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THE DEVELOPMENT OF A COMMUNITY MENTAL HEALTH IDEOLOGY SCALE 

FRANK BAKER, PH.D., AND HERBERT C. SCHULBERG, PH.D.* 

As psychiatric facilities move toward a com- 
munity mental health orientation, it appears 
vital to understand and measure this new 
ideological perspective. A valid and reliable 
38-item Scale has been developed for this 
purpose. The Community Mental Health 
Ideology Scale very effectively discriminates 
between groups known to be highly oriented 
to this ideology and random samples of 
mental health professionals. Other evidence 
of the Scale's construct validity is presented, 
and certain correlates of community mental 
health ideology are described. Further data on 
the validity of the Scale is required, and ad- 
ditional areas for future research are indi- 
cated. 

The development of mental health theory 
and practice has entered a new period that 
has been labeled simply "the third phase" 
(GAP Committee on Medical Education, 
1962), or more dramatically "the third 
psychiatric revolution" (Bellak, 1964; 
Hobbs, 1964). The early supporters of this 
new major movement have struck up a 
variety of banners for identifying them- 
selves, including those labeled "community 
psychiatry," "preventive psychiatry," "pub- 
lic health psychiatry," and "community 
mental health." However the emergence of 
this development is heralded, there is con- 
sistent recognition of the existence of a 
growing collectivity of individuals drawn 
from a variety of mental health specialities. 
The collectivity is organized and mobihzed 
on the basis of commonly held beliefs to 

redefine social action in the treatment of 
mental illness and the promotion of mental 
health. The members of this social move- 
ment are at once most articulate and most 
passionate about their shared set of ideas 
despite the present lack of adequate sup- 
porting scientific evidence. 

Social scientists for some time have used 
the technical word '~ideology" to refer to 
any systematically related set of beliefs held 
by a group of people, providing that the 
system of beliefs is sufficiently basic to the 
group's pattern of functioning. Although 
the term "ideology" was coined in the 
eighteenth century to refer to political be- 
liefs, its usage has long since been extended 
beyond the narrow political arena and 
consequently has lost its former negative 
connotations of mendacity and illusion. 
Several recent articles (Levinson, 1964; 
Tomkins, 1965) have argued quite con- 
vincingly for more attention to ideological 
analysis in the study of social change. 

This study is concerned with the ideo- 
logical structure of the community mental 
health movement. Although we cannot here 
fully summarize its historical roots (see 
Caplan & Caplan, 1966; Rossi, 1962), the 
community mental health movement might 
be characterized briefly as an expression of, 
and a result of, changes in our society that 
began some years ago. Bockoven (1966) 
noted the congruence in values between the 
American mental health establishment and 
American political democracy and pointed 

*Dr. Baker is Research Associate in Psychology at the Harvard Medical School and a Social Psycholo- 
gist in its Laboratory of Community Psychiatry, 58 Fenwood Rd., Boston 02115. Dr. Schulborg, a clinical 
psychologist, is Associate in Psychology at Harvard Medical School and Head of the Program Research 
Unit of its Laboratory of Community Psychiatry. The study reported in this paper was supported by 
NIMH Small Grant MH 13318-01 and NIMH Special Grant Mtt-09214. The authors wish to thank Dr. 
Kenneth Jones for his statistical consultation and Dr. Gerald Caplan for his encouragement of this work. 
Printed copies of the CMHI Scale suitable for use in research studies, together with scoring templates, 
are available from the Community Mental Health Journal, 605 W. 115 St., Room 301, New York, N.Y.10025. 

216 



FRANK BAKER AND HERBERT C. SCHULBERG 217 

to the emergence of communi ty  psychia t ry  
as paralleling the emergence of a new moral  
mandate.  Today we have a renewal of the 
awareness of identification with all human  
beings in a common effort to solve our 
collective human  problems, a sense of com- 
munion  and int imacy as the result  of 
modern  communicat ion techniques, an 
active concern for the economic and 
psychological well-being of all citizens, and a 
desire to successfully control  the social 
envi ronment  as man has managed so suc- 
cessfully to begin to control  his physical  
environment .  The interest  in communi ty  
mental  heal th  also parallels other cur rent  
expressions of social consciousness,  such as 
the  civil rights movement  and the antiwar 
movements,  that  have emerged in the more 
"open  society." 

Ideological differences have been present  
in the mental  heal th  professions for many  
years. The dis tr ibut ion and interrelat ions of 
the  ideological posit ions of psychiatr ic  
"human i sm versus custodial ism" were 
studied in the 1950's (Gilbert & Levinson, 
1957; Sharaf  & Levinson, 1957). Sharaf  
and Levinson focused on psychotherapeut ic  
versus sociotherapeutic orientations,  both 
variat ions of the "humanis t i c"  orientation.  
Hollingshead and Redlich (1958) distin- 
guished two other types of psychiatr ic  
or ien ta t ions- - the  analyt ical  and psycho- 
therapeut ic  versus the directive-organic. 
Dissatisfied with the limited exhaustiveness 
of these earl ier  typologies, Strauss, et al. 
(1964) formulated contemporary psychi- 
a t r ic  ideologies as consisting of psychothera-  
peutic, somatotherapeutic,  and sociothera- 
peut ic  orientations.  However, even in this 
most  recent  work little a t tent ion is given 
to the major ideological batt le now evident 
in psychiatric facilities throughout  the  
country.  As mental  heal th programs assume 
a communi ty  orientation and are called 
upon  to assume responsibil i ty for total  
populations,  our existing approach of con- 
cern for only those individuals who seek us 
out  is becoming increasingly questioned. 
New treatment  methods are being de- 
veloped, and professional roles are being 
sharply altered and expanded. 

As psychiatr ic  facilities continue thei r  

change in direct ion and move toward a 
communi ty  mental  heal th  orientation, i t  
appears vital to unders tand and measure  
this new ideological perspective.  The specific 
purpose  of this s tudy was to develop a 
scale for measur ing an individual 's  degree 
of adherence to communi ty  mental  heal th  
ideology. 

METHOD 

Item Construction 
On the basis of a careful examination of the 

relevant community mental health literature, 88 
declarative statements were written that were 
thought to be representative of the beliefs common 
to the exponents of community mental health. To 
avoid possible response bias in later use of a scale, 
this initial pool of statements was worded in both 
positively and negatively oriented directions. The 
statements were constructed employing five con- 
ceptual categories to insure that major aspects of 
the ideology were covered. These categories were: 

1. A population focus. The view that the mental 
health specialist should be responsible, not only for 
individual patients with whom he has contracted 
for treatment, but for the entire population of both 
identified and unidentified potentially sick members 
in his community. 

2. Primary prevention. The concept of lowering 
the rate of new cases of mental disorder in a 
population by counteracting harmful forces before 
they have had a chance to produce illness. 

3. Social treatment goals. The belief that the pri- 
mary goal of treatment is, not to reconstruct the 
mental patient's personality, but rather to help him 
achieve social adjustment in art ordinary life situa- 
tion as soon as possible. 

4. Comprehensive continuity of care. The view that 
there should be a continuity of professional respon- 
sibility as the patient moves from one program to 
another in an integrated network of caregiving 
services. 

5. Total community involvement. The belief that 
the mental health specialist is only one member of a 
group of community agents caring for the mentally 
ill and that he can extend his effectiveness by 
working with and through other people. 

Content Validity 
In an effort to insure the Scale's content validity, 

the 88-item preliminary questionnaire was sub- 
mitted to a nationwide panel of 16 judges, com- 
posed of nationally known individuals from dif- 
ferent disciplines who had been prominently 
identified with the community mental health move- 
ment through either their writings or their clinical 
programs. These judges were asked to rate, on a 
five-point continuum, the degree to which both an 
"agree" and "disagree" response to each item 
would reflect a respondent's endorsement of the 
community mental health orientation. 
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Items then were selected from the initial 88- 
item pool as having content validity on the basis of 
(a) a sufficient degree of agreement among judges 
on the meaning of both the "agree" and "disagree" 
responses, and (b) a distribution Of item "ex- 
tremity" to give a sufficiently wide and representa- 
tive span to the full gamut of opinion. Some items 
were rewritten in accord with the judges' sug- 
gestions. The 64 items resulting from this assess- 
ment of content validity were arranged in Likert 
format with provision for respondents to circle one 
of six response categories for each item: strongly, 
moderately, or slightly agree; and strongly, mod- 
erately, or slightly disagree. On positively worded 
items, strong agreement is scored 7; moderate 
agreement, 6; slight agreement, 5; slight disagree- 
ment, 3; moderate disagreement, 2; strong disa- 
greement, 1. Reversed scoring is used for nega- 
tively worded items. W hen no response is given, a 
score of 4 is given to that item. 

Respondents 
The final version of the Community Mental 

Health Ideology (CMHI) Scale was developed on 
responses from various criterion groups of mental 
health specialists comprising a total of 484 in- 
dividuals. 

The first category of respondents is composed of 
four criterion groups whose members were thought 
to be highly oriented to community mental health: 

1. Graduates of the Harvard School of Public 
Health and Harvard Medical School Community 
Mental Health Training Program 

2. Graduates of the Columbia University School 
of Public Health and Administrative Medicine, 
Division of Community Psychiatry Post-Doctoral 
Training Program 

3. Members of the Harvard Laboratory of Com- 
munity Psychiatry Visiting Faculty Seminar (a 
three-year program for professors in departments of 
psychiatry in 16 medical schools throughout the 
United States) 

4. The participants in the 1965 Swampscott Con- 
ference on Training in Community Psychology 

The second category of respondents consists of 
random samples from three national professional 
associations: 

5. The American Psychological Association (Di- 
vision of Clinical Psychology) 

6. The American Psychiatric Association 
7. The American Occupational Therapy As- 

sociation (Psychiatric Occupational Therapists) 
The third category consists of random samples of 

members from two other professional groups 
which, it was assumed, would include psychiatrists 
more negatively oriented to community mental 
health ideology: 

8. The American Psychoanalytic Association 
9. The Society for Biological Psychiatry 

Questionnaire Administration 
Questionnaires entitled "Mental Health Special. 

ist Survey of Opinions" and containing the 64 

TABLE i 

RATE OF RESPONSE FROM CRITERION GROUPS 

Rate of Response 
Number Number Percent 

Group Received Returned Returned 

Harvard Post- 
Doetorals 63 57 90.5 

Harvard Visiting 
Faculty 16 15 93.8 

Community 
Psychologists 30 23 76.7 

Columbia Post- 
Doctorals 48 25 52.1 

Amer. Psychol. 
Assoc. (Div. 
12) 98 79 80.6 

Amer. Occup. 
Therapy 
Assoc. 47 35 74.5 

Soc. for Biol. 
Psychiat. 50 29 58.0 

Amer. Psychiat. 
Assoc. 332 175 52.7 

~ n e r .  
Psychoanal. 
Assoc. 100 46 46.0 

items resulting from the study of content validity 
were mailed in the fall of 1966 to members of the 
preceding criterion groups. After one mouth, a 
follow-up letter was sent to nonrespondents. The 
rate of response for each of the nine groups is 
given in Table 1. Of the 784 questionnaires 
received by members of these groups, 484 were 
returned in usable form for an overall response 
rate of 61.7 per cent. 

RESULTS 

Item Selection 
I tems to be re ta ined  in  the  final ve rs ion  of 

the  CMHI Scale were selected on  the  basis 
of  jo in t  cons idera t ion  of i tem-total  score 
correla t ions  and  the  resul ts  of  a pr incipal-  
componen t s  analysis  of the  64- i tem ques- 
t ionna i re .  Thi r ty-e ight  i tems were found  to 
have  corrected i tem-total  corre la t ions  of .44 
or higher.  The  first l a ten t  roo t  extracted by  
a p r inc ipa l -componen t s  analysis  accoun ted  
ior  nea r ly  a quar te r  (23.4 per  cent) of  the  
total  var iance  of the  64 i tems,  with a sharp 
drop of 5.2 per  cen t  of the  trace con ta ined  
in  the  nex t  h ighest  l a ten t  root .  

Fac tor  loadings of  the  i tems on  the  first 
roo t  closely paral leled the  resul ts  of  the  
i tem-total  analysis .  The  same 38 i tems 
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TABLE 2 

COMMUNITY MENTAL HEALTH IDEOLOGY (CMHI) SCALE 

Item Mean S.D. F-loading I tem-totalr  

1. Every mental health center should have formally as- 
sociated with it a local citizen's board assigned significant 
responsibilities. 5.58 1.46 .59 .57 

* 2. Our time-tested pattern of diagnosing and treating in- 
dividual patients is still the optimal way for us to function 
professionally. 4.91 1.95 .61 .61 

* 3. With our limited professional resources it makes more 
sense to use established knowledge to treat the mentally ill 
rather than trying to deal with the social conditions which 
may cause mental illness. 4.97 1.78 .68 .67 

4. Our responsibility for patients extends beyond the 
contact we have with them in the mental health center. 6.01 1.27 .56 .54 

5. A significant part of the psychiatrist's job consists of 
finding out who the mentally disordered are and where 
they are located in the community. 4.08 2.04 .44 .44 

* 6. Such public health programs as primary preventive 
services are still of little value to the mental health field. 5.04 1.80 .51 .48 

7. A mental health program should direct particular atten- 
tion to groups of people who are potentially vulnerable 
to upsetting pressures. 5.70 1.51 .45 .44 

* 8. The planning and operation of mental health programs arc 
professional functions which should not be influenced by 
citizen pressures. 4.93 1.98 .49 .49 

9. Mental health programs should give a high priority to 
lowering the rate of new cases in a community by reduc- 
ing harmful environmental conditions. 5.46 1.66 .48 .47 

10. The mental health specialist should seek to extend his 
effectiveness by working through other people. 6.48 .92 .55 .53 

"11. A mental health professional can only be responsible for 
the mentally ill who come to him; he cannot be respon. 
sible for those who do not seek him out. 4.71 2.01 .66 .65 

12. Our program emphasis should be shifted from the 
clinical model, directed at specific patients, to the public 
health model, focusing upon populations. 4.43 1.93 .61 .60 

13. Understanding of the community in which we work 
should be made a central focus in the training of mental 
health professionals. 6.16 1.21 .57 .55 

"14. The control of mental illness is a goal that can only be 
attained through psychiatric treatment. 5.75 1.58 .53 .51 

15. A mental health professional assumes responsibility not 
only for his current caseload but also for unidentified 
potentially maladjusted people in the community. 5.16 1.86 .50 .47 

16. Our current emphasis upon the problems of individual 
patients is a relatively ineffective approach for easing a 
community's total psychiatric problem. 5.03 1.94 .51 .51 

"17. Our professional mandate is to treat individual patients 
and not the harmful influences in society. 5.31 1.81 .67 .65 

"18. Our efforts to involve citizens in mental health programs 
have not produced sufficient payoff to make it worth our 
while. 5.58 1.52 .56 .54 

19. The locus of mental illness must be viewed as extending 
beyond the individual, and into the family, the com- 
munity, and the society. 6.38 1.16 .51 .50 

*20. Mental health professionals can be concerned for their 
patients' welfare only when having them in active treat- 
ment. 5.92 1.48 .57 .55 

*Negatively oriented disagree items. 



220 THE COMMUNITY MENTAL HEALTH JOURNAL 

TABLE 2 (Continued) 
COMMUNITY MENTAL HEALT~ IDEOLOCY (CMHI) SCXL~- 

Item Mean S.D. F-loading Item-total r 

21. Mental health consultation is a necessary service which 
we must provide to community caregivers who can help 
in the care of the mentally ill. 6.40 .97 .51 .48 

22. Caregiving agents who worked with the patient before 
and during his contact at the mental health center should 
be included in the formulation of treatment plans. 6.34 .95 .51 .48 

*23. A psychiatrist can only provide useful services to those 
people with whom he has direct personal contact. 5.85 1.60 .53 .51 

*24. Skill in collaborating with nonmental health professionals 
is relatively unimportant to the success of our work with 
the mentally ill. 6.17 1.26 .57 .55 

25. The mental health center is only one part of a compre- 
hensive community mental health program. 6.43 .83 .53 .51 

*26. Mental health professionals should only provide their 
services to individuals whom society defines as mentally 
ill or who voluntarily seek these services. 5.30 1.90 .68 .67 

27. We should deal with people who are not yet sick by 
helping them to develop ways for coping with expected 
life difficulties. 5.85 1.47 .59 .56 

*28. We should not legitimately be concerned with modifying 
aspects of our patient's environment but rather in bol- 
stering his ability to cope with it. 5.08 1.95 .48 .48 

*29. It is a poor treatment policy to allow non-psychiatrists to 
perform traditional psychiatric functions. 4.88 2.02 .55 .55 

*30. Since we do not know enough about prevention, mental 
health programs should direct their prime efforts toward 
treating the mentally ill rather than developing pre- 
vention programs. 5.47 1.71 .64 .62 

31. The hospital and community should strive for the goal of 
each participating in the affairs and activities of the other. 6.11 1.21 .53 .51 

32. Social action is required to insure the success of mental 
health programs. 6.30 1.11 .47 .44 

*33. In view of the professional manpower shortage, existing 
resources should be used for treatment programs rather 
than prevention programs. 5.42 1.76 .51 .49 

34. Each mental health center should join the health and 
welfare council of each community it serves. 6.33 1.01 .51 .48 

35. The responsible mental health professional should be- 
come an agent for social change. 5.27 1.71 .68 .66 

*36. We can make more effective use of our skills by inten- 
sively treating a limited number of patients instead of 
working indirectly with many patients. 5.06 1.84 .58 .58 

*37. By and large, the practice of good psychiatry does not 
require very much knowledge about sociology and 
anthropology. 5.74 1.64 .44 .44 

*38. Community agencies working with the patient should not 
be involved with the different phases of a patient's hos- 
pitalization. 5.90 1.36 .56 .53 

*Negatively oriented disagree items. 

de r ived  f r o m  the  i t em- to ta l  analysis  re- 
ce ived  a fac tor  loading of  .44 or  above  on  
t h e  first factor  of  the  p r inc ipa l -componen ts  
analysis,  t hus  suppor t ing  the  un ivoca l  

n a t u r e  o f  these  i tems.  The  38 i tems (19 
pos i t ive ly  and 19 nega t ive ly  oriented)  in-  
c luded  in  the  C M H I  Scale  are  p resen ted  in  
Table  2 wi th  the i r  i tem-tota l  cor re la t ions ,  



FRANK BAKER AND HERBERT C. SCHULBERG 221 

F-loadings, and means and standard de- 
viations based on the total sample of 484 
respondents. 

Reliability 
Reliability for the CMHI Scale is quite 

high. The Cronbach Alpha (generalized 
Kuder-Richardson formula 20) for the total 
group of 484 respondents on the 38-item 
scale was .94 and the split-half reliability 
was .95 (odd-even corrected by Spearman- 
Brown formula). A test-retest reliability 
was computed on the basis of the September 
1966 and May 1967 total scores obtained by 
34 graduates of the Harvard Community 
Mental Health programs. In spite of the 
homogeneity of this group in regard to the 
ideology being studied and its extreme 
scores on the CMHI Scale, a quite high 
test-retest reliability of .92 was obtained. 

Validity 
The nine criterion groups of mental 

health professionals described earlier were 
used to determine whether the CMHI 
Scale adequately discriminates known 
groups in their degree of orientation to 
community mental health ideology. The 

TABLE 3 

BAsic CMHI SCALE DATA FOR CRITERION GROUPS 

Mean 
Group N Score S.D. Range 

Harvard Post- 
Doctorals 57 239.79 19.48 165-262 

Harvard Visiting 
Faculty 15 234.60 26.91 160-264 

Community 
Psychologists 23 234.43 14.68 195-264 

Columbia Post- 
Doctorals 25 221.96 24.06 173-260 

Amer. Psychol. 
Assoc. (Div. 
12) 79 217.89 22.19 159-258 

Amer. Occup. 
Therapy 
Assoc. 35 207.69 21.07 161-243 

Soc. for Biol. 
Psychiat. 29 206.28 32.97 131-258 

Amer. Psychiat. 
Assoc. 175 198.93 37.02 92-265 

Amer. 
Psychoanal. 
Assoc. 46 194.52 31.23 125-259 

means, standard deviations, and ranges for 
the nine groups are presented in Table 3. 
The ordering of the groups according to 
mean total score is consistent with what 
one would expect if the hypothesized 
dimension were being measured. The four 
criterion groups with acknowledged com- 
mitment to community mental health have 
the highest means. The means of the ran- 
dom samples drawn from professional as- 
sociations follow next, and the psycho- 
analysts have the lowest mean score. Only 
the mean of the Society for Biological 
Psychiatry appears out of its predicted 
lowest rank. W hen this group is examined 
more closely, however, one finds that it 
consists of a number of eclectically oriented 
psychiatrists with broader social orienta- 
tions than might be thought from the name 
of the group. 

The results of an analysis of variance for 
the mean scores of the nine criterion groups 
are presented in Table 4. The obtained 

TABLE 4 

ANALYSIS OF VARIANCE OF CRITERION GROUPS 
ON CMHI SCALE 

Source of Sum of Mean 
Variation Squares df Square F 

B~ween 
Groups 113,905.76 8 14,238.22 

Within 
groups 422,583.75 475 889.65 
TOTAL 536,489.51 

16.00" 

*p < .001 

F-ratio is significant well beyond the .001 
level. The t-tests of all interpair differ- 
ences between the means of the nine 
criterion groups are presented in Table 5. 
The matrix contains a pattern consistent 
with expectations regarding the criterion 
validity of the CMHI Scale. The means of 
groups expected to be adjacent on the 
continuum of orientation to community 
mental health ideology do not differ signif- 
icantly, while those groups expected to 
differ do so to a statistically significant 
degree. 

Support for the general construct validity 
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TABLE 5 
t-TEsTS OF INTEI~PAUt DIFFeReNCES O~ M~-A~ Sco~s  roa CmTXmON Groves oN CMHI SCXLW 

Group 

o 

Harvard Post-Doctorals 
Harvard Visiting Faculty 
Community Psychologists 
Columbia Post-Doctorals 
Amer. Psychol. Assoc. (Div. 

12) 
Amer. Occup. Therapy Assoc. 
Soc. for Biol. Psychiat. 
Amer. Psychiat. Assoc. 

.83 1.17 3.50t 4.93t 7.36t 5.84t 7.95t 8.90t 
.00 1.50 2.55t 3.72t 2.80t 3.63t 4.39t 

2.10" 3.34t 5.21t 3.73t 4.53t 5.73t 
.77 2.40* 1.93 3.01t 3.77t 

2.28* 2.07* 4.20t 4.83t 
.20 1.35 2.12" 

1.00 1.53 
.73 

< .05 
~ ; <  .01 

of the CMHI Scale is derived from the 
responses supplied in the general back- 
ground questionnaire that all 484 respon- 
dents completed together with the Scale. 
Each individual was asked to indicate how 
strongly he identified with each of four 
psychiatric orientations on a continuum 
ranging from 'every strongly" through 
"average" to "not at all." The four 
orientations were: (a) somatic (organic), 
(b) psychotherapeutic, (c) sociotherapeutic 
(miheu), and (d) community mental health. 
Total score on the CMHI Scale was signif- 
icantly correlated (r = .55, p < .001) 
with self-rating of degree of identification 
with a community mental health orien- 
tation. There was also a highly signiG 
icant lcorrelation (r = .41, p < .001) 
between CMHI Scale score and identifica- 
tion with a sociotherapeutic orientation, a 
not surprising finding since community 
mental health concepts are generally 
thought to include sociotherapeutic ele- 
ments. The correlation between CMHI 
Scale score and strength of identification 
with a somatic orientation was --.18 (p 
< .001), and the correlation with a psycho- 
therapeutic orientation was - . 0 9  (p < 
.05). Although the absolute values of these 
last two correlations are small, they sug- 
gest that high.scoring respondents on the 
CMHI Scale have a somewhat negative 

identification with the somatic and psycho- 
therapeutic orientations. 

Respondents in the upper quartile ( N = 
127) of scores on the CMHI Scale differed 
from those scoring in the lower quartile 
(N = 121) in their responses regarding the 
substantive areas in which they felt enough 
interest to keep up with new developments. 
Twice as many of the high scorers (87 per 
cent) indicated that they kept up with new 
developments in community mental health 
as did low scorers (43 per cent), a difference 
significant well beyond the .001 level. High 
scorers reported significantly more fre- 
quently that they kept up with new de- 
velopments in culture and personality, 
social psychiatry, epidemiology, group psy- 
chotherapy, and milieu therapy. Low 
scorers indicated more frequently that they 
kept up with developments in individual 
psychotherapy, biochemistry, genetics, neu- 
rology, and neuropharmacology. 

Evidence of the CMHI Scale's construct 
validity is seen also in respondents' pre- 
ference for attendance at simultaneous 
symposia. People were asked to rank-order 
their choices of a symposium on recent 
advances in: (a) community mental health, 
(b) milieu therapy, (c) psychotherapy, and 
(d) somatic therapy. The rankings obtained 
indicated that the highest-scoring quartile 
on the CMHI Scale preferred a symposium 
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on community mental health, then milieu 
therapy, psychotherapy, and finally somatic 
therapy. The bottom-scoring quartile on the 
CMHI Scale most preferred the symposium 
topic of psychotherapy, followed by com- 
munity mental health with the other two 
choices receiving lowest ranks. 

Ratings by respondents in the criterion 
groups of the concept ~'Community Mental 
Health" on a 19-scale semantic differential 
supports the construct validity of the 
CMHI Scale. As described elsewhere (Schul- 
berg and Baker in press), all respondents in 
this study were asked to rate the concept on 
19 seven-point, bipolar adjective rating 
scales. On each adjective scale, high scorers 
on the CMHI Scale differed from low 
scorers at a level of significance beyond 
.001 in defining the meaning of community 
mental health as more good, effective, rele- 
vant, timely, new, progressive~ wise, com- 
plex, right, sophisticated, broad, considered, 
realistic, needed, important, strong, pro- 
ductive, cooperative, and active. Low 
scorers on the Scale, conversely, defined 
community mental health in a less positive 
light, thought it to be less active, and 
attributed less potent characteristics to it. 

Evidence for the validity of the CMHI 
Scale may be summarized as follows: 

1. The Scale successfully discriminates 
groups known to have positive community 
mental health views from random samples 
of mental health professionals. 

2. CMHI Scale scores relate significantly 
to self-reported responses on degree of: 
identification with a community mental 
health orientation; interest in keeping up 
with new developments in community 
mental health; and preference for a 
symposium on recent advances in com- 
munity mental health. CMHI Scale scores 
also relate significantly to the connotative 
meanings assigned community mental 
health on a 19-item semantic differential 
rating form. 

CORRELATES OF COMMUNITY 
MENTAL HEALTH IDEOLOGY 

How does adherence to community men- 
tal health ideology relate to other char- 
acteristics of mental health professionals? A 

beginning answer can be obtained from the 
general background data available on the 
484 individuals who completed the CMHI 
Scale. 

Respondents indicated what percentage 
of their work week was spent in each of a 
variety of activities. Respondents in the 
upper.scoring quartile on total CMHI 
Scale score spend a significantly greater 
proportion of their time in administration, 
consulting with community agencies, and in 
teaching than do respondents in the 
lowest-scoring quartile. The members of the 
high group spend an average of over 50 per 
cent of their time in these activities as 
compared to those in the low group, who 
spend a quarter of their work week en- 
gaged in these three types of activities. 
Those in the lowest-scoring quartile spend 
significantly more of their work week in 
treating patients than do the respondents in 
the upper-scoring quartile--an average of 54 
per cent compared to only 22 per cent. 
There were no significant differences be- 
tween the two extreme quartiles with regard 
to the proportion of time spent in research 
or in supervising others in their facilities. 

A related factor was the type of work 
setting in which respondents spend the 
majority of their professional work week. 
High- and low-scoring quartiles differed 
significantly on this matter as well. More 
community mental health oriented pro- 
fessionals work in universities and medical 
schools, general hospitals, community 
clinics, and school systems than do less 
community mental health oriented in- 
dividuals. More of the low-scoring group 
work in mental hospitals, and three times 
as many members of this group spend the 
majority of their professional work week in 
private practice as compared to the high- 
scoring group (44 per cent compared to 14 
per cent). 

Total score on the CMHI Scale is cor- 
related to a significant degree with age 
(r = --.16, p < .001), indicating that 
those supporting community mental health 
beliefs tend to be younger. Likewise, there 
is a significant correlation between high 
total scale score and date of highest degree 
(r = .23, p < .001), indicating that in- 
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dividuals receiving their advanced training 
more recently are more likely to have been 
socialized to a community mental health 
orientation. 

DISCUSSION 

Now that the statistical elements central 
to the Scale's construction have been 
described, it is important to consider once 
again its conceptual basis. Although in first 
constructing items for the Scale, five con- 
ceptual categories had been used to insure 
adequate coverage of the beliefs of com- 
munity mental health, these were not 
thought to be independent subscales, nor 
do the results of the factor analysis support 
such a view. Rather, the Scale is largely a 
single-factored measure of community men- 
tal health beliefs. 

It is to be noted that proportionally more 
successful items were retained in the CMHI 
Scale from the original pool of statements in 
these three conceptual categories: popula- 
tion focus, primary prevention, and total 
community involvement. Relatively fewer 
items were retained from the conceptual 
categories of comprehensive continuity of 
care and social treatment goals. It would 
appear that what is more unique to the 
ideology of community mental health is its 
focus on the total population, the preven- 
tion of mental illness through environ- 
mental intervention, and the involvement 
of a variety of community resources in 
working with the mentally ill. 

This success in constructing a community 
mental health ideology scale of better than 
average reliability and validity, as com- 
pared to the attitude scales described by 
Shaw and Wright (1967) in their exhaustive 
review of the literature, supports the 
hypothesis that there exists a relatively 
coherent belief system that differentially 
characterizes today's mental health pro- 
fessionals. The extent of a group's adher- 
ence to this belief system is measurable 
through use of the Scale described in this 
paper. 

The Scale successfully discriminates be- 
tween groups of mental health professionals 
holding different attitudes toward com- 
munity mental health and thus should be 

useful for a variety of research purposes. 
One possible use is in evaluating the 
effectiveness of specialized training pro- 
grams in community mental health in 
modifying the participant's theoretic per- 
suasion. 

Another major use that is envisioned for 
the CMHI Scale is in research on the 
development and functioning of community 
mental health programs. Mental health 
facilities, like other organizations, are in- 
fluenced by cultural values or belief sys- 
tems that may affect the changing goals of 
the organization. For example, community 
mental health concepts imply extension of a 
hospital's traditional goals of patient care 
and treatment to include improvement of a 
population's mental health through pro- 
grams of primary and secondary prevention. 
These new goals will produce changes in the 
hospital's task hierarchy. It is thought that 
staff resistance to, or advocacy of, organiza- 
tional change will be a function of its 
degree of orientation to community mental 
health ideology. The CMHI Scale allows 
examination of the relationships between 
the ideology of staff groups and their 
participation in the development of com- 
munity programs. The Scale already is 
being used for this purpose in a study of 
Boston State Hospital, an institution under. 
going the change from state mental hospital 
to community mental health center (Baker, 
1966; Schulberg, Caplan, & Greenblatt, in 
press). 

The correlates of community mental 
health ideology offer additional areas for 
interesting research. What are the char- 
acteristics of people strongly oriented to 
community mental health? The data pre. 
sented here indicate that they spend more 
of their work week in administration, 
teaching, and community consultation and 
are relatively less involved in direct patient 
treatment. They are more likely to work in 
academic institutions, general hospitals, 
community clinics, and school systems 
than in private practice. They also are 
likely to be a bit younger than other mental 
health professionals and to have received 
their advanced training more recently. 
Other characteristics of high scorers on the 
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CMHI Scale that bear research are relevant 
personality characteristics and specific 
training and educational experiences. 

Further  research in the appropriate ap- 
plications of the Scale is desirable. The 
Scale was developed on psychiatrists, psy- 
chologists, and occupational therapists. 
Data for nurses, social workers, and other 
mental health specialist populations are 
still needed. Further  evidence of the Scale's 
convergent and discriminant validtiy should 
also be gathered. The relation of the CMHI 
Scale to other psychiatric ideology scales 
offers future research possibilities. 
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