the patient's
recovery, and treatment should be aimed at moving him from the inpatient service
into another mental health service or into the communily as soon as he is suffi-
ciently improved.

The inpatient service shall be recasonably accessible and immediately avail=-
able.

Inpatient facilities shall be stiucturaiiy suitable to assure the patient
of privacy when desirable, while at the same time encouraging therapeutic inter-
action betwecen patients and staff maubers, Cheerful, open survoundings and
pleasant furnishings are desivable. VWards should be kept small, probably seldom
more than 24 beds of one to I bed units; the number of beds required should
vary with the service area, patient population, and the manner in which other
mental health services are used.

Inpatient seirvices shall be under the direction of the clinical direcctor.
The service shall be <taffed by personnel from the medical, nursing, psychological,
social, rehabilitation, and other menval heaith disciplines who are trained to
help restore the individual patient to his (ull capabilities.

There shall be at least onc registered nurse on duty at all times and addi-
tional staff shall be on duty as needed. A psychiatrist shall be available to
the inpatient service at all times,

Consultation and Cducation:

Consultation services are those {urnished by qualified mental health person-
nel to professional persons in the comwunity, such as non-psychiatric physicians
and clergymen, to community aqgencies such as schools, public health depavtments,
courts, police, probation, and weliare departuents, and voluntary health, welfare,
and recreation agencies conceirning emotional problems of individuals with whom
they deal. Educational services refer to in-service training and other wental
health education for professional personnel, and the dissemmination of mental
health information to the gencral public,

Consultation and education place emphasis on the prevention of emotional
disturbance.

Emerqgency Services:

These refer to the availability on a 2b-hour-a-day basis of crisis inter-
vention services.

There are two major components of the emergency service, face to 1ace
contact and a crisis telephone service. The ciuergency service must provide face
to face crisis intervention by mental health professionals or qualified mental
health workers. In any event, there must be a mental health professional imme-
diately available for consultation and direct service,as needed. There arc
several ways by which an agency may provide face to face crisis intervention.

It may be provided in onc or more facilities within the catchment area, through
mobile crisis intervention teams, or through a combination of mechanismg,
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Fach emergency service should include a 2li~hour-a-day crisis telephone
service manned by mental health professionals or trained mental health workers.
Such telephone service can provide the basic mechanism for the evaluation of
the crisis and the determination of the steps necessary to ensure the rapid

provision of appropriate care.

Whenever possible, one central service with a single telephone number
should be established. This will provide for better continuity and coordination,
will lessen the chances of "Mosing patients, and will maximize visibility. It
may be necessary, however, to establish more than one telephone service when an
agency serves a large geoqraphical area made up of several small cities and towns.
In either case, the telephone number or numbers should be clearly listed in the
directory or directories serving the area.

When the telephone service is manned by non-professional mental health work-
ers, there must be a mental health professional immediately available for consul-
tation.

Rehabilitative Services:

Vocational, educational and social programs would aid those who need such
care, including former nospital patients.

Rehabilitative services arc designed to reduce the residual deficits of
emotional disturbance and to facilitate the adjustment of patients in the commu-
nity through a variety of vocational and social programs including, though not
Timited to, vocational testing, counseling, job placement, and other relevant
group activites, as appropriate.

Training:

The purpose of the training service is to increase the job related mental
health skills of all community mental health agency personnel! through the provi-
sion of lectures, seminars, workshops, and other educational programs.

Research and fvaluation:

These include basic and applied research into mentally handicapping con-
ditions, and program evaluation of services for the mentally disabled. Research
and evaluation provides objectivesinformation regarding community needs and re-
sources, the impact of service delivery, and the extent to which the community
mental health agency is meeting its objectives and goals. It includes appropriate
measurement, data collection, and analysis,

Program evaluation requires an explicit statement of objectives, the identi-
fication of methods of measuring the extent to which these objectives are fulfilled,
and the implementation of procedures for taking measurements periodically,

Planning refers to the process forassessing the community's mental health
needs, developing objectives to meet those needs, and a proposal for comprehen-
sive services, including program proposals, budget proposals, and a plan for evalua-
tion.

Specialized Services:

These services are predicated upon the fact that they are specially desianed



to meet the special needs of various particular segments of the population who
otherwise cannot make optimal use of the center's regular services. Specialized
services to particular segments of the population require, by and large, the
same kinds of criteria as do other community mental health agency services.

SPH:gc

Rev. September 1, 1974



APPENDIX II

Interview Schedule for Administrators, Board Members, Advisory Board
Members, Coordinator of Division of Mental Health

Introduction:
Position of interviewee:
Length of time position held:

1. Would you give me a general description of your role at the
Mental Health Center.

2.a. The various clinics across the state delegate the many clinic
responsibilities in different ways. Could you tell me what your role
is, if any, in the , , services regarding:

Name of service:

goal setting -

means setting -

execution of the program -

feedback (information relating to goals) gathering -

feedback communication -

assessment -

change -

2.b. What other groups, if any, play a role in the above?

2.c. What happens when goal-setters, means-setters, change-setters
don't agree?



Interview Schedule for Administrators, etc. continued.

Name of service:

goal setting -

means setting -

execution of the program -

feedback gathering -

feedback communication =

assessment -

change -

Name of service:

goal setting -

means setting -

execution of the program -

feedback gathering -

feedback communication -

assessment -

change -



Interview schedule for Administrators, etc. continued.

3.

Who are your sources of information about the clinic, specific
services?

What role, if any, does the clerical staff play in:

goal setting -

means setting -

execution of the programs -

feedback gathering -

feedback communication -

assessment -

change -
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Interview Schedule for Clerical Staff.

Introduction

Position:
Length of time position held:

1.

Would you give me a general description of your role at the
Mental Health Center.

The various clinics across the state delegate the many clinic
responsibilities in different ways. Could you tell me what your role
is, if any, concerning:

goal setting ~

means setting -

execution of the programs -

feedback (information relating to goals) gathering -

feedback communication -

assessment -

change -

If you receive information about how a program or service is doing,
how do you usually handle it?

Where or from whom do you receive such information?
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Interview Schedule for Mental Health Clinic Staff

Introduction

Staff member's position:
Service or services involved with:
Length of involvement with service:

1.

Could you give me a brief description of what the staff in the
service are doing? (program activities)

What are the goals/objectives of this service?

How are they specified? verbally , in written form

Who sets up these goals/objectives? What role does the administrator/
play in goal-setting?

What happens when the goals-setters don't agree?

Who decides on the means to achieve these goals/objectives? What
role does the administrator/s play in means-setting?

What happens when the means-setters don't agree?

Discovering the effects of a service can be very difficult. To what

extent do you feel you know what the effects of the service
are? short term - actually not at all , - long term

to some extent

in large part _ ,

have complete knowledge __ ,

What are the ways you have for finding out? a follow-up system?

Is there an opportunity for you to either formally and/or informally
discuss these effects with your fellow service colleagues and to
compare them with the goals? (specify the opportunity) with other
colleagues? others? (side effects probe if necessary)



Staff Interview Schedule continued.

8. Are the goals of the service clearly enough defined that you can use
them as a standard for comparing with the effects?

9. How much discrepancy, if any, is there between the goals of the
service and actual accomplishment? none , some , a lot R
total

10. Has there been any change in staff on the service during the last
year?

11. How has this effected the service?

12. Has the service been changed in any way in the last year? goals? means?
therapeutic means alterations?

13.a.Who decided on these changes?

13.b.What happens when the change-setters don't agree?

14. What agencies, organizations does the staff in the service come in
contact with? What kind of feedback (information relating to goals),

if any, do you get from each?

Agency Oral Written Obs. Formal Inf. Frequency Inadeq. Adeg. Over.




Staff Interview Schedule Continued.

15. From whic

Group

h of the following other groups do you receive feedback?

Oral Written Obs. Formal Inf. Frequency Inadeqg. Adeg. Over.

Other staff
outside
service

Administrators

Board members

Advisory
Board

members

Div. of Mental
Health

Families of
clients

Grantees

Political
figures

Client
himself

Other
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TABLE I

FEEDBACK SOURCES FOR ADMINISTRATIVE STAFF, MANCHESTER MENTAL HEALTH CENTER

INTERNAL SOURCES

. administrative staff
clinical staff

clerical staff

other mental health centers
Division of Mental Health

.  Executive Board members

Snbd W

EXTERNAL SOURCES

visiting professionals, e.g. from HEW

staff from general hospitals

Child and Family Service

Probation Department

N.H. Program on Drug and Alcohol Abuse

Visiting Nurses Association

New Hampshire Hospital

clexrgy

private psychiatrists

10. private physicians

11. departments of Welfare

12. United Fund

13. patients

14. families of patients

15. 1legislators

16. local politicians

17. New Hampshire College

18. Dbusiness community

19. funding sources, e.g. U.S. State Department

20. community people

21. Tenants Association

22. Housing Authority

23. agencies to which accountability reports are sent, e.g. NIMH,
Board of Mayor and Alderman

24. Concentrated Employment

25. Office of Youth Services

26. lawyers

27. courts

OdO b Wi
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TABLE II

FEEDBACK SOURCES FOR CLERICAL STAFF, MANCHESTER MENTAL HEALTH CENTER

INTERNAL SOURCES

1. clinical staff
2. administrative staff
3. other mental health centers

EXTERNAL SOURCES

1. private physicians

2. private psychologists and psychiatrists
3. departments of Welfare

4. Vocational Rehabilitation
5. Concentrated Employment
6. police

7. city agencies

8. patients

9. families of patients
10. Veterans Administration
11. New Hampshire Hospital
12. Parole officers
13. Probation officers
14. schools
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TABLE IIT

INTERNAL FEEDBACK SOURCES

OUT-PATIENT STAFF, MANCHESTER MENTAL HEALTH CENTER

SOURCE ORAL WRITTEN FORMAL INFORMAL INADEQUATE ADEQUATE OVERLOAD
staff
A.B.C.D.E.F. KRXXX XXX XXKXKXXX XXX KXXX
X
G.H.I.J.K. XXXXK XXXXX XXXX XXKRXX XXX HHXX XX
administration
A.B.C.D.E.F. XXKXXXK XXX KXKXX KXKXX
ble
G.H.I.J.K. HXEXK HXXXXX XXX KAXKKX KXXKX KXXX XX

Board members
G.H.I. XXX X XXX X XX

Div. of Men.
Health
D.F.H.J.K. KKXKXXX XX XXX XXXXX KXKXXXX

clerical staff
B. X X X

Caritas C. X X X

conference of
men. health
centers K. X X X

other men.
health centers
G.I. X XX XX X XX

other men.
health centers
A.B. X XX XX X XX




APPENDIX V

TABLE IV

EXTERNAL FEEDBACK SOURCES

OUT-PATIENT STAFT, MANCHESTER MENTAL HEALTH CENTER

SOURCE ORAL WRITTEN FORMAL INFORMAL INADEQUATE ADEQUATE OVERLOAD

bBaster Seals

A.D. X X X X X
N.H. Hospital

A.B.C.E.F. XXXX XXXX KKXXX XXX

G.I.J.K. XXXX  XXXXX XKKXKXX b6 $:9:¢ XKXX KXXXX X
welfare A.B.C.E. xXxxx XXX XXX XXX XXX

X

F.G.H.I.K. XXXX XXX KXKX XXX XXX KKXX XX
physicians A. X X X X X

schools A.C.D.E. xxx XXX XXX

F.G.H.I. XXXX XXXX XXX XXX XXXXX XXXXX
V.N.A.

A.C.E.G.J.K. XXXKXEK XXXXX XAXXXX KXXX XX KAKXXX

families A.B.C. XXXXX KXKXX XXXX KXXX
D.E.F.G.H.

I1.J.K. XKAXXXX XXX KRKXX XXXXX XXX KAXXX XXX
patient A.B.C. xxxxx xxxobg* XXKX XXX XXX XKXKX
D.E.F.G.H. XHAX

I.J.K. XX KXXXX XXxxxﬁ XXAX XXXX XXXX KAXKXXX XX
Office of

Youth Ser-

vices A.F. XX XX X XX XX

lawyers A.T".T. XXX XX XX XXX XX X

Child & Family
Service
B.E.J.K. XXXX XX XX KKK XXXKX

boarding home
B.J.K. XXX XXX XX X

general hospi-
tal staff
B.C.E. XXX X XX X XXX

*obs. stands for observation



APPENDIX V

TABLE IV (Continued)

EXTERNAL FEEDBACK SOURCES

OUT-PATIENT STAFF, MANCHESTER MENTAL HEALTH CENTER

SOURCE ORAL WRITTEN FORMAL INFORMAL INADEQUATE ADEQUATE OVERLOAD
politicians B. X X X
physicians

B.E.F.G.T. )16:9.9.9:4 KXXX XXXX XKXXX KXKX XXXXX

Voc. Rehab.

C.E.F.G. XXXX XXX XX

H.I.J.XK. XXXX XXX XXX XXKX XXX XXX
Concentrated

Employ. C.E.F. XXX XX XXX
G.I.J.K. XXXX KXX XXX XXX XX KXX

Green House
C.E.F. XXX X XX XX X

police C.I.J. XXX X XX XX X XX

Man. Child Care
Assoc. D. X X X

Elem. Guidance

Sexv. D. X X X
Convulsive

Disorder D. X X X
clergy E.J.K. XXX XXX XXX
Youth Dev.

Center E.F. XX XX XX X X X

Cath. Charities
E.J. XX XX XX

Day Care Center
E.G. XX XX X X X

Neigh. Youth
Core E. X X X

orphanages E.G. XX XX X X




APPENDIX V

TABLE 1V (Continued)

EXTERNAL FEEDBACK SOURCES

OUT-PATIENT STAFF, MANCHESTER MENTAL HEALTH CENTER

SOURCE ORAL WRITTEN FORMAIL INFORMAL INADEQUATE ADEQUATE OVERLOAD
Probation Dept.

F.G.I. XXX XXX XXX XX XX
Dept. of Educa-

tion F. X X X
Parole officers F. x X X X X
jails F. X X X X
Odyssey House F. X X X X X
Marathon House F. X X X
private employers

. X X X
Neigh. Info. &

Referral G. X X X
Off. of Men.

Retard. G. b4 X X X
collages T. bld X X
drug treat.

prog. J. X X X
P.O.D.A. J. X X X X
other patients J. X X
Social Security J. x X X X X
Family Planning K. x X X X
Man. Housing

Auth. K. X X b4 X




APPENDIX V

TABLE V

INTERNAL FEEDBACK SOURCES

NIGHT SHIFT, MANCHESTER MENTAL HEALTH CENTER

SOURCE ORAL WRITTEN FORMAL INFORMAL INADEQUATE ADEQUATE OVERLOAD

other staff
A.B.C.D. XXX X XX XX KXXXK

administration
A.B.C.D. XXXX XX XXX XX XXX

APPENDIX V

TABLE VI

EXTERNAL FEEDBACK SOURCES

NIGHT SHIFT, MANCHESTER MENTAL HEALTH CENTER

SOURCE ORAL WRITTEN FORMAL INFORMAL INADEQUATE ADEQUATE OVERLOAD
families
B.D. XX XX X
client obs.
A.B.C.D. XXXX X | X XXXX XX X
friends
D. X X

general hospital
B. X X

police
B. X X




APPENDIX V

TABLE VII

INTERNAL FEEDBACK SOURCES

IN-PATIENT STAFF, MANCHESTER MENTAL HEALTH CENTER

SOURCE ORAL WRITTEN FORMAL INFORMAL INADEQUATE ADEQUATE OVERLOAD

staff A.B.C. XXXX XXXX XXX XXX
D.E.F.G. X

H.I.J. XXXX XXXX XXXXX XXXXX KKXX XXX
administration XXXX XXXX XXXX XXXX
A.B.C.D.E. X

F.G.H.I.J. XXXXX XXX XXXXX XXXX XXXX XXXX
Caritas B.E.F. . XX XX XX

other men. health
centers D.I. XX XX XX




APPENDIX V

TABLE VIIT

EXTERNAL FEEDBACK SOURCES

IN-PATIENT STAFF, MANCHESTER MENTAL HEALTH CENTER

SOURCE ORAL WRITTEN FORMAL INFORMAIL INADEQUATE ADEQUATE OVERLOAD
Welfare A.B.H. XXX X bl XXX X XXX
Concentrated

Employ.
A.B.C.E. XKXX X HKKX X XKXXX

Voc. Rehab.
A.B.F. XXX XXX XXX XXX XX X

A.A. A.B.G. XXX XXX XXX

Prog. on Drug

& Alco. A. X X X
N.H. Hos.

A.D.E.G.I. XXKXXX XXXXX XXXKX XXKXX XX XXXXX
Philbrook

Center A. obs*x X X

families A.B.D. XXxx XX XXXX XXX XXXX

E.F.G. XX

H.I.J.C. XXXX X KXKXXX KXXXX KXKX KXXX KXXX
patient A.B.D. XxXxx [0bs.xxx| XXX XXXXX XXX XXXXX

E.F.G. XX XXX

H.I.J.C. XXXK XXX [XXX XXX HXXKXK XKKX XXKXKXX KXKXKX
Catholic

Charities B.D. XX bid X X bld

Greater Man.
Child Care B. X X X

N.H. Assoc. for

Blind B. X X X
Social Security B. x X X X X
Legal Aid B. X X X 4

Odyssey House B. X X X X bl4 X




APPENDIX V

TABLE VIII (Continued)
EXTERNAL FEEDBACK SOURCES

IN-PATIENT STAFF, MANCHESTER MENTAL HEALTH CENTER

SOURCE ORAIL WRITTEN FORMAL INFORMAL INADEQUATE ADEQUATE OVERLOAD
Child & Family
Service
B.D.H.J.TI. XKXXXX XX XXXX XX X XXXXX

Planned Parent-

hood B. X X X
general hospital obs. x
B.D.E.G. XXX XXXX KXXX XX KAXX XXX X

Parents without
Partners B. X X X

out-of-state
men. health
centers B. X X X X X X

physicians B.J.
G.H. XXKX XX XXX XXXX XXXX XXX

police B.E. XX X XX X XX X

Learning Disabil-

ities B. X X b'4 X
clergy B.G. XX XX XX
schools B. bld X X X X
F.I.S.H. C. X X X
Green House D. X X ble

private psychi-
atrists G. X X X X X

* obs. stands for observation



APPENDIX VI

TABLE XT

INTERNAL AND EXTERNAL FEEDBACK SOURCES

EXECUTIVE DIRECTOR, NORTH COUNTRY COMMUNITY SERVICES, INC.

INTERNAL SOURCES

clinical staff

clerical staff

Executive Board members

. Division of Mental Health

Northern N.H. Mental Health System

b W=

EXTERNAL SOURCES

. general hos. staff

Department of Welfare

Community Action

Vocational Rehab.

police

. agencies representedby Board members, e.g. Probation Dept. clergy,
schools

general hospital administration

Northern Counties Health Planning Council
. businessmen and community people

10. acquaintances

AU D W

O 0



APPENDIX VI

TABLE XII

INTERNAL AND EXTERNAL FEEDBACK SOURCES

CLERICAL STAFF, NORTH COUNTRY COMMUNITY SERVICES, INC.

INTERNAL SOURCES

1. clinical staff

2. administration

3. Executive Board members

4. Division of Mental Health

5. clerical personnel in N.N.H.M.H.S.

EXTERNAL SOURCES

1. community people
2. clients and former clients
3. families of clients



APPENDIX VI

TABLE XIII

INTERNAL FEEDBACK SOURCES

CLINICAL STAFF,

NORTH COUNTRY COMMUNITY SERVICES,

INC.

SOURCE ORAL WRITTEN FORMAL INFORMAL INADEQUATE ADEQUATE OVERLOAD

staff A.B.C.D. XXX XXX XXX
E.F.G. XXXX XXXXX KXXX X XXXX
administration XXX XXX XXX
A.B.C.D.E.F.G. XX XX XX XXXX X XXX
Board members

E.F. XX XX XX
Div. of Men.

Health E. X e X
other men. health

centers B. X X X X




APPENDIX VI

TABLE XIV

EXTERNAL FEEDBACK SOURCES

CLINICAL STAFF, NORTH COUNTRY COMMUNITY SERVICES, INC.

SOURCE ORAL WRITTEN FORMAL INFORMAL INADEQUATE ADEQUATE OVERLOAD
Welfare Dept. XX XXX XXX
A.B.C.D.E.F.G. XXXXX X XX XXXX X XXXX X
schools A.B.D. XXX XXX XX
E.F.G. XXX X XXX XXX XX

Probation Dept.

A.B.D. XXX XX XX XXX X XX
physicians A.B.C. XxX XX
D.E.F. XXX X XXX XXX XXX XXX

towns people

A.C.E.F. XXXX XXXX XX XX X
clergy A.B.C.F. XXXX X XXX XX XXXX

N.H. Hos.

A.B.D.E. XXKXX XXX XXX XXX X XXXX
police B.D.E. XXX XXX XXX

Legal Aid B. X X X

gen. hos. staff
B.E. XX XX X X

lawyers B.E. XX b4 X XX X XX

Vet. Admin. hos.

B. X X X

families A.B.C. XXX XXX XXX
D.E.F.G. AXX XX XXXX XXXX XXX X
client B.C.D. xxxlobs.xxl XXX XXX

E.F.G. XXX XX XXX KXX XXKXX XXX X
Soc. Security A. X X X

politicians B. X X X




APPENDIX VI

TABLE XIV (Continued)

EXTERNAL FEEDBACK SOURCES

CLINICAL STAFF, NORTH COUNTRY COMMUNITY SERVICES, INC.

SOURCE ORAL WRITTEN FORMAL INFORMAL INADEQUATE ADEQUATE OVERLOAD

Alpha House B. X X X

Voc. Rehab.
B.D.E. XXX X X XX X X

Comm. Action
B.D.E. XXX X XX b'4 XX

Holiday Center
C.D.F. XXX XXXX X XXX

Retired Sr.
Volunteer
bProg. C. X b b4

Prog. on Alco.

& Drug Abuse D. bld X X X
Voc. Tech. D. X X X X X
Employ. Sec. E. X b'4 X

Public Health
Nurses E. bid X X




APPENDIX VI

TABLE XV

INTERNAL AND EXTERNAL FEEDBACK SOURCES

EXECUTIVE BOARD, NORTH COUNTRY COMMUNITY SERVICES, INC.

INTERNAL SOURCES

1. Executive Director

2. other Board members

3. program directors at the center
4. clinical staff

5. Division of Mental Health

EXTERNAL SOURCES

1. newspapers

2. private physicians

3. schools

4. families of clients

5. clients

6. friends of clients

7. UNH Extension Nutrition contact
8. Council for Social Welfare

9. probationers

10. Jjudge
11. lawyers
12. police

13. Department of Welfare

14. Vocational Rehabilitation

15. Alpha House

16. former executive director of White Mountains Community Services



APPENDIX VII

TABLE XVI

INTERNAL AND EXTERNAIL FEEDBACK SOURCES

ADMINISTRATIVE STAFF, WHITE MOUNTAINS COMMUNITY SERVICES

INTERNAL SOURCES

. clinical staff

clerical staff

Board members

Northern New Hampshire Mental Health System
. other two clinics in N.N.H.M.H.S.

Ul W N
.

EXTERNAL SOURCES

business men

schools

Welfare Department

hospitals

clients

private physicians

lawyers

clergymen

private psychologists and psychiatrists

OO0 d WwN -

.



APPENDIX VII

TABLE XVII

INTERNAL AND EXTERNAL FEEDBACK SOURCES

CLERICAL STAFF, WHITE MOUNTAINS COMMUNITY SERVICES

INTERNAL SOURCES

1. clinical staff
2. administrative staff
3. Board members

EXTERNAL SOURCES

1. friends
2. relatives of clients
3. community people



APPENDIX VII

TABLE XVIII

INTERNAL FEEDBACK SOURCES

CLINICAL STAFF, WHITE MOUNTAIN COMMUNITY SERVICES

SOURCE ORAL WRITTEN FORMAL INFORMAL INADEQUATE ADEQUATE OVERLOAD

staff A.B.C.D. KXXX XXX XXXX

E.F.G. X

H.I. XKXXX XXXX XXXX XXXX b4 XXXX
administration

A.B.C.D.E. XXXX XX XXX XXX

F.G.H.I. XXXX XX XXX XXX XXXX

Board mem b'e

B.C.E.F.G. XXXX XX XXX XX XX

Div. of Men.
Health F. X X X X

D.E.H. XXX XX XX XXX XXX

other men.
health cen.
H.C. XX XX XX X X XX




APPENDIX VII

TABLE XIX

EXTERNAL FEEDBACK SOURCES

CLINICAL STAFF, WHITE MOUNTAINS COMMUNITY SERVICES

SOURCE ORAL WRITTEN FORMAL INFORMAL INADEQUATE ADEQUATE OVERLOAD
Catholic
Charities H. X X b4 X X X
Prog. on
Alcohol &
Drug Abuse C.H. XX XX X XX

Parole officers
E. X X

Home Health
Agency H.C. XX X XX XX

Voc. Rehab. H. X X X X

Comm. In-Service
Training E. X b4 X

Div. of the
Blind H. X X X

Comm. Care

Givers E. X X ble
political

figures

H.D.E. XXX XXX XX X
families A.B.C.

D.E.F. XXXX o Obs.X XXXX XXXX

H.I. AXKX X XX XXXX X XXXX

clients A.B.C. XXXX obs.xl XX KXXX XXX

D.E.F. X

G.H.I. XXXX XXXX XXX KXXX XX XXXX X

Crippled Child
H. X X bid

Div. of Welfare
C.D.E.H. XXXX XX XX X KXXX




APPENDIX VII

TABLE XIX (Continued)

EXTERNAL FEEDBACK SOURCES

CLINICAL STAFF, WHITE MOUNTAINS COMMUNITY SERVICES

SOURCE ORAL WRITTEN FORMAL INFORMAL INADEQUATE ADEQUATE OVERLOAD
clergy A.C.

D.F.H. XXXKX XXXX X X KXXX
lawyers C.E.H. XXX X XXX X XX
Probation

Dept. G. X bid X
N.H. Hos.

C.D.E.H. KKK XXX XXXX XX X XXKXX
pub. health

nurses D.G.T. XXX XX XX XX
gen. hos. obs.x

F.H. XX X XX X XX
schools A.C.D. XX

E.H. XXX X XXX XX XX XXX
Youth Dev.

Center E. X X X X X
Glencliff H. X X X
House of Correc.

A, X X b4
Alpha House A. ble X X
community people

C.D.E.G. XXXX X XXX X XXX
physicians

C.D.F. XXX oObs.x X XX x XXX
courts C.E.F. XX X XXX X X
Employ. Sec. C. X X X
Cath. Soc. Serv.

D. X X X
police D.E.F. XXX XX XX XX




APPENDIX VII

TABLE XX

INTERNAL AND EXTERNAL FEEDBACK SOURCES

EXECUTIVE BOARD, WHITE MOUNTAINS COMMUNITY SERVICES

INTERNAL SOURCES

1. clinical staff
2. administrative staff
3. other Board members

EXTERNAL SOURCES

1. clients

2. acquaintances

3. concerned citizens
4. volunteers from Franconia College
5. family members

6. clergymen

7. private physicians
8. friends

9. schools

10. police

11. lawyers



APPENDIX VIII

TABLE XXI

INTERNAL AND EXTERNAL FEEDBACK SOURCES

EXECUTIVE DIRECTOR, CARROLL COUNTY MENTAL HEALTH SERVICE, INC.

INTERNAL SOURCES

1. clinical staff

2. clerical staff

3. Board members

4. Northern New Hampshire Mental Health System
5. other mental health centers

EXTERNAL SOURCES

1. clergymen

2. legislators

3. County Commissioners

4. general hospital administration
5. schools

6. Welfare Department

7. N.H. Hospital

8. service clubs
9. community people
10. police

11. lawyers
12. county agencies



APPENDIX VIIT

TABLE XXII

INTERNAL AND EXTERNAL FEEDBACK SOURCES

CLERICAL STAFF, CARROLL COUNTY MENTAL HEALTH SERVICE, INC.

INTERNAL SOURCES

1. administrator
2. «c¢linical staff
3. Division of Mental Health

EXTERNAL SOURCES

1. clients

2. families of clients
3. community people

4. agencies






APPENDIX VIII

TABLE XXIII

INTERNAL FEEDBACK SOURCES

CLINICAL STAFF, CARROLL COUNTY MENTAL HEALTH SERVICE, INC.

SOURCE ORAL WRITTEN FORMAL INFORMAL INADEQUATE ADEQUATE OVERLOAD

staff A.B.C.D. XXXX XXX XXX XXXX

E.F.G.H. XXX XXXXX XXXX XXXX X XXXX b4
administrator XXX XXX XXX
A.B.C.D.E.F.G. XXXX XXXXX XXX XXXX X XXX
Board mem. XXX

B.C.D.E.G. XX X XXX KAXXX XXX XX b 4
clerical

staff D. X X X

Div. of Men.

Health D.E.G.H. XX

F.A.C. KXXXX XX XXXXX XXXXX XXXX XXXXXX XX
Development

Center D. X X X X

other men. health
centers A.C.G.H. xXxx XXX XXXX X XXXX




APPENDIX VIII

TABLE XXIV

EXTERNAL FEEDBACK SOURCES

CLINICAL STAFF, CARROLL COUNTY MENTAL HEALTH SERVICE, INC.

SOURCE ORAL WRITTEN FORMAIL INFORMAL INADEQUATE ADEQUATE OVERLOAD
Carroll County
Home A. X X X
schools A.B.C. XXX
D.G.H. XXX XX XXRKX XXX XXXXX X

N.H. Hos. A.B.

C.F.G. KHXKXX KKXX XXKXXX X XX XXX X
gen. hos.

A.B.C.D. XXXX X XXXX XX XX XX
physicians A.C. XXX

D.E.F.G.H. XAXX XXX KXKXKX KRKXX XXKXK XXXX XXX
clergy C.F.G.H. xxxx XXX XX XXX XXX X

friends of
clients A. X X X X

Homemaker Home
Health Agency
A.D.F. XXXX KKXX KXXX KXX X

Public Health

nurses A.B.C. XX X XX XX

lawyers A.F. XX XX XX X x X

grantees C. X X X
politicians

B.C.D.F. XXXX X XX XXX XXX b X
client A.B.C.D. XxxXxx obs. XX

E.F.G.H. XXXX X [XXXX | XXXXX XKXKXXX XXX KAXX X
police C.D.E.F. XxxxX X XXXX XXXX X
courts A.C. X X X X

Probation C. X X X X X




APPENDIX VIIT

TABLE XXIV (Continued)

EXTERNAL FEEDBACK SOURCES

CLINICAL STAFF, CARROLL COUNTY MENTAL HEALTH SERVICE, INC.

SOURCE ORAL WRITTEN FORMAL INFORMAL INADEQUATE ADEQUATE OVERLOAD
Prog. on Alco.
& Drug Abuse C. X X X
Head Start C. X X X
county jail C. X X X
Vista C. X X X

Child & Youth
Clinic C.F. XX XX XX

community people

C.D. XX XX X X
V.N. Assoc. D.F. XX X X XX XX X
employers D.F.G. xxx X XX XXX
druggists E. X X X
families A.B. XXXX XXX XXX

C.D.E.F.G.H. XXXX XXX XXXX XXX XXX X




APPENDIX VIII

TABLE XXV

INTERNAL AND EXTERNAL FEEDBACK SOURCES

EXECUTIVE BOARD, CARROLL COUNTY MENTAL HEALTH SERVICE, INC.

INTERNAL SOURCES

1. administration
2. staff
3. Northern New Hampshire Mental Health System

EXTERNAL SOURCES

1. service organizations

2. school nurse and teachers
3. physicians

4. 1972 survey

5. business people

6. Welfare Department




APPENDIX IX

TABLE XXVI

INTERNAL AND EXTERNAL FEEDBACK SOURCES

ASSISTANT DIRECTOR OF MENTAL HEALTH

INTERNAL SOURCES

.

.

N OO bW

Division of Mental Health staff
administrators of mental health centers
statistics

annual program reports, financial reports
peer consultation

center visits

Executive Boards

EXTERNAL SOURCES

1.
2.

clients and families of clients served by mental health centers
general public

APPENDIX IX

TABLE XXVII

INTERNAL AND EXTERNAL FEEDBACK SOURCES

COORDINATOR FOR COMMUNITY MENTAL HEALTH SERVICES

INTERNAL SQURCES

DW=

administrators of mental health centers
mental health center staffs

Division of Mental Health staff
statistics

EXTERNAL SOURCES

1.

community agencies like Vocational Rehabilitation, schools, Program
on Drug and Slcohol Abuse, welfare, Youth Services, Program on the
Aged

general public




APPENDIX X

Tentative interview schedule for control center members who are not
action output personnel (Board members, advisory group members, Division
of Mental Health coordinator, administrators)

(introduction)

You are/were involved with the project/service?

1. What is/was the Board's, your, Division's role in that service?

2. Have you personally followed the effects of the service? made
assessments?

3. Have you been involved in any changes in the service? How have
they taken place?

4. What or who has/have been your source(s) of information about the
service?

5. Are there other sources you could use?



APPENDIX XI

Tentative interview questions for action output personnel from the
pre-test clinic, schedule used for In-Patient unit.

(following the introduction) You were/are involved in the
project/operation/service.

1.

10.

11.

12.

13.

Could you give me a brief description of what people did/are doing
in the service?

What were/are the goals/objectives for that service? (beyond
vague generalities, note consistency of responses)

Who (individuals, groups) set up the goals/objectives?

Who decided on the means? (note if the same as goal setters, role
of Division of Mental Health, names of non-action output goal
setters, means setters)

Do you feel you know what some (most) of the effects of the service
are yes , no

How did you, are you finding out?

Is there an opportunity for you to discuss these effects with your
fellow service colleaques? With other colleaques? Other goal
setters? Others?

Have procedures been set up for comparing the effects of the service
with the original goals? How much discrepancy is there between goals
and performance?

Has there been anychange in personnel on the service during the last
year? Change in Board members? etc?

How has this effected the service?
Has the service been changed in any way within the last year?
Who decided on these changes? Individual, group, joint decision?

What has been the role of other staff in the service?
Board members?

the Administration?

the Division of Mental Health?

the public?

other agencies or organizations? schools?

political pressure?

families of cliental?

grantees?

clients?



APPENDIX XITI

Interview schedule used for Depot staff

Introduction:
Position of interviewee, service involved with:
Length of employment:

10.

11.

12.

13.

14.

15.

Could you give me a brief description of what the staff in the
service are doing?

What are the goals/objectives of this service?

Who sets up these goals/objectives?

Who decides on the means?

Do you feel you know what some of the effects of the service are?
What ways do you have of finding out?

Is there an opportunity for you to discuss these effects with your
fellow colleagues? with other Tri-County colleagues?

Do you think there is much of a discrepancy between goals and
performance?

Have procedures been set up for comparing the effects of the service
with the goals?

Is there any kind of follow-up system?

Has there been any change in personnel in the unit during the past
year? change in Board members?

How has this effected the unit?
Has the service been changed in any way during the past year?
tho decided on these changes?

What has been the role of the following groups in the service:
a. other staff

administration

Advisory Board

Executive Board

the public

Department of Mental Health
other agencies, organizations
families of clients

grantees, funding sources
political pressure

clients

T O 00

R -
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New Hampshire Division of Mental Health
105 Pleasant Street
\ Concord, New Hampshire

Community Mental Health Program

Statement of Goals

The Community Mental Health Goals for New Hampshire remain essentially the same
as originally established in July, 1965. There were slight revisions in 1966 and again in 1968
based on progress which had been made toward the original goals.

This 1971 Statement of Goals does, however, provide a somewhat more specific direction
for the allocation of State and Federal Community Mental Health funds through the establishment
of a system of priorities.

The Problem

Nationwide neglect of the mentally ill was the disclosure made in ACTION FOR MENTAL
HEALTH, the final report of the Joint Commission on Mental lllness and Mental Health, released in
1961. Mental illness and mental retardation cause more suffering, waste more of our human resources
and constitute more financial drain on the public treasury and individual families than any other
single condition.

Mental illness remains the Number One health problem in New Hampshire as well as in
the entire country. More hospital beds are occupied by the mentally ill than by persons with all
other typ& of illnesses and disabilities combined, including cancer, heart diesase, tubeiculosis, and
every other killing and crippling disease. In addition, at least 50% of all the medical and surgical
cases treated by private doctors and hospitals have a mental illness complication. At least one per-
son in every ten has some form of mental or emotional illness which needs psychiatric treatment.

Both the admission and readmission rates to New Hampshire Hospital have risen steadily
over the years. As of 1968, New Hampshire had the fifth highest state hospital readmission rate in
the country, and the eighth highest percentage increase in first admissions between 1966 and 1968;
the fifth highest increase in elderly persons in state hospitals (only five states had any increase); the
fifth lowest decrease in resident patients. o

Our rates of crime, divorce, public welfare recipients, drug abuse, and other types
of social problems continue to rise.

A significant attack on these problems will necessitate a statewide mental health system
which combines adequate resources at the local community level with the residential facilities and
services of the New Hampshire Hospital .

A concerted drive must be made at the local community level to prevent mental illness and
to treat and rehabilitate those persons who have become mentally ill. This is "Community Mental



-

Health". The goals of community mental health are: 1) to reduce the numbers of people
requiring care and treatment in the state institutions; 2) to keep families together; 3) to keep
the breadwinner on his job; 4) to make and keep the mentally handicapped productive citizens,
contributing to society; 5) to prevent the need for public financial dependency; 6) to prevent
suicides; 7) to prevent crime; 8) to prevent drug addiction; 9) to prevent separation and
divorce.

The President's Joint Commission on Mental lllness and Mental Health pointed up the
lack or inadequacy of appropriate service, research and training programs, and recommended

community scrvices as a means of prevention and treatment to avoid long term institutionalization.

Long Range Objectives

In 1963, on the basis of the Joint Commission's findings and recommendations, President
Kennedy called for a "bold new approach" to meet the needs of the mentaltly ill and the mentally
retarded through community based programs incorporating prevention, treatment and rehabilitation.,
Specifically, he proposed the developmeni of regional mental health centers throughout the nation
which would offer comprehensive services at the community level. He estimated that through the
operation of such centers the state mental hospital population would be reduced by 50% "within a
decade or two".

In October, 1963, Congress passed a bill which became Title i} of Public Law 88164,
"The Community Mental Health Centers Act of 1963", authorizing federal appropriations to aid in
financing construction of comprehensive community mental health centers. Under this Act, grants
are made to the states, supporting from one-third to two-thirds of the construction costs, on the
basis of state population and financial nced. Subsequent amendments to this Act provide for &
federal grants for the initial cost of professional and technical personnel of community mental health
centers. An eligible community mental health center can receive staffing granis over a period of
eight years for the new services to be provided by the center; granits are made on a declining basis,
from 80% (90% in poverty arcas) of the costs for the first two years to 30% (70% in poverty areas)
for the final year.

The following are the essential elements of a comprehensive community mental health
center according to the provisions of the Aci:

. Inpatient services;

2. Outpatient services; :

3. Partial hospitalization services, such as day care, night care, weekend care;

4. Emergency services 24 hours a day to be available within at least one of the first
fisted services;

5. Consultation and educational services available to community agencies and pro-

fessional personnet .

The Comprehensive Community Mental Health Centers Act marks the beginning of a new
era in the treatment of the mentally ill. In a comprehensive center, a patient will be able to re-
ceive the kind of treatment he needs, when he needs it, in the familiar environment of his own com-
munity . The trend toward emphasizing preveniion - oriented mental health services has also con-
tributed to the center concept. These services primarily consist ot consultation to, and education
for, "the guardians of mental health”, such as teachers, physicians, clergymen, welfare caseworkers,
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public health nurses, and police and probation officers.

New Hampshire's Plan, dated 1969, for Community Mental Health Center, which has
been approved by the Federal Government, calls for the establishment of nine comprehensive
merte] health centers in the State of which the present fiffeen community mental health agencies
will be part. One center - af Honover = is already in operation.  The second - already approved
for federal funding = will be built in Manchester.

Within existing and anticipated federal, state, and local financial resources, one or
has been reached.

The development of a network of comprehensive mental healih centers in New Hampshire
depends on two components: (l) the appropriation of additional State funds to aid local communities
in both the construction and staffing of centers; (2) the intercst and participation in the planning
of these centers by citizens throughout the State. Since there already exists in the State a number
of community based and community supported outpatient mental health clinics, it would seem both
reasonable and logical that these facilities should become the nuclei for comprehensive coramunity
mental health programs. Each of these agencies has substantial local support and interest through
a cifizen Board, fund raising, public relations and educational activities.

The long range goal is for local communities to assume responsibility for the care and
treatment of the mentally ill as they do now for the physically ill. This plan will be implemented
through the provision of inpatient psychiatric treatment in local general hospitals, and day treat-
ment programs in addition to the present outpatient mental health clinics. '

The New Hampshire Hospital will continue fo be the major residential treatment facility
in New Hampshire for both the acute and chronic mentally ill and even when the State is ade~
quately covered by the regional comprehensive mental health centers, the New Hampshire Hospital
will remain the only facility in the State for long term (beyond 3 ~ 4 weeks) hospitalization - it
will provide the essential back-up to the local, comprehensive mental healih services.

To provide adequately for the needs of the mentally ill, the community mental health
services and the New Hampshire Hospital must be combined into a single mental health system.
Under such a system, no person would be admitted to the New Hampshire Hospital unti he has
been screened by the local mental health center and every patient leaving New Hampshire
Hospital would be referred to his local mental health center for follow-up care.

Short Term Objectives

New Hampshire has taken only the first short step toward the long range goal of a net-
worl of comprehensive community mental health centers.

In New Hampshire, as in most of the other states, the Legislature has offered a financial
incentive to local communities to develop mental health services. Small numbers of dedicated and
interested citizens in all sections of the state have responded to their state government's encourage-
ment by taking the initiative in establishing local porgrams of mental health services for the residents
in their respective areas.

At present, there are fifteen voluntary, non-profit community mentaf healtih orgunizations
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in New Hampshire which receive State grants~in-aid. Eleven of these are mental health clinics
which offer diagnostic and treatment services on an outpatient basis to emotionally disturbed and
mentally ill children and adults, and consultation and education for other professionals and for

the general public. A twelfth agency, the Dartmouth—~Hitchcock Mental Health Center, offers,
in addition to outpatient services, short~term inpatient treatment, a day treatment program,

24 hour-a-day emergency services and consultation, education, and training. Another agency,
Opportunity House, is a halfway house which offers a therapeutic, supervised, residential ex-
perience to patients leaving New Hampshire Hospital who are not yet ready for independent living,
and to others as an alternative to hospitalization. Another agency, Child and Family Services of
New Hampshire, provides specialized psychiatric consultation and education to other professionals
and lay persons in regard to foster home care of children, adoptions, and in particular, the ever
increasing problem of illegitimacy. The fifteenth agency is the Manchester Association for Re~
tarded Children, which provides a variety of services to mentally retarded children and their
parents .

All persons in the State now have access to outpatient mental health clinical services.
Even though no new clinics are required, to make these services easily accessible, part-time branch
offices of existing clinics should be established at several locations, including Exeter, New London,
Peterborough and Woodsville .

The functioning community mental health clinics will be encouraged to extend services
to the elderly as well as the young, to the mentally retarded as well as the emotionally disturbed,
to the severly mentally ill as well as the psychoneurotic, and to the post-hospital patient as well
as the person who has never been hospitalized. Further expansion of clinic services are needed to
oetter meet the needs of persons with drug problems, the courts, the schools, day care centers, and
to further reduce, if not eliminate, waiting lists for service.

Priorities of Need

In striving toward these objectives, systematic planning and coordination at the State
level through selection of priorities will give direction to New Hampshire's community mental
health program.

A.  Although services of prevention are of great importance, i this point in time in New
Hampshife the top ptio:ify need is for the nehobilimrion of fhe seliously menfo“y itl. New Hcmp~

the lowest mfes of docrea%mg State Hospnfol populahon

This objective can be effectively met through the following measures af the community
level:

l. The community mental health clinics should assume full responsibiiity for the follow-
up treatment of patients returning to the community from the New Hampshire Hospital thereby eventu-
ally eliminating the need for the Hospital's traveling aftercare clinics.

. The success of this approach has been demonstrated by two of the community clinics, North
Country Community Services at Berlin and the White Mountain Community Services at Littleton; the
hospital readmission rate from the service arcas of those clinics has declined significantly since they
have assumed responsibility for the freatment of patients returning from the Hospital to their respective
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service areas. In contrast to the New Hampshire Hospital's aftercare clinics, the services of the
community mental health clinics are available to them in their own community on a full time basis .

2. Social rehabilitation centers, such as Holiday Center in Berlin, should be estab-
lished at population centers throughout the State offering the post-hospital patient an opportunity
to socialize with other people and develop and maintain self confidence. Social isolation is one
of the major factors leading to the readmission of persons to the State Hospital .

3. Additional halfway houses for the mentally ill, such as Opportunity House in Concord,
should be established in the State. Many patients cannot go directly from the hospital to indepen-
dent living and adjust satisfactorily . Some require a transitional, supervised, group, living situ~
ation as an intermediate step back into the community . For others, the halfway house provides a
more acceptable and satisfactory alternative to hospitalization when a structured, therapeutic
residential setting is required.

4.  Further expansion of the Family Care Program within the Office of the Director of
Mental Health is required. The first two years' operation of this program has successfully demon-
strated its effectiveness in helping patients, particularly those who have chronic illnesses and have
had lengthy hospitalizations, to adjust satisfactorily outside the institutions (new Hampshire Hos-
pital and Laconia State School and Training Center). At one-third the cost of institutionalization,
family care provides the patient with close supervision in a private family home as a necessary
intermediate step toward independent living (some, however, may never be able to attain inde-
pendent living) .

B. The second priority need is to make the outpatient clinical diagnostic and treatment
services readily available and easily accessible. To meet this need, waiting lists for service must

be eliminated and outreach programs should be considered - to put the services where the people in
need are located.

C.  The third priority need for community mental services relates to the prevention of
mental illness, emotional disturbance, and behavioral problems of children and youth. To meet
this need, expansion of consultation services to schools, day care centers, the courts, and other
professional groups is required.

D.  The fourth priority relates to the increasingly serious problem of drug abuse. Ad-
ditional clinical services of the community mental health clinics need to be provided to comple-
ment and supplement (not duplicate) those provided by other outpatient and residential programs.

E. The fifth priority need is for the increased availability of outpatient clinical services
by the community mental health clinics for the mentally retarded and counseling for their parents.

F. The sixth priority need is in the area of geriatrics. Statistics as well as a local study
of the mental needs of the elderly have clearly indicated that our mental health agencics have not
responded adequately to the mental health needs of the elderly . New and different approaches by
out community mental health organizations are needed to effectively meet this problem.

G.  The final priority = the long range goal - is for the development of short-term in-

. . - - “ . Y
patient psychiatric services in local, general hospitals, for day treatiment programs, and 24 hour~
a~day emergency services - to complefe the requirements for comprehensive community mental
health centers., ‘
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Allocation of all State and Federal community mental health funds not otherwise
earmarked and not required for maintenance of the present level of services will be based on
the program priorities set forth in this Statement with consideration also given to certain other
criteria: 1) population to be served, 2) local fund raising efforts. Obviously, the more
people there are in a given area, the bigger the job to be done and the more money which will
be required to do it. Recognition should also be given to local fund raising efforts as an incen-
tive to continue and improve those efforts.

Evaluation

To evaluate progress toward the State's community mental health goals and objectives,

professional and statistical capabilities will be required in the Office of the Director of Mental
Health greater than are now available.

SPH/rc

2/18/71



APPENDIX XIV

There is a considerable body of literature that deals with the
field of cybernetics and the concept of feedback. Norbert Wiener's books !
are, of course, the classics. When pursuing the field of social feedback,
as distinguished from all the other arcas where fecdback is applied, one
finds a great deal of introductory material in the literature of systems
theory and organizational behavior.” Much of this material outlines the
basic principles and functions of organizational feedback. As our
present interest is in the specific nature of social feedback processes,
we shall review, first of all, what this literature has contributed to

describing these fecedback processes.

Karl Deutsch, in his book, The Nerves of Government, points out

that the cybernetics perspective, when applicd to organizations of all
kinds, "represents a shift in the center of interest from drives to steering,
and from instincts to systems of decisions, regulation and control, in-

cluding the noncyclical aspects of such systems."3 Social feedback,

INorbert Wiener, Cybernetics, New York, John Wiley and Sons, Inc.,

1949 and The Human Uses of Human Beings, Boston, Houghton Mifflin
Co., 1950.

?see C. West Churchman, The Design of Tnquiring Systems, New York,
Basic Books, Inc., 1971; Michel Crozier, The Bureaucratic Phenomenon,
Chicago, Univeristy of Chicago Press, 1964; Peter Blau and W.R.
Scott, Formal Organizations, San Francisco, Chandler, 1962; Joseph
A. Litterer, The Analysis of Organizations, New York, John Wiley
and Sons, Inc., 1965; Walter Buckley (ed.), Modern Systems Research
for the Behavioral Scientist, Chicago, Aldine Publishing Co., 1968;
Rosco Carzo, Jr. and John N. Yanoeizas, Formal Organizations, a
Systems Approach, Homewood, I1l., The Dorsey Press, 1967; J. Eugene
Haas and Thomas E. Drabek, Complex Organizations, New York, McMillan
Co., 1973, and Daniel Katz and Robert L. Kahn, The Social Psychology
of Organizatiogﬁj New York, John Wiley and Sons, Inc., 1966. These are
selected, useful sources chosen from a much larger body of systems
and organizations material.
3karl W. Deutsch, The Nerves of Government, London, Collier-Macmillan,
Lts., 1963, p. 76.




he contends, may be of three kinds: goal-seeking, which is new external
data that feeds back into the organization whose operating channels
remain unchanged; learning, the feeding back of external data for the
changing of the operating channels; and the feedback which is internal
data and is analogous to what is called consciousness. The adaptability
or "learning capacity of any .... organization, that is, the range of
its effective internal arrangements, can .... be measured to some extent

! .
' or reassignable

by the number and kinds of its uncommitted resources,"
resources it holds, such as man-power and physical facilities. "Any
network whose operating rules can be modified by feedback processes is
subject to internal conflict between its established working preferences
and the impact of new information."? But, conflict or not, systems must

be able to respond to information by further changes in their own position

or behavior to be able to approach a goal.

Duetsch writes that there are four quantitative factors in a
feedback process that, in principle, can be measured and thus used to
evaluate the efficiency of a feedback process. These factors are: 1.
the load, referring to the extent and speed of changes in the position
of the target relative to the goal-seeking system, 2. the lag or amount
of time between the rcception of information concerning the position of
the target and the undertaking of action to obtain the objectives, 3.
the gain, which is the amount of actual change in behavior that results,
and 4. the lead or the distance between the most recent information on
the position of a target and the accurately predicted future position of

the moving target. These four factors serve to return an organization

“karl w. Deutsch, The Nerves of Government, London, Collier-Macmillan,
Ltd., 1963, p. 96.
“Ibid. p. 95.




to the path of reaching its goal. This feedback is corrective or nega-
tive feedback, as in servo-mechanisms, like the simple thermostat. Some
feedback may be termed positive, for it functions to reinforce or
amplify the behavior of the organization. Unchecked, this could result
in, first, a maximum level of organizational performance, then a type of
overkill, perhaps system breakdown or exhaustion. Controlled positive
feedback may have the consequence of bringing about changes in the
organizational goals themselves. In this case the organization is a

continuing decision system.

Herbert Thelen, in Dynamics of Groups at Work,6 makes several

observations about the principle of steering by consequences. He notes
that purposes or objectives must be clearly seen so that consequences
can be appraised. The actions of a group have consequences for other
groups and therefore groups need to be classified according to a commu-
nications schedule. Questions concerning what sort of information
should be reported to which groups and which groups are in a position to
collect useful feedback become important and vital to establishing a

functional communications network.

John Dorsey defines the word administration as decision—making.7
In "Feedback in Administration”,8 Keith Warner notes that feedback is
necessary for rational decision-making. It is an essential ingredient
of an administrative climate attuned to attaining organizational objectives.

Yet, administrations at all levels in an organization must make decisions

bHerbert A. Thelen, Dynamics of Groups at Work, Chicago, University of
_Chicago Press, 1954.

’John T. Dorsey, "A Communication Model for Administration", Administra-
tive Science Quarterly, Vol. 2, June 1957, p. 307. T o
8keith W. Warner, "Feedback in Administration", Journal of Cooperative
Extension, Vol. V. Spring, 1967, p. 35-46.




without having adequate information about the consequences of these
decisions. This results in what Warner terms, leadership by quesswork,
especially in organizations with relatively intangible goals. The more
intangible the goals the more acute is the problem of feedback. Feed-
back "refers to the measurement of the consequences of the organization's
activity and the communicating of the resulting information back to

those responsible for making decisions which guide that activity."9

This makes feedback an integral part of evaluation. In "A Critique of
Evaluation", Frank Alexander writes that "it is not always possible or
desirable to wait for an extensive study to produce better data."10 ana

so administrators must and/or do decide and evaluate on the basis of

less than adequate feedback.

Later on in his article on feedback in administration Warner
explains that, "administration is concerned with 1. attaining organiza-

tional professed goals, and 2. maintaining and building the organization

wll

and its programs. Feedback concerning four areas is therefore necessary,

as is represented in the table below.

Areas of Feedback Information
Kinds of Information Needed Goal Attainment Organizational Maintenance

1. Degree of Accomplishment

2. Degree that the Means
are Being Implemented

Ykeith W. Warner, "Feedback in Administration", Journal of Cooperative
Extension, Vol. V. Spring, 1967, p. 35-46.

"OFrank D. Alexander, "A Critique of Evaluation", Journal of Cooperative
Extension, Vol III. Winter, 1965, p. 212.

Hyarner, op.zit. p. 40.




This feedback should be adequate along the dimensions of completeness,
frequency, and reliability and validity. Reliability takes into account
distortion and misapplication of information. The utility of feedback
mechanisms must be judged at least somewhat independently of what decision

makers do with the results.

"I'eedback or communications loops originate primarily from key
status positions", writes Alvin Bertrand.!? Occasionally lower level
positions originate messages, but the likelihood of such messages reach-
ing top level positions and completing a loop is low"!? because of
backstops of intervening positions. This becomes a major problem in
bureaucratic structures where corrections get delayed until stresses are
very large. Bertrand notes that "internal feedback loops are inherent
in the nature of intramural roles. Every status positicn in a group has
an evaluator role that is a reciprocal to every other position in the
group and is articulated whenever any type of behavior is manifest
within the group. This evaluation leads to the activation of sanctioning
roles, which account for the continual phenomena of self-regulating
characteristics of higher level adaptive systems. It is also closely

related to stresses and strains and the process of social control." 1"

Joseph Litterer devotes a section of The Analysis of Organizationsli®

to a consideration of control processes and systems. Controls, he writes,
refers to directivity and integration of effort, and has three phases:

precontrol or preventing certain action, current control and post control

Y2plvin L. Bertrand, Social Organizations, Philadelphia, ".A. Davis Co.,
1972, p. 120.

31phia, p. 120.

W1pid, p. 143.

l£Uoseph A. Litterer, The Analysis of Organizations, New York, John Wilcy
and Sons, Inc., 1965.




or evaluation. Intermittent drives within an organization, such as

econony drives, are evidence of bad management for they indicate that con-
trol is not regular and effective enough, not self-regulating enough.
Deficient control may be related to an incomplete control system or feed-
back process, to delays between performance and feedback on that performance,
or to communication distortions through poor channels or noncongruent,

nonsupportive, noninterlocking goals.

In New Patterns of Management, Rensis Likert points out that delays

and lags in feedback can be dealt with by shortening the feedback cycles.lc

This may be accomplished by means of regular measurement of the interven-
ing variables thus allowing for continuous information flow, for controlled
changes and experimentation. In this way undesirable developments might

be prevented. The quality of decisions within an organization is directly
related to the quality of that organizations feedback. Shortened feedback

cycles may be an important key to improving feedback quality.

Delays arce but one of the difficulties that may arise in the feed-

back process, as discussed by Rosco Carzo and John Yanoeizas in their book,

Formal Organization, A Systems AEE;oach.l7 They note that distortion of

messages, bias, and noise cause erroneous information to be carried in
feedback loops. Further, ﬁhe actual performance situation may be disguised,
leading to inaccurate feedback, 'because of .... (the) numerous sources of
noise or random behavior and due to .... (the) often lengthy time delays

wl8

between cause and effect. Discontinuities in a feedback system may be

related to varying abilities of component parts to process messages.

_Book Co., Inc., 1961.

1Rosco Carzo, Jr. and John N. Yanoeizas, Formal Organization, A Systems
Approach, Homewood, Ill., Richard D. Trvin, Inc. and The Dorsey
Press, 1967.

'81pia, p. 381.




Feedback messages may enter a system at a rate or quantity that
the system is not prepared to handle. This is referred to as overload.
J.G. Miller, in an article entitled, "Information Input, Overload, and
Psychopathology",]q analyses the reactions to overload. These reactions
include: 1. omissicn, 2. error, 3. queing or delaying during periods
of peak load in the hope of catching up during lulls, 4. filtering, 5.
approximation or cutting categories of discrimination, 6. employing
multiple channels, as in decentralization, and 7. escaping from the
task. In an earlier article, appearing in 1955, Miller made some observa-
tions about negative feedback, and wrote: "When a system's negative
feedback discontinues, its steady state vanishes, and at the same time

its boundary disappears and the system terminates. "20

Miller is one of numerous authors to write about the negative
entrophy or disorganization arresting function of negative feedback.
Kenneth Berrier concludes that "the consequences of feedback (negative)
is to maintain a relatively steady rate of systems operations in spite
of external variations. Systems controlled by feedback have a higher

w21

probability of survival. In The Social Psychology of Organizations,

Katz and Kahn devote space to such a consideration, and continue with an

explanation of the relationship of the steady state and dynamic homeo-

stasis in open systems-22 They are oriented towards explaining the

persistance or organizations. Not only does negative feedback function

195 6. Miller, "Information Input, Overload, and Psychopathology",
American Journal of Psychiatry, no. 116, p. 695-704.

2075 .. Miller, "Toward a general theory for the behavioral sciences",
American Psychologist, no. 10, p. 513.

2lkenneth F. Ferrier, General and Social Systems, New Brunswick, N.J.,
Rutgers University Press, 1963, p. 47.

22Daniel Katz and Robert L. Kahn, The Social Psychology of Organizations,
New York, John Wiley and Sons, Inc., 1966.




to preserve the organization, but also, a type of feedback they refer to
as operational feedback, acts to provide routine control over operations
and is similar to the functions of servo-mechanisms with their continuous
monitoring and adjusting. Xatz and Kahn point out the importance of
certain characteristics of feedback loops. They mention: the size of
the loop, the nature of the circuit - repetitious vs modification in the
circuit, the feedback or closure character (not open to change), the
efficiency of the communication nets and the fit between the communi-

cations circuit and the systemic functioning.

"Control as an Organizational Process" by Haberstroh is another

?3  Haberstroh writes of

work that focuses on organizational maintenance.
how an output can be maintained in some state in the face of disrupting
external forces. TIeedback on the deviation of the output from equili-
brium is received by the organization and is used to measure the con-
tinual state of goal achievement. These goals as well as the performance
are continually changing, consciously or unconsciously. "Goal formation
is influenced by the intentions of the individual participants and by

the environmental constraints under which they operate. Both can be
sources of conflict. Stable patterns of organization is in part a
process of conflict resolution. The necessity of reducing conflict to
manageable bounds tends to direct the organization's efforts toward a
small number of goals and a small number of means, relative to the

number of alternatives that might be conceivable."?"

23Chadwick J. Haberstroh, "Control as an Organizational Process",
Some Theories of Organization. The Dorsey Press, 1966.

21 :
Ibid, p.



Along the same lines, Herbert Simon expresses doubt that decisions
are directed toward achieving a single organizational goal.?5 Rather,
decisions are concerned with discovering courses of action that satisfy
a whole set of constraints. The set is the goal of the action, and

involves a network of decision-making processes.

Goal attainment is maximized where goal displacement is minimal,

according to Keith Warner and Eugene Havens. 26

Goal displacement is
minimal where goals are tangible. With low goal tangibility, attainment

may be high by keeping tangible goals directed towards the central

intangible ones.

And Peter Nokes points out what many observers of feedback have
noted, that feedback is essential to a successful attainment of goals.27
Where feedback is inadequate or, alternatively, ignored, the end result
for both individuals and institutions is failure, which may in turn lead
to some form of disintegration. He adds that autistic thinking and a
tendency to neglect the need for feedback are to be found in the conduct
of certain social agencies. This results in imperfect contact with
reality. This tendency to ignore feedback may be understood by realiz-
ing that if one feels in control of a situation, one may choose to

ignore feedback or dispense with accurate information, feeling that such

information is unnecessary.

?SHerbert A. Simon, "The Concept of Organizational Goal", Administra-
tive Science Quarterly, Vol. 9, no. 1, June 1964, p. 1-22.

26W. Keith Warner and A. Eugene Havens, "Goal Displacement and the
Intangibility of Organizational Goals", Administrative Science Quar-
terly, Vol. 12, no. 4, March 1968, p. 539-555.

27peter Nokes, "Feedback as an Explanatory Device in the Study of Certain
Interpersonal and Institutional Processes'", Human Relations, Vol. 14,
no. 4, Nov. 1961, p. 381-387.




These authors each add insights to the nature of feedback
processes. They point out that feedback is categorizable, as in negative,
positive, operational, goal-seeking, learning feedback, and they indicate
many things about the functions of these types of feedback. They mention
the importance of organizational adaptability, the relationship of
quality decision-making to efficient feedback channels, numerous problems
that can exist in the communication of feedback information and in the
communications systems itself, and explain several of the influences
upon goal-setting and goal realization. A suggestion is made that
feedback is quantifiable, that it has several dimensions, like complete-
ness, frequency, reliability, and must be studied in terms of the timing

of the feedback relative to the performance it is concerned with.

All of this material is applicable to most any type of social
organization. Which means that it is intended to be generalized,
descriptive, and explanatory material. It is not intended to distinguish
amonyg feedback processes of varying types of organizations, (though
Deutsch points out the application of cybernetics principles to the
study of government, and Nokes notes that certain social agencies may
have a feedback neglect tendency). At this generalized level the various
writings are aimed at the similarities and commonalities of organiza-
tional feedback processes, and not at their differences and divergences.
Deutsch writes that "cybernetics suggests that all organizations are
alike in certain fundamental characteristics and that every organization

28

is held together by communication". The literature is not specific

QBOp. cit. Deutsch, p. 77.




enough to be down to the level of differences. It is general to the
point of de~emphasizing the degree of complexity of organizational self-
regulation. 1In terms of application, this material is at a level of
both abstraction and one-sided focus that may make it difficult for

operating organizations or their consultants to find useful.

This is not a criticism of what has been done, but rather a state-
ment pointing out what still remains to be done in the light of the

limitations to what has been accomplished.

With few exceptions, the literature on feedback processes is comple-
mentary and not contradictory. Perhaps the one significant area of
divergence lies in the nature of the assumptions the various authors make
about the degree of dynamics of the cybernetics perspective. Buckley
has a good review of the search for social system models in Sociology

and Modern Systems Theory.29 He points out the strengths and the defic-

iencies of earlier models, including the ridgidness and limitations of
structural-functionalism and equilibrium models. And yet, several authors
of cybernetics, a process model, continue to make homeostasis and nega-
tive entrophy central in their thinking in a manner that is biological

and Spencerian in its flavor. The elaborating, deviating functions of
feedback (morphogensis in Buckley's work) are infrequently mentioned.

Many authors never consider conflict in feedback processes or the con-
flicting consequences of feedback. They may note possible problems in
feedback loops, but the assumption seems to be made that these can be
identified and resolved, and that fecedback is essentially a cooperative,

constructive, organization-maintaining process. This would dismiss

?Ialter Buckley, Sociology and Modern Systems Theory, Englewood
Cliffs, N.J., Prentice-Hall, Inc. 1967.




the thought that conflict may be a regular and necessary product of
feedback, and in some form or at some level of intensity may not be

disposable.
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