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ABSTRACT 

Mental Health service provision organizations have strong professional norms of 

cooperation that exert pressures on organizational actors to integrate and coordinate 

services to better serve clients. Pressures to integrate services sometimes run counter to 

the funding mechanisms employed in delivery systems. This is especially true for 

managed care. This study examined whether integration increased or decreased as a resxdt 

of the introduction of risk-based managed care in one community. 

Data were collected at two points in time, 1996 and 1999, in order to assess 

changes in services integration over time. Survey instruments and field interviews were 

employed to collect the relevant data. Standard network analysis techniques and simple 

content analysis were used for the analysis. 

The theoretical portion of this dissertation sought to determine which set of 

literature better described what occurred in a normatively cooperative network with 

competitive, managed care incentives. I reviewed literature in organization theory, 

common pool resources, and mental health to support a cooperative view of mental 

healthcare delivery, and reviewed principal-agent theory and managed care to support a 

non-cooperative view of mental healthcare delivery. 

I found that despite the competitive incentives introduced into the mental health 

delivery network, integration increased over a three-year period. Integration was 

measured using network measures such as density, degree centrality, cliques, core 
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provider analysis, and blockmodels. The network findings were fiirther supported by the 

qualitative analysis performed on the interview data. 

The latter part of the dissertation develops a model that explains collective action 

in interorganizational networks. It draws upon the organizational theory literature by 

describing the determinants necessary for network formation and using the concepts of 

communication, norms, time, and context. The common pool resource literature 

contributes a diagnosis stage to the model that assists in explaining how networks change 

and develop desirable characteristics over time, while supplementing the OT literature's 

perspective on communication, context, and time. I also suggest ways in which this 

dissertation contributes to practice, focusing on the systems design of mental health 

delivery systems. 
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CHAPTER ONE 

mXRODUCTION 

Historically, indigent care and charity services in the U.S. were provided by the 

private sector through organizations such as churches and civic groups. These services 

gradually shifted out of the private sector and increasingly became entrenched in a 

welfare state of government services. It is now generally seen as the govenmient's 

responsibility to provide a social safety net for its poorer and more vulnerable citizens. 

This means that the federal government, as well as state and local governments, are 

responsible for providing services such as healthcare, mental healthcare, vocational 

rehabilitation, and the like to those individuals that do not have the means to acquire 

these services on their own. 

The government provision of health and health related services has become a 

significant part of the United States Government's budget. The U.S. government outlays 

for health related programs has grown from $3.1 billion in 1965 to $366 billion in 1999 

(see Table 1.1). In terms of the percentage of Gross Domestic Product these dollar 

figures represent, the outlays were 0.4% of GDP in 1965 and 4.0% in 1999. Likewise, 

the budget for the U.S. Department of Health and Hmnan Services has grown from 4% of 

total U.S. outlays in 1965 to 21.1% in 1999 (Table 1.2). The absolute growth in dollars 

of health related programs is staggering. 

Medicaid spends approximately one-fifth of its budget on services to the mentally 

ill (Frank & Goldman, 1989). The Federal government is increasingly turning to 



Table 1.1 

U.S. Government Outlays for Health Programs 

(in billions of dollars) 

1965 1970 1975 1980 1985 1990 1995 1999 

Medicare 7.1 14.8 35.0 71.4 109.7 180.1 212.0 

Medicaid 0.3 2.7 6.8 14.0 22.7 41.1 89.1 108.0 

Total Health 3.1 13.9 29.5 65.4 117.1 180.4 307.1 366.0 

% Total U.S. Outlays 2.6 7.1 8.9 11.1 12.4 14.4 20.3 21.5 

% GDP 0.4 1.4 1.9 2.4 2.8 3.1 4.2 4.0 

Source: U.S. Government, The Budget for Fiscal Year 2001, Historical Tables 



Table 1.2 

U.S. Health and Human Service Agency Outlays 

1965 1970 1975 1980 1985 1990 1995 1999 

Dollar Outlays 
(in millions) 4,700 17,397 33,751 68,255 114,271 175,531 303,081 359,701 

% Total 
U.S. Outlays 4.0 8.9 10.2 11.6 12.1 14.0 20.0 21.1 

Source: U.S. Government, The Budget for Fiscal Year 2001, Historical Tables 
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managed care arrangements to control its costs. The Health Care Financing 

Administration (HCFA) estimates that within the next few years, over half of its 

beneficiaries will be enrolled in some sort of managed care arrangement (Mechanic & 

McAlpine, 1999). The outcomes of government fimded mental health services under 

managed care arrangements are not well known at this point. This dissertation 

undertakes the task of exploring and understanding the implications of the introduction of 

risk-based managed mental health care on a delivery network in one community in 

Arizona. 

Study Focus 

I am interested in understanding how our government provides mental healthcare 

services to its vulnerable citizens. The emphasis in this study is on analyzing patterns of 

cooperation and/or competition among health and human service organizations in the 

delivery of mental health services to seriously mentally ill (SMI) adults in southern 

Arizona. 

The question of cooperation versus competition in a health and human service 

delivery system is an interesting one. There is an assiunption among health and human 

service professionals in the mental health field that cooperation among agencies is the 

most effective way of providing services to clients (Dill & Rochefort, 1989; Lehman, 

1989; Morrissey, Calloway et ed, 1994; Morrissey, Tausig & Lindsey, 1986; Steinwachs 
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et al, 1992). Further, more cooperation among health and human service agencies is 

thought to be better than less cooperation. 

One of the possible origins of this theme, or norm, of cooperation is that many 

health and human service organizations have joint production functions (Milward & 

Provan, 2000). Many non-profit and public organizations have broad goals or missions. 

Since missions are defined so broadly, it is likely that organizations cannot accomplish 

their goals by themselves. This means that organizations may only supply one piece of a 

given service plan and must rely on other organizations to complete the specified 

treatment. Thus, organizations are often faced with pressures to cooperate with each 

other out of necessity. 

One way that organizations have decided to cooperate is through integration of 

services. Integration is the coordination of services among organizations or departments 

that provide separate but complementary services to a particular client population. These 

services are coordinated through collaboration and cooperation among the individual 

entities. Integration is often assumed to have positive effects on client outcomes 

because coordinating services should address the entire range of needs of a client. 

Since community health and human service organizations are usually distinct, 

independent entities, they must find a way to integrate services while remaining 

functionally and legally separate. One way of integrating services that is increasingly 

common in all sectors and industries is the network form of organization. Networks are 

flat structures that allow independent entities to come together to produce an outcome 

that could not be produced by any one individual entity in the network. The network 
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components (in this case health and human service agencies) must give up some 

decision-making authority to the governing mechanism of the network in order to assure 

that the goals of the network are being met (Alter 8c Hage, 1993; Chisholm, 1998; 

Powell, 1990). 

Integration has been a topic of increased interest to researchers interested in health 

and human services for the past two decades. Several important prior studies of 

integration have focused on the interaction of client outcomes and integration. This focus 

stemmed from the belief that better service coordination will improve client outcomes. 

The variable of interest in these studies was client outcome measures, or effectiveness of 

treatment, under an integrated regime. In other words, did clients improve or get better as 

a result of organizations coordinating their treatment plans on their behalf? 

The research done looking at client outcomes as the dependent variable and 

system design (integration) as the independent variable have not yielded consistent 

results. There are four particularly important studies that utilize this focus: the Robert 

Wood Johnson Foxmdation's Program on Chronic Mental Illness (PCMI), Bickman's Fort 

Bragg experiment (1996), Morrissey's ACCESS project (1998), and Provan and 

Milward's four site study (1995). Although the design in each of these empirical studies 

is not the same, consistent results might be expected to emerge since the studies all 

focused on the same independent and dependent variables. 

Lehman and colleagues (1994) assessed the connection between integration, 

specifically increased case management, and client outcomes for the Program on Chronic 

Mental Illness. They found that increased spending on integration activities did not 
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improve client outcomes. The researchers concluded that increased integration was a 

necessary, but not sufficient condition for increased client outcomes; equally important is 

the range and quality of services offered. 

Bickman's Fort Bragg Demonstration Project compared groups of children with 

mental illness at Fort Bragg, N.C. The control group received services through a 

traditional, fragmented service design and the experimental group received services 

through a seamless, integrated service design. The researchers foimd that the children 

who received the coordinated health care, social, and mental health services did not have 

better outcomes than those who did not have integrated services, but preferred the 

integrated model of service delivery to traditional models. Additionally, although both 

groups of children did improve significantly, the costs of the integrated services were 

much more expensive than traditional services. 

Morrissey and colleagues' ACCESS project (1998) focused on individuals who 

were homeless and mentally ill in 15 cities across the country. The authors found that 

when a traditional non-integrated model was compared to an integrated managed care 

model, client outcomes did not increase as system integration increased. Additionally, an 

interesting consequence of managed care was found. The researchers discovered that in 

the managed care sites, levels of integration, as measured by overall connectivity, 

actually decreased, instead of increasing as expected. This finding is possibly explained 

by the increased service and administrative requirements placed on organizations under 

managed care. 
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Provan and Milward (1995) examined four comparably sized sites in the U.S. in 

an effort to assess overall system effectiveness. The variables of interest were client 

satisfaction, system structure, and resource levels. The four sites varied in terms of the 

design of the systems on dimensions such as centralization and funding model. Here, the 

researchers found that integration does have an impact on client outcomes. However, the 

authors imposed the caveat that client outcomes co-varied with integration only when 

coupled with both system stability and resource munificence. 

The results of these studies have guided our knowledge about the relationship 

between integration and client outcomes, but leave us still questioning integration's 

overall impact on clients' wellbeing. While we know little about the actual impact of 

integration on client outcomes, we know even less about the phenomenon of integration 

itself. Important questions about integration that have yet to be answered are how does 

integration emerge?; how can integration be sustained?; and what incentives impact the 

level of integration in a particular community? 

The question of how or why integration emerges among service providers is 

especially interesting in a managed care context. Managed care is a cost containment 

strategy used in healthcare that seeks to minimize costs while still providing quality 

healthcare to clients. Cost efficiency is theoretically accomplished by focusing efforts on 

preventive care rather than emergency or crisis care, while cost effectiveness is achieved 

through managing the client's services across a continuimi of care. 

Managed care uses several mechanisms that promote competition among 

providers to encourage cost savings. Three particularly important cost control 



mechanisms for managed care are the constraint of client referrals, the awarding of 

contracts, and the awarding of larger client pools. Often these benefits are zero-sum, in 

that if one provider gains more clients, another provider loses some. Although all of 

these mechanisms may not be present in all managed care regimes, this zero-sum 

component of managed care injects competitive incentives into a provider community. 

The competitive tendencies set up in managed care models renders cooperation 

among health and human service provider agencies difficult. The cost containment 

mechanisms used in this type of regime encourage guarded behavior rather than the 

cooperative behavior that is the norm among health and human service organizations. A 

paradox emerges in managed care systems that consist of health and himian service 

organizations between norms of cooperation and incentives for competition. 

The paradox of managed care health and hmnan service systems is interesting. 

Which tendency will emerge as the stronger, overriding factor in system evolution, 

cooperation or competition? When literature regarding these two areas was consulted, no 

clear answer emerged. In fact, the literature can be dichotomized into competing 

predictions. 

On the one hand, the literature pertaining to interorganizational relationsliips and 

to common pool resources suggest that organizations, especially those with deeply rooted 

norms of cooperation, would overcome their individual interests in order to cooperate. 

On the other hand, the managed care literature and the principal-agent literature suggest 

that organizations in a cost containment contract would respond to competitive 

incentives, thereby limiting interorganizational collaboration and services integration. 
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Theory Building 

This dissertation is an examination of how integration changes when managed 

care incentives are introduced to a group of service providers typically guided by norms 

of cooperation. I will investigate which stream of literature (cooperative or 

competitive/non-cooperative) is a better predictor of what occurs among health and 

human service organizations under a managed care regime. With this in mind, two broad 

research questions were developed in order to guide the exploration of this issue. 

The first research question is broad in nature and addresses the fimdamental 

dichotomy in the literature. Since neither set of literature clearly predicts what occurs in 

a normatively cooperative network with non-cooperative incentives, the following 

question is posed; 

Research Question 1: 

Does risk-based managed care increase or decrease the extent of integration among 

health and human service agencies operating in a single community? 

This question is very broad in focus. It is intended to examine the general level of 

activity within a managed care system without regard to types of (formal vs. informal) or 

content specific (contract vs. referral) ties. 

The second research question is more specific in nature. This question is derived 

from earlier findings that contracts and referrals in human service relationships do not 

have to be tightly coupled. In fact, tliese types of relationships are often divergent in their 

patterns (Morrissey, Tausig & Lindsey, 1986; Van de Ven & Walker, 1984). Since 

contracts are more formal in nature and referrals are more informal in nature, the 
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divergence between the two types of ties can lead to a more realistic understanding of 

how integration occurs, or does not occur. 

Research Question 2: 

Does the patterning of formal and informal linkages converge or diverge in health and 

human service agencies operating in a single community under risk-based managed 

care? 

This question, while still broad, is more narrowly focused than the first research 

question. This research question will compare informal (referral) ties with formal 

(contract) ties in order to determine the independent movement of each content specific 

(contracts vs. referrals) or type specific (formal vs. informal) set of ties. 

Empirical Analysis 

The data for this study were collected at two points in time. This longitudinal 

approach will allow me to consider the evolution of the managed care system over time. 

The two time points, 1996 and 1999, were chosen for their significance in the evolution 

of the managed care system. 

At both data points the information was gathered using a survey instrument. 

Standard network data were collected on both contracts and referrals. These data were 

collected to focus on the most fundamental types of ties health and human service 

organizations might have with one another. The 1999 data collection was more extensive 

than in 1996 because the survey included extra questions and was supplemented by field 

interviews with providers. The empirical analysis was conducted using both network 
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analysis on the survey data and content analysis of the qualitative data. The qualitative 

analysis was supplemental in its use, meaning it was used to either confirm or disconfirm 

the conclusions drawn from the network analysis. 

Research Support 

The 1999-2000 portion of this research was conducted with fiinding from the 

Aspen Institute's Nonprofit Sector Research Fvind (grant number No. 99-NSRF-19), 

Keith Pro van, P.I. The Aspen project focused on four research questions to help 

determine "how publicly funded community mental health systems might be organized, 

funded, and implemented by nonprofit entities as they adapt to the pressures and 

constraints of risk and competition under managed care" (Provan, grant proposal 1998). 

The questions for the Aspen project were as follows: 

1. Has within-network collaboration among agencies in each of the three formal 

provider networks increased over time under the pressures of capitation? 

2. Has cross-network collaboration by agencies in each of the three formal provider 

networks decreased under pressures of capitation? 

3. What approaches and methods have been used by agencies to effectively manage 

collaboration under conflicting pressures of cooperation and competition? 

4. How have client services and the cost of these services changed under capitation and 

to what extent are differences in levels of collaboration across the networks 

associated with differences in services and costs? 
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CHAPTER TWO 

BACKGROUND 

This chapter will provide the background knowledge needed to understand the 

context in which this dissertation takes place. I will provide information on four specific 

areas of interest. The areas are mental health policy and history, managed care and 

behavioral health, the hollow state, and the State of Arizona's system of behavioral 

health. Each of these areas is important to gain a full knowledge of the context of the 

research done for this dissertation. 

The section on behavioral health policy and history is a broad anchoring section. 

This section outlines the important developments in policy and treatment that have 

occurred since World War II in the United States. It is within this context that all of the 

other sections of this chapter, and other chapters, must be understood. The trends that 

occurred on a national level have had a direct impact on the state and local delivery level. 

The second section, managed care and behavioral health, complements the first 

section. This section briefly discusses the rise of managed care as a delivery and 

financing mechanism in the United States. It then shows the Federal initiatives that have 

encouraged this type of financing in behavioral health. This section is important because 

our empirical setting takes place in a managed care setting. 

I next turn to a discussion of the hollow state. The hollow state is a metaphor for 

the way in which governments have increasingly chosen to accomplish many of their 

tasks through contracting. In many cases, governments no longer directly produce the 



services they must deliver; instead they pay others to do so. This has important 

consequences for the way in which citizens receive government benefits and the way 

citizens perceive those governments. This section traces the implications of the hollow 

state on the delivery of behavioral health services. 

The last section is narrowly focused upon the empirical context of this study. I 

outline how behavioral health services are set up in the State of Arizona. I wiU then 

move to the specific behavioral health setting. Southern Arizona, and give a detailed 

description of the system design in which our study takes place. 
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BEHAVIORAL HEALTHCARE IN THE UNITED STATES 

World War n had a dramatic effect on the way modem behavioral healthcare is 

delivered. When the War began, recruiters recalled that during the First World War 

many soldiers had behavioral problems after being exposed to prolonged tours on the 

front lines. Many of these soldiers had to be treated and sent home because of their deep 

psychological wounds (Grob, 1991). Many steps were taken to prevent a repeat of this 

occurrence. 

The first step that was taken was the screening of potential GIs for behavioral 

problems prior to service in the armed forces. The belief behind the psychological 

screening was that the high incidence of behavioral abnormalities could be reduced, or 

even eliminated, if the armed forces coxild determine which individuals were prone to 

such disturbances (Grob, 1991, 1992). Of the 15 million men screened for service, 12% 

of those men were rejected for neuropsychiatric reasons (Weiss, 1990). 

Unfortunately, the pre-screening did not eliminate the need for psychiatric 

services during the War. Many of the GIs were still psychologically affected by the 

hardships endured during warfare. During the war, there were 1,000,000 admissions to 

Army hospitals for neuropsychiatric reasons (Grob, 1991). Additionally, a full 37% of all 

discharges during World War II could be attributed to mental instability (Weiss, 1990). 

These facts led the Army to conclude that behavioral problems could be attributed to 

"mental maladjustment" (Grob, 1990: 191). 

With the high occurrence of mental instability among those individuals in the 

front lines, the Army took some steps to remedy the problem. First, any individual that 
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was admitted to an Army hospital for mental disorders was treated. After a period of 

brief treatment many of these men were once again fit for duty. These men were returned 

back to the rank and file of soldiers. The second step taken by the Army was to rotate 

troops off of the firont line to reduce the amount of stress encovmtered by the men. 

These steps helped the Army Psychiatrists to determine that although 

environmental factors play an important role in the psychological health of individuals, 

treatment interventions could alter the outcomes faced by individuals with behavioral 

maladies (Grob, 1991). This was an important conclusion, because up imtil this point the 

psychiatric profession was focused on the severely mentally ill and was seen as a medical 

sub-specialty (Grob, 1991, 1992; Mechanic & Rochefort, 1990). This insight might be 

the single most important factor shaping behavioral health treatment and policy today and 

the impetus for the growth of psychiatry and psychology and other behavioral health 

related professions. 

The lessons leamed in World War II were used to promote a new model of mental 

health and mental healthcare in the United States. Prior to the War and in the two 

decades immediately following it, the main venue for mental health attention was the 

state institution. These facilities were mainly custodial and often individuals spent many 

years as patients. For example, in 1955 censuses reported that inpatient totals were at 

559,000 in state institutions and total patient care episodes were at 819,000. By 1969 the 

average length of stay was still high at 421 days (Mechanic & Rochefort, 1990). 

The focus of the state mental hospitals often dictated the awful conditions and 

long periods of residency for its clients. State facilities were often used merely as 
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warehouses for the old and the infirm (Grob, 1992). Many families who could no longer 

care for their ailing relatives would tum to state facilities as a last resort. Very little 

treatment was actually performed in state mental hospitals since many of the patients 

were beyond help and were sent there to wait out their last days. Further, at this time the 

focus of psychiatry was on seriously mentally ill (SMI) individuals. Because their illness 

was chronic, people with SMI were often just stowed away in state mental hospitals, 

along with the elderly (Grob, 1992). 

The new model of mental healthcare sought by those in power of the psychiatric 

profession after World War n was of treatment in the community rather than in an 

institution. The feasibility of community treatment for mentally ill individuals increased 

with new advances in psychotropic drugs (Mechanic & Rochefort, 1990; Weiss, 1990). 

As stated by Janet Weiss (1990: 193-194), 

Researchers discovered the potential of psychotropic drugs for controlling 
the symptoms of psychosis. Clinicians became more confident that it was 
desirable to treat patients outside the hospital. Politicians and insurance 
companies were persuaded that community treatment could afford greater 
benefits at lower cost than traditional psychiatric hospitalization." 

The community treatment of mental disorders has two positive attributes. First, 

treatment in the commvinity would reduce the stigmatization of being treated for mental 

disorders (Steinwachs, et al, 1992). The idea behind this is that treatment in the 

conamunity did not require stays in a hospital and treatment facilities would be located 

locally. Thus, individuals would be able to access services without travelling long 

distances to state facilities and could receive them on an outpatient basis (Grob, 1991). 
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Therapy could now be obtained on a lunch hour or after work, making treatment more 

accessible and discreet. 

The second positive attribute of commimity treatment was that individuals would 

receive treatment for maladies that could be treated quickly before more serious social 

problems occurred. As Grob describes the issue: 

"If there was a continuum from the normal to the abnormal, then the 
possibility existed that before the process had run its course psychiatric 
interventions could alter the outcome. Hence early treatment in 
community facilities might prevent the onset of severe mental diseases 
that requires institutionalization." (1991: 190) 

"The psychiatric lesson gleaned from wartime experiences had significant 
policy implications. The greatest success in treating soldiers with 
psychological symptoms occurred at the company aid station level. 
Conversely, the therapeutic success rate declined in rear echelon units. A 
logical conclusion followed; treatment in civilian life, as in the military, 
had to be provided in a family and community setting rather than in a 
remote or isolated institution" (1991: 192). 

The profession of psychiatry also underwent a dramatic change due to this policy 

change. As mentioned earlier. Psychiatry was considered a sub-specialty of traditional 

medical training. Very few doctors entered this specialty because of the custodial rather 

than therapeutic nature of the profession at this time; thus, little real medical function was 

being employed at state facilities (Grob, 1991, 1992). 

However, when the shift took place from custodial care in state institutions to 

therapeutic care in communities, interest in the profession caught on. The number of 

psychiatrists was growing, and aroimd them auxiliary professions were being developed 

(Weiss, 1990). Psychological counseling, psychological nursing professions, counseling, 

and social work supplemented the medical treatment of behavioral problems. Each of 
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these professions with a new focus on mental health treatment was developed after the 

Second World War and emphasized a different clinical aspect of treating mental illness. 

A significant shift in membership of the American Psychiatric Association (APA) 

reveals an interesting statistic to illustrate the shift in the profession. The APA was 

founded in 1844 to focus on the issues pertinent to the delivery of care in public mental 

institutions. However, after the shift to commimity care began in the 1950s, membership 

in the APA was predominantly held by those in private practice. Of the APA's 10,000 

members, only 1700 were employed in public mental hospitals by 1956 (Grob, 1991, 

1992). 

The National Institute of Mental Health (NIMH) was created in 1946 by the 

National Mental Health Act of 1946. The main function of the NIMH at this time was to 

provide grants for building outpatient facilities and training fellowships to encourage 

interest in the psychiatric profession (Grob, 1992; Weiss 1990). These monies were put 

to use encouraging a vision of mental health services that the NIMH wanted to promote — 

namely the importance of commvmity care (Weiss, 1990). 

"NIMH was not to provide mental healthcare; that was the province of state 

governments. It was not to pay for mental health services; that fell to state and local 

governments and to patients and their families. It was not to regulate the quality of 

mental health care; that was largely the concern of he psychiatric profession" (Weiss, 

1990: 181). Thus, other than the few grantmaking functions it possessed, the NIMH was 

quite powerless. The limited scope of the NIMH relegated it to a lobbyist for a specific 

philosophy of mental health treatment; namely commimity treatment. 
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The Commxinity Mental Health Centers Act of 1963 (CMHC Act) was passed in 

the spirit of the civil rights movement. Advocates of community mental health stated that 

institutionalized settings were too restrictive and deprived the mentally ill of their civil 

rights because of the dehumanizing facilities (Gxob, 1991, 1992). This act provided 

monies to build community mental health centers where mental health care was more 

accessible than in remote state hospital locations. The emphasis of the bill was to remove 

the state hospital as the center for mental health treatment in the United States and to 

provide better care for those individuals that needed care, but not 24-hour supervision 

(Grob, 1991, 1992; Weiss 1990). 

On the surface, the Community Mental Health Centers Act seems to have been 

successful at accomplishing its goal. While the number of overall admissions to state 

mental health hospitals were increasing, the total number of residential patients at state 

facilities was decreasing (Grob, 1992). Short-term admissions to state hospitals were 

triggered by the increased access to mental health care in the community; while long term 

state hospitals residents declined, state facilities became used for intensive interventions 

in community therapy when necessary -sparking the increased admissions rates. In 

numerical form, in 1955, only 22.6% of all clients treated for mental disorders were 

treated in outpatient facilities. That number grew to 52.7% of outpatient clients in 1968 

(Grob, 1992). Thus, the shift from inpatient care to outpatient care was taking place as 

planned by the Federal policy. 

With therapy available in the communities, record numbers of people were 

seeking treatment. The number of outpatient care episodes doubled during the 13 year 
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period cited above and the rate of episodes per 100,000 population increased from 10% to 

17% (Grob, 1992). This increase in the number of patient treatment episodes seems to 

point to a slight destigmatization of behavioral health therapy (Grob, 1991, 1992; 

Mechanic & Rochefort, 1990). 

In all of its success, the CMHC Act did not change the circumstances of the 

seriously mentally ill. The numbers of SMI in state hospital facilities did not change 

much during this period of deinstitutionalization (1950s to 1970s) (Mechanic & 

Rochefort, 1990). While the conditions of these individuals were improved somewhat 

due to the increase in attention and resources available to them, they were still being 

treated mainly in institutional settings (Grob, 1992; Mechanic & Rochefort, 1990). 

If the treatment of SMI clients didn't change during this period, what explains the 

apparent success of the CMHC Act? As noted above, a record nimiber of individuals 

were seeking mental health treatment, and most of that treatment was being delivered in 

the community setting. Further, a smaller percentage of those clients were residential 

patients at long-term state facilities. The stagnation of the status of SMI individuals 

despite the apparent effectiveness of the CMHC Act is due to the fact that the psychiatric 

profession became more interested in treating clients with less severe diagnoses. 

The mental health profession became more interested in other populations and 

categories of mental iUness during this time. So, while the landscape of behavioral health 

was dramatically altered during the period after World War II to a community treatment 

rather than institutional facility model, the field really only shifted its focus. The focus 

was moved from individuals with severe and chronic mental illness to those with general 
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and lower intensity behavioral problems (Grob, 1991, 1992; Mechanic & Rochefort, 

1990) -those clients most likely to seek the low levels treatment available at cormnunity 

centers. More treatment was being delivered, but to different categories of patients. 

The next major change in mental health treatment was ushered in by the passage 

of Medicare and Medicaid in 1966. Many clients in state facilities were elderly 

individuals whose mental state had deteriorated due to the effects of aging. Once 

Medicaid^ was passed, these patients were moved out of the state mental hospitals and 

into nursing homes (Grob, 1992). This shift in location benefited states since the cost of 

nursing homes were shared by the Federal government at approximately 50%, whereas 

the state shouldered the entire burden of mental hospital care (Mechanic & Rochefort, 

1990). This created an 8.6% decrease in the population of mental health hospitals firom 

1965 to 1975 (Mechanic and Rochefort, 1990). 

Beginning in the mid-1970's policymakers began to question the appropriateness 

of a total and rapid deinstitutionalization of the mentally ill. Policymakers now 

questioned whether deinstitutionalization was the appropriate course of action. There 

were many unforeseen problems with this policy such as the general lack of coordination 

between CMHCs and state facilities, and the difficulty serving the chronically mentally 

ill. The mental health community had difficulty in delivering appropriate and effective 

services to their targeted populations (Grusky et al. 1986; Mechanic & Rochefort, 1990). 

' Medicaid is the government financier of most federally fimded mental healthcare. Medicaid expends 
close to one-fifth of its budget on services to the mentally ill and covers all services to the mentally ill for 
those individuals between the ages of 18 and 68 (Frank & Goldman, 1989). 
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Commxinity care requires that a continuum of care be set up for populations that 

are considered severely ill. These continuums require a host of social services other than 

therapy, such as housing, vocational services, and medical care. Since the variety of 

social and medical services needed to treat SMI is so varied, it is unlikely that any one 

service provider could effectively provide all of the needed services. These services are 

often provided by an array of independent agencies, which then need to be coordinated 

with each other in order to provide appropriate care to severely ill clients (Steinwachs et 

al, 1992). Often the coordination of these services is difficult to achieve. There are many 

blocks to effective coordination among human service providers such as treatment 

philosophy, geographic location, and funding (Dill & Rochefort, 1989; Topping & 

Calloway, 2000). 

The logic of services integration is centered on an idea that assistance to the 

severely mentally ill population needs to be flexible enough to meet all of the individual 

needs of the individuals in this population, but also be comprehensive enough to support, 

"...a range of organizational, financial, family, community, and legal problems" 

(Steinwachs et al, 1992: 627). The comprehensive nature of the network requires that 

coordination among agencies take place so that individuals receive the full range of 

services that they need. However, effective service integration schemes are still elusive 

in many communities. 

The Community Support Program was an initiative begun in 1977 to combat 

some of the problems with deinstitutionalization. The Federal government began to aid 

commvmities in developing comprehensive services within their commimity-oriented 
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systems for their more severe clients. This initiative not only tried to address problems in 

service gaps, but also problems such as overmedication of clients, lack of rehabilitation 

programs, and appropriate housing environments (Grusky et al, 1992). 

During the 1970s, Assertive Community Treatment (ACT) was developed in 

Madison, Wisconsin. This model of treatment employs interdisciplinary teams of 10-12 

professionals that provide uninterrupted intensive services. This service model is 

particularly effective for clients with great service needs (Surgeon General, 1999). ACT 

has been foimd to, "substantially reduce inpatient service use, promote continuity of 

outpatient care, and increase community tenure and residence stability for people with 

serious mental illness" (Surgeon General, 1999: chapter 4, section 5). 

Since the Community Support Program there have been several attempts to find 

strategies to effectively integrate services in communities and to develop continuums of 

care. One such attempt was the Program on Chronic Mental Illness (PCMI) sponsored by 

the Robert Wood Johnson Foundation. This program provided $29 million to nine cities 

over five years, beginning in 1986 (Goldman et al 1992). In return, each of the cities was 

required to centralize administrative, fiscal, and clinical responsibilities in a local mental 

health authority (Lehman et al, 1994; Morrissey, Calloway et al, 1994). 

While each site had varying success at their given task, several important lessons 

were learned fi*om PCMI. First, some goals of service integration are opposed to each 

other. For example, Morrissey, Calloway, and colleagues (1994) found that increasing 

centralization may run counter to the goal of increasing the number of ties among service 

providing agencies and decreasing fragmentation. Second, Frank and Gaynor (1994) 



41 

found that the success of the Local Mental Health Authorities (LMHAs) was heavily 

dependent upon the political environment in which the program took place. The political 

environment affected the ability of the LMHAs to consolidate local. Federal, and state 

funding for the chronically mentally ill. In states where this consolidation did occur, the 

desired impact of reducing state hospital use and allocating more resources to the 

community occurred. Yet another lesson learned from the PCMI was that, "the steps 

taken to create local mental health authorities and to improve case management and 

continuity of care were necessary, but not sufficient, steps toward improving client 

outcomes. More attention should be given to the quality and quantity of available 

resources other than case management" (Lehman, et al, 1994: 120). Lehman and 

colleagues (1994) found that increases in case management did not have a direct impact 

on client outcomes. This group warned that coordination of services cannot happen if 

there are not an adequate number and variety of services to coordinate. A detailed 

analysis of all aspects of the Robert Wood Johnson's Program on Chronic Mental Illness 

appeared in a special issue of the Millbank Memorial Quarterly (vol. 72, no. 1, 1994). 

A second attempt to address integration of services for the SMI was the Access to 

Community Care and Effective Services and Supports (ACCESS) project. The ACCESS 

project was focvised on just one subgroup of the SMI, individuals who were homeless. 

"The goals of the ACCESS demonstration are two fold; to identify promising approaches 

to systems integration and to evaluate their effectiveness in providing services to this 

population..." (Johnsen et al, 1998: 115-116). Although the final analysis of this 

demonstration has not been published as of yet, some findings have been released. 
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Johnsen et al (1998) published an article that looked at the impact of managed 

care on the delivery of services to this population. They found that while integration 

measures decreased in the sites with managed care, system performance measures did not 

differ between managed care and non-managed care sites. The researchers suggested that 

the managed care system, although less integrated, managed their linkages among 

organizations more efficiently. Another important finding in this study was that managed 

care blocked access to care for many individuals. 

The current model of treatment in behavioral health, both general mental health 

and services to the SMI, is still predicated on a community treatment model. Although 

there are some concerns about the deinstitutionalization of the mentally ill, these 

concems have been overshadowed by the efforts to find an effective and comprehensive 

community treatment model. One recent development in the delivery of services to the 

mentally ill is the introduction of managed care. The cost containment mechanisms that 

are important in managed care may possibly force human service providers to coordinate 

more effectively with one another in order to obtain cost savings and a more proactive 

treatment outlook. Managed care and behavioral health is the topic of the next section. 
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MANAGED CARE AND BEHAVIORAL HEALTH 

The managed care revolution in healthcare financing was late to affect behavioral 

health. However, in the early 1990's the Federal government began to look for new ways 

to control the costs of providing behavioral healthcare to its dependents. Managed care 

has had a tangible impact on the way behavioral health is delivered because of its outlook 

on two important aspects of care: financing strategies and view of treatment. 

The managed care phenomenon took place mainly in the primary care market for 

health services. Managed care has a different perspective on care than traditional, and 

historical fee-for-service health care financing. The managed care philosophy is based on 

the idea that early treatment and preventive care could be encouraged if individuals had 

to pay only a small fraction of the costs of those services. Therefore, managed care is 

proactive in that increased early visits to primary care doctors should ward off the more 

expensive ambulatory and emergency care and late diagnosis restorative measures 

(Rosen, 1995). 

Primary care doctors have an incentive to provide only necessary treatment under 

managed care. Since doctors are not paid by the service performed, unnecessary 

treatments would be eliminated. The primary doctors also control access to specialists 

because clients need a referral to receive more specialized care. This gatekeeper function 

helps to control the overall costs of the healthcare system by using professional 

judgement as to which services are medically necessary and by referring clients only to 

those doctors who are allowable in their network of care (Fox, 1996). Additionally, 

since the primary care physician plays an important coordination of treatment role, s/he 
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can provide better treatment to his/her patients because s/he is aware of all ailments and 

medical treatments the client is receiving (Fox, 1996). 

One reason for the proactive nature of managed care financing is the rapidly 

rising costs of healthcare. The preventative care should foster long term savings for 

doctors by treating patients early. The incentive to get early diagnoses was especially 

critical for doctors tmder at-risk capitation. The incentive for the doctors is to treat 

patients early to avoid costly crisis or critical services since they would be able to retain 

any unused portion of the capitation rate for their patients. However, if the patient was 

expensive to treat, the doctor was at risk for those costs, and therefore would want to 

avoid these late term treatments. 

Capitation and risk are two mechanisms used in managed care financing. 

Capitation refers to the principle that providers agree to provide a bundle of services for 

each of their assigned patients for a specified amount of money. This transaction is 

usually based on a per-member-per-month rate. This capitation rate puts the provider "at-

risk" for any additional services needed by a client that are within the agreed upon bundle 

of services, but exceeds the remuneration received for that time period. For example, if 

Dr. Hibbard is paid at a rate of $530 per month to treat Bamey for a set of services that is 

agreed upon by Dr. Hibbard and Barney's insurance carrier and Barney's medical costs 

for February exceed that $530, Dr. Hibbard is still required to treat Bamey and to find 

other means to pay for those services. In managed care, the financial burden is shifiied to 

providers to find effective ways to treat clients for little cost. 
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Managed care is a healthcare purchasing and delivery strategy that attempts to 

apply standard microeconomic principles (Enthoven, 1995) to an industry that has 

traditionally sxiffered from market failures such as information asymmetry^. The road to 

legitimacy for managed care was long and arduous. However, today, HMOs and 

managed care is one of the most common types of health insurance used in the United 

States. By January 1, 2000, an estimated 165.4 million people were enrolled in some 

type of managed care plan (Managed Care Online, 4/17/2001). 

The first prepaid group practice was established in Tacoma, Washington in 1910 

(Fox, 1996; Knight, 1999). This prepaid practice was developed in order to provide 

healthcare to employees of lumber mills and their families. It provided a comprehensive 

set of services for a periodic pa3Tnent. This new model of healthcare was the first 

challenge to the traditional fee-for-service model of healthcare, sometimes referred to as 

the guild model (Enthoven, 1995), that was favored by the medical establishment. 

The idea of prepaid health care spread somewhat slowly at first. The Tacoma 

health clinic was eventually copied in Elk City, Oklahoma and by Baylor Hospital in 

Texas in 1929 (Fox, 1996; Knight, 1999). The driving force behind the prepaid plans 

were to ensure a steady revenue flow from clients while still providing quality healthcare 

(Fox, 1996). However, the credibility of the prepaid plans was under severe strain. 

" Information asymmetry can be defined as a situation in which, "the amount of information about the 
characteristic of a good varies in relevant ways across persons. The buyer and seller in a market 
transaction, for example, may have different information about the quality of the good being traded" 
(Weimer & Vining, 1992: 69). This often occurs in health care when the patient does not have reliable 
information on treatment options. Thus, the patient must trust the expert opinion of the doctor who is 
selling the treatment services. 
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The American Medical Association (AMA) issued a statement in 1932 that group 

practices and indemnity insurance was tlie most efficient way to organize the delivery of 

medicine (Fox, 1996). Thus, the development of prepaid healthcare was antithetical to 

the AMA's established norms of business and its efforts to strengthen the existing fee-

for-service system of care. The resistance to the development of prepaid practices was so 

great that the founders of the prepaid plans often came under direct criticism from county 

and national medical societies. In some circimastances, membership in these 

organizations was suspended and practicing licenses were threatened (Fox, 1996). 

Although the growth of HMOs and other prepaid practices increased around the 

start of World War II, the largest factor contributing to the rise of managed care was the 

HMO Act of 1973. During the Nixon Administration, Paul Ell wood was asked to find a 

way to control the rising budget of Medicare. He suggested capitating the system to 

decrease the incentives inherent in a fee-for-service, volume based system (Fox, 1996; 

Knight, 1999). 

There were three main provisions to the HMO Act of 1973 that gave rise and 

credibility to prepaid insurance plans. First, Federal monies were made available for the 

development of new HMOs. Second, state laws prohibiting the development of HMOs 

were overridden. Third, the "dual choice" provision required that employers with 25 or 

more employees were required to offer an HMO plan with their other insurance options 

to their employees (Fox, 1996). 

Since the passage of the HMO Act of 1973, the managed care industry has 

exploded. The proliferation of HMO types has grown and models have become 
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increasingly sophisticated. Currently the landscape of managed care choices range from 

plans that are very similar to traditional indemnity plans to the traditional HMO 

stereotjqje of the gatekeeper, limited choice plan. Further, the number of enrollees in 

some form of HMO has also increased dramatically. The number of people enrolled in 

HMO care increased from 6 million in 1976 to approximately 56 million in 1995 (Fox, 

1996). 

Coverage of behavioral health benefits in managed care came as a late 

development. The special issues surrounding behavioral health, such as chronic episodes 

and recurrent treatment needs, make the coverage of this healthcare service more difficult 

to capitate in a prepaid model. However, in the 1980s many states enacted legislation 

that required increased benefits for managed care clients. It was at this time that many 

plans added behavioral health benefits to their plans (Anderson et al, 1996). 

When utilization management procedures were adopted by managed care 

organizations, it was discovered that the traditional model of managed care did not work 

as well for behavioral healthcare as it did for primary healthcare. First, using Primary 

Care Physicians (PCPs) as the gatekeeper for behavioral health services was flawed since 

many mental health diagnoses are not obvious to medical professionals not trained in 

psychiatry (Anderson et al, 1996). Second, it was found that integrated delivery systems 

are more effective in treating behavioral health symptoms than fragmented systems of 

care, as those found in traditional healthcare (Anderson et al, 1996; Steinwachs et al. 
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1992). Thus, carve-out organizations were created by managed care organizations to deal 

with the special problems associated with behavioral healthcare^. 

The carve-out organizations created to deal with behavioral health issues were 

strongly influenced by the community mental health movement of the 1960s. Since 

existing Community Mental Health Centers (CMHCs) already had a model that seemed 

to be effective, the carve-outs followed that model (Anderson et al 1996). The two 

models were extremely compatible in their goals and treatment ideologies because 

CMHCs had a strong emphasis on community treatment, limited hospitalization, and 

appropriate levels of care for a particular diagnosis and circumstances. 

While managed care in behaviorai health was developed for the private sector, its 

applications have reached the public sector as well. When the Federal government was 

looking for a v/ay to control its rising healthcare budget, behavioral health was not of 

primary concern. However, once the benefits of managed care were demonstrated in the 

primary care arena, these benefits were quickly sought after in behavioral health services 

as well (Anderson et al 1996). 

There are approximately 10 million adults vdth serious mental illness in the 

United States, and approximately 144,942 SMI in the State of Arizona'* (Kessler et al, 

1998). The public sector is often saddled with the responsibility of caring for the SMI 

because these individuals are either indigent and have no insurance or they have spent 

down their enrolled benefits (Koyanagi & Manes, 1995). Federal, State, and local 

^ Although carve-outs were created to effectively treat mental health ailments through an integrated system, 
carve-outs then create fragmentation between primary healthcare and behavioral health. 
'* Although it is estimated that only 5% of these individuals are receiving treatment at any one time. 
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expenditures total 55.2% of all expenditures in mental health, while private health 

insurance only accoimts for 24.4% (U.S. GAO, 2000). 

Managed care has offered governments one way of caring for this population 

while attempting to control the costs of doing so. Caring for the SMI is very expensive 

because this population requires a host of services beyond the traditional clinical needs of 

patients (Lehman, 1995; Steinwachs et al, 1992; Surles, 1995). The public sector could 

possibly save millions of dollars by forcing mental healthcare providers to furnish 

proactive care in order to prevent future use (Durham, 1995) through the use of managed 

care principles. Further, many of the techniques used in managed care, such as eligibility 

requirements and fixing resources for a population, have been utilized in the public sector 

for many years (Essock & Goldman, 1995). Thus, the introduction of managed care does 

not pose a huge change for public sector providers of behavioral healthcare. 

The role of government in providing services to the mentally ill is critical because 

of the large number of individuals left to its care. The next section focuses on the 

provision of mental health in the United States by government entities. 
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THE HOLLOW STATE AND BEHAVIORAL HEALTH 

The hollow state is a concept that was developed by Mil ward and Pro van (1993) 

to describe the phenomenon and problems associated with contracting for govenmient 

services. The hollow state idea is centered on the separation of government provision 

and production of services, and the layers between govenmient provision of services and 

the actual delivery of services to a recipient. As Oakerson (1999: 2-3) describes the 

separation of provision and production, 

"Provision refers to taxing and spending decisions as distinguished from 
production and delivery. The distinction is deceptively simple, for 
provision and production are rarely distinguished in everyday discussions 
of local government. Yet ability-to-pro vide and ability-to-produce derive 
from very different sources." 

Modem govenmients do not necessarily have to produce the goods and services that it 

supplies to its citizens. Instead they can find others, agents, who can produce the services 

for them. 

The tendency to separate the provision of services from the production of services 

is an important development in the delivery of public and quasi-public goods for 

governments. The realization that many goods have economies of scale and production 

helped governments to understand that these economies might not be achieved within the 

artificial boundaries of a city, county, or state (Oakerson, 1999). Instead, if governments 

entered into agreements with other jurisdictions or delegated the duty to a non-public 

entity with advanced technologies, then public tax dollars could be saved through greater 

efficiency and perhaps more effective services. 
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The crux of the concept of the hollow state lies with this division between public 

production and provision. The delegation of authority to produce and deliver public 

services to nonpublic entities and the layers of administrative oversight and control 

within these agreements propagates the hollow state. Milward and Pro van (2000: 362) 

state, 

"In a general sense, the hollow state refers to any joint production 
situation where a governmental agency relies on others (firms, nonprofits, 
or other government agencies) to jointly deliver public services.. .while 
hollowness varies fi:om case to case, the central task of the hollow state 
does not -this is to arrange networks rather than to carry out the traditional 
task of government, which is to manage hierarchies." 

Since entities other than traditional government are carrying out the business of 

government, several problems occur. First, a fundamental problem exists when a non

governmental agency has control over the way public dollars are spent and who receives 

services (Milward & Provan, 1993). Of course, there are usually protocols in place to 

gmde decision-making when non-govemment employees are responsible for these types 

of decisions. However, those who are not civil servants have ultimate discretion over and 

interpretation of service decisions. Thus, there could be a gap between the intent of the 

service or guideline and the actual implementation of it. 

The second problem of importance in the hollow state is a control issue. 

Employees of the government are presumably loyal to the government itself, as well as to 

the goals of agency and program for which they work. So it can be assumed that these 

individuals will carry out the mandates of the legislature and their agency's programs in 

good faith. However, when government services are contracted out loyalty does not lie 



52 

with the government and its programs, but instead it lies with an agency or profession. 

"[T]he problem is how to control the behavior of people who are not public servants" 

(Milward & Pro van, 1993; 224). 

The third problem presented by the hollow state is legitimacy. The state holds 

legitimate power to coerce its citizens and to decide what is in their best interest. One 

reason for this is the tacit agreement of citizen obedience in exchange for the benefits that 

governments provide individuals. But when nonpublic entities provide public services, 

the entity's legitimacy is less obvious. The main issue here is that of accountability. 

Since the delivering agency is not a public firm, the control that citizens have over these 

entities is limited through the democratic process (Milward & Provan, 1993). 

As mentioned briefly above, the degree of hollowness can vary from service to 

service. The degree of hollowness is determined by the number of contractual layers that 

separate the beginning of the flow of funds for a service (this is the provision aspect) and 

the actual delivery of services (this is the production aspect). As the degree of 

hollowness increases, it is easy to see that these issues of legitimacy, control, and 

discretion are magnified and it becomes more difficult for the state to detect deviance. 

This is especially true since subcontractors do not have direct ties to the state. Thus, 

subcontractors have no direct accountability to the state either. Their accountability and 

ties are to those contractors that hold their agreements. 

The hollow state concept is pertinent to the delivery of public mental health 

services in the United States. We can see the germination of the layers of contractual 
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obligation through two main historical movements in the United States. These 

movements are deinstitutionalization and privatization. 

The deinstitutionalization movement, as recounted above, removed the production 

of mental health services from the state to community and private practitioners. Before 

World War H, psychiatric services were almost completely delivered through state 

hospital facilities to individuals with chronic and severe mental illnesses. The creation of 

the National Institute of Mental Health and the Community Mental Health Centers Act 

encouraged, and succeeded, to diminish the role of state hospitals in the delivery of 

behavioral health services. Patients were moved out of the hospitals and began receiving 

care in community mental health centers that were predominantly nonprofit or private 

organizations. Thus, the hollow state in mental health began when the government 

moved the provision of mental health services to the community in the 1960s. 

The second movement that spurred the growth of the hollow state in mental health 

was the privatization movement. In the 1970s taxpayers revolted against the high 

property taxes being paid and poor government services they were receiving. Taxpayers 

demanded that government become more efficient and provide more, or better quality, 

services for their tax dollar (Milward & Provan, 1993; Osbome &, Gaebler, 1993). This 

taxpayer revolt is often characterized by California's Proposition 13 that capped the level 

of property taxes that could be levied. 

One way that goverrunent found to control its costs was to introduce competition 

into government services. Since monopolies have well documented problems of 

inefficiency, govenunents opened up basic government services, such as trash collection. 
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motor pools, and the like, to private firms. Often, private companies demonstrated that 

they could produce the services for a lower cost than the government could. Contracts 

were then given out to private companies to produce government services. Again, here 

we can see the separation of government provision from production and the hollowing 

out of the state. 

The spirit of the privatization movement was captured by Osborne and Gaebler's 

(1993) now classic book. Reinventing Government: How the Entrepreneurial Spirit is 

Transforming the Public Sector. This book offered many examples of how basic 

competitive principles could have tremendous impact when applied in the public sector. 

The message that emerged from this book was the "government should steer and not 

row". This message explicitly calls for the separation of provision and production and 

the hollowing out of the state. 

This idea of the hollow state is particularly important in behavioral health 

services. This is so for two reasons. First, the prevailing model of behavioral healthcare 

service dictates treatment take place in the community, outside of formal state 

institutions. Although some community services may be produced by a governmental 

entity, most of the treatment is delivered by those other than the funding source; 

especially services funded by state level entities. Second, the clients treated in the public 

sector are often the most vulnerable and sickest individuals in society (Anderson et al, 

1996). While the government only spends slightly more than the private sector for 

overall behavioral health, most expenditures for the SMI occur in the public sector. Thus, 

highlighting the need for quality public services that can be held accountable. 
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THE SOUTHERN ARIZONA BEHAVIORAL HEALTH SYSTEM 

The State of Arizona and Behavioral Health 

The State of Arizona's behavioral health services are administered through its 

Department of Health Services (ADHS). A separate division within the department is 

responsible for oversight of behavioral health within the state. In 1985, ADHS' 

Behavioral Health Division (BHD) divided the state into six regions in order to 

consolidate services and reduce fragmentation regionally (Milward, Provan & Smith, 

1994; Provan, Milward &. Roussin, 1998). Each of the six regions is autonomous from 

the others. 

In 1992, AHDS/BHD created Regional Behavioral Health Authorities (RBHAs) 

in each of the geographic regions to delegate the direct oversight of services within the 

regions (Provan, Milward & Roussin, 1998). Each of the regions is bid out 

independently of the others and is not limited in design or organization of services. The 

only requirement to obtain a bid is to meet the State's requirements for the RFP and 

present the most responsible bid among all of the applications. 

Since the RFP does not require any specific design or organization among the 

regions, many different models of behavioral health systems can exist in the one state. 

For example, in Maricopa County, encompassing the Phoenix metropolitan area, a 

national for-profit firm (Value Options) is the regional authority. In Pima County, 

encompassing the Tucson metropolitan area, a local coalition, non-profit organization 

(Community Partnership of Southern Arizona (CPSA)) is the regional entity. The region 
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administered by CPSA also contains Santa Cruz, Greenlee, Graham, and Cochise 

counties. 

A unifying factor among each of the six regional entities is that their contracts 

with the state are all risk-based and sole-sourced^. This means that the state contracts 

with only one entity in each region. All other providers must contract with that regional 

authority in order to receive state fimding, albeit indirectly. On a regional level, it is the 

regional authority's discretion whether or not the financial risk for service delivery is 

passed on to their subcontractors. For instance, the Pima County entity passes their 

financial risk to four lead providers while the Maricopa County entity does not. 

In 1981, consumers of behavioral health services sued the then director of ADHS, 

James Sam, for providing inadequate services to the mentally ill. The suit (Arnold v. 

Sarn) claimed that Arizona failed to fulfill its legal obligation to provide comprehensive 

services to the mentally ill (Else, 1990). This claim had credibility since the state was 

ranked at the bottom of the 50 United States in terms of care for the mentally ill. 

The class action suit was decided favorably on behalf of the plaintiffs and a court 

monitor was appointed to oversee the operations of the behavioral health services 

delivered in Maricopa Coimty. The state was mandated to increase the quality of mental 

health services in the state. Although the suit was filed specifically against the conditions 

in Maricopa County, the state decided to extend the court's mandates to each of the six 

regions. This extension of mandate was done to avoid litigious action by other consumer 

^ Prior to 1992, although a regional umbrella organization was appointed, all provider agencies were free to 
circumvent the regional organization and request money directly from the state. The advent of the regional 
authorities arrested these direct negotiations with ADHS/BHD. 
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groups. Obviously, the increased requirements passed down to the regions made 

providing mental health services more expensive for the providers. 

As of May 2001, the State of Arizona has not met all of the requirements for exit 

from the court monitored class action lawsuit. The ofBce of the Court Monitor for 

Arnold v. Sarn has identified several stipulations for the state to complete the process of 

exit from the case. However, at this time there is no projected date for complete exit and 

the State remains beholden to the requirements and criteria of services outlined by the 

court monitor (personal communication. Court Monitor's Office, State of Arizona). 

Behavioral health represents a major concern for state officials in Arizona. In 

1999, it was estimated that the Behavioral Health Division consumed approximately two-

thirds of the state's $638 million healthcare budget (Erikson, 1999). However, this does 

not tell the entire story. Although it's budget is almost two-thirds of the entire ADHS 

share, the BHD usurps approximately 90% of ADHS' time due to the constant criticism 

of the public and the scrutiny of the court monitor (Joint Legislative Ad Hoc Committee 

on Mental Health Services, 1993). 

The above description of the state level structure and environment for behavioral 

health care in Arizona sets the stage for the geographic region under study in this 

dissertation. It is under these political and structural constraints in which the system in 

southern Arizona must operate. 
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Southern Arizona and Pima County^ 

The focus of this dissertation is on the current Southern Arizona Regional 

Behavioral Health Authority and its system. This region is comprised of the five 

southern counties in Arizona. One of these counties, Pima, includes the Tucson 

metropolitan area. It is this specific metropolitan area in which we are interested. The 

narrow focus of this investigation is driven by the fact that most of the Southem Arizona 

Region's (SAR) services and resources are used in this rather compact location. For 

example, in Fiscal Year 1999, CPSA encountered $27,779,032.5 in Tucson/Pima County, 

and only $6,607,025.28 in the remaining four counties, only 23.7% of the services 

encountered in Tucson. 

Pima County^ has been administered by three different entities since it was 

created in 1985. Although the models employed by the first two entities were justifiable, 

the pressures of capitation created unexpected problems for the regional administrative 

unit (Milward, Provan & Smith, 1994). 

The first regional state designee for Pima Coimty was Adapt, Inc. Adapt was the 

umbrella organization for Pima County from 1985 until 1992. This was the first 

organization subject to the capitation arrangement with ADHS. Adapt soon came under 

criticism for a lack of integration and client orientation of their services. Arizona Clinical 

Case Management (ACCM), an organization solely responsible for managing client 

® The historical information on Adapt, Inc. and ACCM closely follows information presented in Provan, 
Milward & Roussin (1998), except where noted. 
^ Prior to the CPSA system, Pima County was a controlled by a formally independent administrative entity 
than the four other southem Arizona counties. 
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services, was created as a revolt by client advocacy groups to coordinate services for the 

SMI clients in the Adapt system. 

Adapt came imder increased scrutiny in 1991. Each of the regional umbrella 

entities was capitated by the state, and thus had limited resources. The manner in which 

Adapt spent those resources was questioned when the organization decided to erect a new 

building with some of its state monies. Advocates leveled criticism that the building was 

a waste of resources and those dollars should be spent on clients (Provan & Milward, 

1995). In an organization that has autonomy to decide which services to provide and 

which clients should receive services on behalf of the state (Milward & Provan, 1993), 

the appearance was that treatment dollars were unfairly diverted, although the use of 

funds in this manner was legal under Adapt's contract (Provan & Milward, 1995). 

The Regional Behavioral Health Authority system was created in 1992 and RFPs 

were issued for each region to appoint the administrative authority. ACCM, the case 

management organization created as a revolt by advocates of Adapt, entered a proposal 

and formally bid against Adapt. ACCM was awarded the new contract to become the 

Regional Behavioral Health Authority in Pima County. 

ACCM retained its case management functions as well as its new administrative 

responsibilities. Although it had contracts for services with many providers, ACCM 

wielded great power over the providers since it was the only case management entity in 

Pima Coimty and controlled the flow of clients to individual agencies. ACCM also had 

pro-client bias since it was created out of discontent with providers and services under the 
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Adapt system. Both of these factors created uneasiness among the service providers in 

Pima Coimty. 

ACCM had financial troubles within two years of being appointed the RBHA. 

ACCM spent heavily on its own case management services as well as retaining a portion 

of the state budget for administrative purposes. By 1994 ACCM had accumulated $ 13 

million in debt because of its nearly unrestrained spending on client services to providers. 

Although a new Executive Director was appointed and the debt was reduced to $2.2 

million in nine months, ACCM lost the 1995 RFP bid cycle to a new organization 

representing providers in Southern Arizona. 

A group of key providers were very unhappy about how Pima County was 

administered under ACCM. These providers organized themselves, other providers, 

consumer groups, and advocates into the Behavioral Health Coalition. Each member of 

the Behavioral Health Coalition (BHC) anted $20,000 to become equity partners in the 

Coalition. The coalition consisted of most of the larger provider agencies in Pima 

County as well as the existing RBHA for the four southern counties in Arizona, South 

Eastern Arizona Behavioral Health Services (SEABHS). The BHC, through its equity 

partnerships, gathered $10 million together to establish the bond that was required by any 

group seeking a state contract to become a regional authority. Once the money was 

secured, the coalition established the Commimity Partnership of Southern Arizona 

(CPSA). 

CPSA produced a proposal that used a managed care model of service delivery. 

The new organization proposed to put key providers at financial risk and require those 



providers to fill in any gaps they may have in their service repertoire by contracting with 

other organizations to create comprehensive care networks. They also would limit 

themselves to an operating budget of 8% of the state money capitated to the region. 

Since CPSA was created out of a coalition of providers, the elements of system design 

proposed by CPSA was implicitly the product of those equity holders in the BHC. 

The two provisions stated above, passing risk to providers and limiting their 

agency's administrative budget, created protection against the criticisms and failings of 

the two previous regional organizations. First, the risk agreement would protect CPSA 

from going into debt as ACCM did since the lead providers, instead of the RBHA, would 

be responsible for off-setting the costs of expensive treatment. Second, limiting their 

own budget to a maximum of 8% of the state capitation would avoid suspicion that the 

administrative unit was diverting funds to purposes other than treatment and clinical 

goals. 

CPSA performs as an administrative unit only. They do not provide any services 

directly to clients. Instead, they serve mainly as a network administrative organization 

that maintains the health of the system as a whole. CPSA is used as a resource by 

providers to settle disputes, enroll clients, lobby the state for additional funds, administer 

contracts in southem Arizona, assign clients, and provide SMI determination approval. 

To deliver services, CPSA chose four providers to serve as lead agencies for 

service provision and the locus of case management in the regional system. Since these 

agencies are at-risk with CPSA, they are termed At-Risk Providers, or ARPs. Each of 

these providers was allocated a group of clients for whom they were capitated and were 
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responsible for providing a full range of care. The clients were assigned randomly so as 

not to burden any one lead agency with an exceptional amount of high service utilizing 

clients (Provan, Milward & Roussin, 1998). However, the lead organizations are 

required to accept clients over their allotments without additional funding. This adds 

strain to the system because adding additional clients actually decreases the amount 

available to spend on each individual. Currently, each of the providers is serving 

approximately 10% over their assigned capacity. 

The lead agencies are required to provide a fiill range of care to their allotted 

clients. Since comprehensive care to the seriously mentally ill includes a wide variety of 

services, such as housing, transportation, legal services, financial services, etc., it is 

unlikely that any lead organization can provide a fiill range of services independently of 

other organizations. The lead organizations must subcontract for any services it does not 

provide, or for which it cannot accommodate its client volume. These subcontracts are 

mostly fee-for-service contracts. 

The organization of the delivery system for mental health services to serious 

mentally ill individuals in Tucson and Pima County, Arizona is shown in Figure 2.1. At 

the top of the illustration we see that ADHS, Behavioral Health Division receives money 

from three sources: Medicaid (AHCCCS, in Arizona), state money for non-Title XDC 

individuals, and county behavioral health money through an intergovernmental 

agreement. The Regional Behavioral Health Authority receives a capitated rate for each 

of the clients it serves in their geographical region on a financial risk agreement. 
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Figure 2.1* 

Formal Structure of the Tucson/Pima Coimty SMI Service Deliver}' System 
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The actual service delivery to clients takes place below the risk contract between 

the state and its Southern Arizona RBHA. The RBHA, in this case CPSA, has risk-based 

contracts with four lead provider agencies. Each of these At-Risk Providers' original 

client allocations is indicated in parentheses below their names in the diagram. The 

ARPs then contract out for services that they do not provide or do not have the capacity 

to fulfill. The subcontractors are called "provider agencies" henceforth. 

The Southern Arizona RBHA system reinforces several of the points discussed 

earlier in the chapter about trends in behavioral health, managed care organization, and 

the hollow state. First, this system is designed to treat patients within their own 

community. This is obvious by the emphasis on using providers and lead agencies that 

can provide a comprehensive range of services in Tucson. Second, managed care's 

distinguishing feature is that of prepaid fee to providers for a defined set of services. 

This system illustrates an important aspect of managed care by placing the lead agencies 

at financial-risk to provide comprehensive services for their defined client population. 

The third section of this chapter is focused on the hollow state. The system that 

CPSA has set up is a clear example of the hollow state. It is a system where a non-public 

organization is responsible for the delivery of services to a group of government service 

beneficiaries. The RBHA receives money firom Federal, State, and County governments 

to administer the delivery of services to the seriously mentally ill. However, the RBHA 

does not produce any direct services, but instead contracts out this function to another 

layer of organizations. Looking at Figure 2.1 again reveals that there are a minimum of 
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three layers before services are provided in Tucson, and many services are provided on a 

fourth level. 
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CHAPTER THREE 

THEORETICAL AND CONCEPTUAL FOUNDATIONS 

Scholarly interest in the concept of networks has proliferated over the past few 

decades. Seminal work in the field of Social Network Analysis (SNA) began in the late 

1950's with Coleman, Katz, and Menzel's (1957) work on the diffusion of innovative 

practices among physicians. This early work was quickly followed by a group at 

Harvard, led by Harrison White, during the 1960s and 1970s. White's group has had a 

major impact in this area, especially in the development of network methodology (for 

example, see Boorman & White, 1976; Breiger 1974; Breiger & Pattison 1983, 1986; 

White, Boorman, & Breiger 1976). Although the network concept and methodology has 

been steadily used and improved upon in the intervening years, the field's main 

contribution has been methodological, not theoretical. 

The use of interorganizational networks as a form of organization is common in 

the public and non-profit sectors. The challenges faced by organizations in these sectors 

and the problems they are attempting to address are often very large and immanageable. 

This is especially true in the health and human service area where organizations are 

trying to address such intractable problems as "community health" or "social safety net 

deterioration". 

This immanageability is often compounded by the fact that citizens are not open 

to accepting large, complex governmental programs. Instead they prefer to develop 

networks of service provision outside of government among private or not-for profit 
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organizations (O'Toole, 19917). This increases the complexity of service delivery since 

the services are now being ptrovided by many small organizations instead of by a 

centralized manager, such as the government. However, coordination is just as difiScult 

within large organizations as among many small organizations. 

Often, organizations dealing with intractable social problems will only provide a 

small number of the entire rajige of services necessary to accomplish their overall goals. 

The joint production functions (Milward & Provan, 2000) that exist in health and himian 

service production are exaceirbated when service production takes place in the community 

after passing through several administrative layers with little connection to the flmding's 

administrative origin. The goals and intent of services can become diluted or distorted 

wdth increased layers of dissemination and administration (Downs, 1967). Thus, 

organizations addressing these problems have historically coordinated and collaborated 

wdth one another to provide a larger range of services to benefit their clientele (Alter and 

Hage, 1993). Collaboration and coordination among producers of government ftmded 

health and human services have driven the increase in the number of network structures 

created in the third sector. 

Networks are based mpon the common interests of those organizations involved in 

the joint production (ChishoLm, 1998; O'Toole, 1997). Since a theoretically ideal 

network structure is conceptoally flat, rather than hierarchical, all participants should 

share in decision-making for the network (Alter & Hage, 1993). Network administrators 

are growing in number, but tlieir authority lies not in decision-making, but in facilitating 

cooperation and information flows among the network participants (Human Sc Provzm, 
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2000; O'Toole, 1997). The key to a successfiil network is the trust among participants 

that each participant is committed to the overall goals of the group (Bums et al 2000; 

Katsan, 2000; Ostrom, 1990; O'Toole, 1997; Van de Ven & Walker, 1984). 

Historically, interorganizational networks have been less common in the private 

sector. The rarity of this form of organization could possibly be attributed to the inherent 

competitive nature of private sector firms trjdng to achieve the best bottom line possible. 

It could also be attributable to the strong anti-collusion laws in the United States as well. 

However, over the past two decades U.S. businesses began looking to Europe and Japan 

to inquire about successful business practices in these cultures. 

When scholars looked to Europe and Japan, they found an interesting 

phenomenon: interorganizational networks of normally competitive firms (Alter & Hage, 

1993). Interorganizational networks were common in virtually all Japanese industries 

and in Northem Italy in the garment industry. The successes of foreign companies using 

network modes of organizing encouraged U.S. businesses to begin experimenting with 

networks. Networks in the private sector in the United States are particularly prevalent in 

biotechnology (Powell et al, 1996) and the apparel industries (Uzzi, 1997). 

The existing literature on interorganizational networks (lONs or networks) has 

developed out of the interorganizational relationship (lOR) literature. The lOR literature 

primarily focuses on the determinants and outcomes of pairs of organizations working 

together (Larson, 1992; Oliver, 1990; Provan, 1983). This literature assumes a micro-

level unit of analysis in that it examines the dyad (a pair of organizations) or an 

organizational set (a focal organization and its set of dyadic ties) (Scott, 1981). 
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The network literature is a natural extension of the lOR literature because of its 

concern with relationships between organizations. The study of networks emphasizes a 

macro-level unit of analysis because it is not necessarily concemed with the individual 

links among particular organizations, but rather v^th the entire pattem of linkages among 

all organizations within a given boimdary (Freeman, 1992; Knoke & Kuklinski, 1983; 

Moreno, 1945; Wellman, 1988). Although its focus is specifically defined as macro 

structures, many network studies have not been able to capture this level of analysis and 

have instead explained the individual dyadic relationships that make up a network (for 

example, Lazerson, 1995, Powell et al, 1996; Uzzi, 1997). Since researchers have 

focused more on the characteristics and determinants of linkages among organizations, 

much more is known about networks on the dyadic and individual levels than the macro-

level. 

Along with its concem for relationships among agencies, the network literature 

also carried forth some of the lOR literature's other characteristics. The lOR literature 

supports three main characteristics of relationships between organizations that also play a 

role in the network literature as well. Theoretical and empirical studies have found that 

coordination, collaboration, and incentives for and benefits to co-production are central to 

the strength and viability of linkages among organizations (Provan, 1983; Oliver, 1990; 

Larson, 1992; Gulati, 1995; Lazerson, 1995; Powell et al., 1996; Uzzi, 1997). These 

characteristics appear to be fundamental to any lOR, whether on a micro, dyadic level, or 

a macro, network level. However, the causal relationship between these characteristics 
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and network formation is unclear, and the degree to which they must be present in 

different types of networks is also unknown. 

Interorganizational relationship and network scholars point to the presence of 

collective action as a necessary condition for network formation and health (Alter & 

Hage, 1993; Powell, 1990). The concept of collective action is important to 

understanding networks. It is collective action, the joint activity of many toward a 

common goal, which transforms dyadic alliances into network forms of action. Thus, 

understanding collective action and how it is manifested in networks is important. 
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PROBLEM DEFINITION 

Elinor Ostrom (1990: 25, 5) defines collective action as a situation when "a group 

of principals can organize themselves voluntarily to retain the residuals of their own 

efforts", or in other terms, "individuals with common interests would volimtarily act so as 

to try to further those interests." Although seemingly broad, this definition has a well-

constructed theory fi-om which it is derived. This definition accommodates some of the 

well-known problems with collective action such as incentives, fi-ee riders, Nash 

equilibrium, and individual rationality (Ostrom, 1990). 

Political Scientists have developed the concept of collective action because of its 

importance to political and communal activity. They have a well-developed definition 

and theory surrounding this concept. The crux and development of the theory is closely 

cormected with Mancur Olson's seminal work. The Logic of Collective Action: Public 

Goods and the Theory of Groups (1965). 

As stated earlier, imderstanding the concept of collective action is very important 

to understanding the dynamics of networks. One of the issues that remains unexamined 

in networks is what are the implications for network structure when incentive structures 

are mismatched with the normative base of the organizations composing the network. 

Many questions arise surrounding this incentive/norms incongruence within 

networks. If networks are inherently a form of collective action and require cooperation, 

then how do incentives that encourage competition affect network structure? Will the 

network disintegrate into a traditional market or hierarchy structure under these 

pressures? Or will it retain some characteristics of collective action within fragmented 
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components? Or will the competitive incentives be subsumed by other, more powerful 

cooperative incentives? Each of these questions currently remains unanswered by the 

literature. This dissertation will examine what happens to a cooperative network 

structure when competitive incentives are introduced-
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THEORETICAL JUSTIFICATION AND CONTRIBUTION 

The network literature has become significantly more sophisticated since 

researchers &st became interested in the topic several decades ago. This sophistication 

has mainly been methodological, though. Networks are explained using a variety of 

organizational theory models, such as New Institutional Theory, Resource Dependence, 

and Transaction Costs Economics. Although some researchers may claim that a network 

theory does exist, theoretical development has not been an important focus within this 

field. 

Salancik (1995) titled a book review of his, "Wanted: A Good Theory of 

Networks". In this short article he lamented that network theory development has been 

lacking and that the field of network researchers must engage in this activity in order to 

have an important impact within organization theory. He does state that "network 

analysis corrects a tendency in organization theory to focus on the trees rather than the 

forest, on the actions of individual organizations rather than on the organization of their 

actions" (1995:345). However, the thrust of his criticism admonishes theorists to move 

beyond mere description of networks to explain how networks impact organizations. 

Arthur Stinchcombe (1986) claims that often, the term theory is applied 

retroactively to work that is deemed worthy of scholarly attention. He states, 

"When we look closely there really isn't theory or methodology. Instead, 
to call something 'theoretical' is simply another way of saying it is 
prestigious. A really first rate work on, say, the growth of science in the 
seventeenth century will get published under a title that includes 'theory' 
because it grips our imagination and seems to illimiinate our substantive 
understanding. Thus, whatever is prestigious is what is called 'theory'. 
And the very best of methodological analysis operates much the same 
way. Thus theory and methods get to the center of our discipline because 
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they deserve it. Retrospectively, we call them 'theory' or 'methods' to 
indicate that we think they are deserving" (1986: 51).' 

Although it is a well recognized fact that the members of a<cademia ultimately decide 

what is deserving of scholarly attention (Kuhn, 1962), ther« is a clear definition of what 

theory is. 

Schlager's essay (1999) on the distinction between firameworks, theories, and 

models is particularly useful here. A firamework is a broad collection of classes of 

variables and general relationships that act as a statement about what is important to 

study. The purpose of the framework is not to explain or predict, but rather to set the 

boundaries of inquiry. A framework specifies t5^es of actors, development of a general 

class of variables, units of analysis, levels of analysis, and scope of inquiry. 

Theories are the next step in Schlager's conceptual progression. Theories are 

more narrowly focused than frameworks, as they place values on the variables defined in 

the framework. Theories also posit specific relationships among those variables and 

makes predictions. Theories should be logically coherent, have clear causal drivers, and 

be falsifiable (King, Keohane, & Verba, 1994). 

Lastly, models are the most narrowly focused within the Schlager progression. 

Models make precise assumptions about a limited set of parameters and variables. 

Variables are fixed at specific settings to explore the outcomes of those settings as a test 

of theory. Thus, there are many models associated with one theory, and many theories 

associated with one framework. 

' I would like to thank Ron Breiger for introducing me to this argumerat. 
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Theoretical development of network literature can be assessed using this 

conceptualization of the analytical process. The network literature clearly does not fit 

into the category of "theory" as posed by Schlager. Instead, the network literature can be 

loosely classified as a fiamework. The literature illustrates the important features of 

networks that should be studied. It pays attention to overall structure, nodes, positions, 

roles, and boundary issues. But it does not posit relationships among variables to make 

predictions, as theories should. 

The theoretical development within the network literature has been on a smaller 

scale. With some notable exceptions (see Human & Provan, 2000; Provan & Milward, 

1995), network scholars have failed to develop the meso-level of theory to state the 

general relationships between variables in order to make falsifiable statements about 

networks in general. Instead, these scholars have created a group of theories about 

network characteristics (like homophily and centrality), rather than a theory of networks. 

Thus, we can make falsifiable statements about network characteristics, but not about the 

general class of phenomena called networks. Although, the theoretical contribution of 

the theories on network characteristics is important, they do not agglomerate into a theory 

of networks. For instance, the field still can not predict things such as when a network is 

likely to be formed, or even what a network will look like once it is formed. 

Pfeffer (1993) makes an argument that before "normal science" can take place 

within an intellectual field, the fundamental concepts of the field must be elaborated. 

While great advances in methodological concepts have been made in network analysis, 

many fundamental concepts have not yet been refined in the network literature. The field 
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needs to commit to shared definitions before it can productively commence theory 

building. The network literature has overlooked the important step of shared definitions 

for some of its most important concepts. One of these concepts is the underlying 

assumption of collective action. 

Critically examining the underlying assumptions in a paradigm can be an 

important endeavor for theoretical discovery. It serves as a check upon the soundness of 

the fundamental concepts upon which theory is being based and helps scholars to 

understand the impact that the assumption has on the development of theory. This 

examination is especially important to undertake when the field has not been successful 

at theory building, or has skipped some of the fundamental steps in paradigm 

development. 

One question that is important to ask when critically examining the assumptions 

in a paradigm is; is this assumption appropriate? The phenomenon at hand should 

demonstrate the important characteristics expressed in the assumption. Does the 

assumption describe the phenomenon being studied? Do the components of the 

assumption match the components of the phenomenon? 

Another question to ask when examining the assumptions of the paradigm is: is 

the assumption accurate? It is important to assess how well the assumption correctly 

represents the circumstances being studied. Does the assumption effectively describe 

reality and empirical settings? 

The importance of this endeavor has been shown by the economics discipline's 

examination of homo economicus. The original assumption upon which rational choice 
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theory was based on was that "economic man" had stable preferences, always preferred 

more to less, had complete information, and had unlimited cognitive capabilities. In the 

past several decades these assumptions have been examined which led to systematic 

relaxation and discovery of a new model of man. 

The new models of man that emerged from this critical examination of homo 

economicus are currently in widespread use and are touted as being a more realistic 

depiction of the way humans think and make choices. Some of the developments include 

the idea that preferences change over time and can be influenced by other individuals, as 

well as advertising (Mansfield, 1994), the limited cognitive abilities of man for 

information search and processing (Simon, 1946; Cyert and March, 1964), the existence 

of hidden information (Akerlof, 1972), and the idea that man might sacrifice less for 

more, given correct incentives (Hardin, 1968, as cited by Ostrom, 1990). Although the 

simplified assimiption of homo economicus yielded important theoretical contributions 

and models in economics, it was also important to investigate whether those theories and 

models remained accurate when a more realistic depiction of man was used. 

In this dissertation I will undertake the important task of examining one aspect of 

the underlying assumption of collective action in the network literature. I will 

specifically examine what happens to collective action when competitive incentives are 

introduced into a normatively oriented network. 

My contribution to the literature will be two-fold. First, I will inform the network 

literature. I will do this by systematically examining the impact of the introduction of 

competitive incentives to a collective action situation, namely a health and himian service 
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delivery network. This will give insight into how a strongly normatively cooperative 

environment adjusts to polar incentives in a collective action setting. 

The second contribution to the literature will inform the healthcare field. The 

study looks at how managed care principles, an inherently competitive concept, affects 

levels of integration among primarily not-for profit health and human service 

organizations delivering care to the seriously mentally ill. This study will give insight 

into whether or not norms of cooperation can survive in a managed care setting —a 

previously understudied concept in the healthcare literature. 

The sections that follow outline the theory used to form my thinking on 

cooperation and competition in networks of service provision in the public sector. Since 

there is a strong bias among public and non-profit sectors to cooperate in order to 

maximize scarce resources, the section on cooperation is much fuller than the 

competition section. This stems fi:om the fact that there has been more work developed 

on the cooperation side of the dichotomy for the public and not-for-profit sectors. This is 

not to say that there is scant research on competition. On the contrary, there has been 

extensive research done in this area, but mainly pertaining to private sector relationships. 

Thus, if this study examined delivery system networks in the private sector, the weight of 

the two sections would likely be reversed. 
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THE LITERATURE 

It has been often stated that the delivery of human services would be better if 

organizations cooperated with one another, rather than having fragmented services (Dill 

& Rochefort, 1989; Lehman, 1989; Morrissey et al, 1986; Morrissey et al, 1994). 

However, the reality is that many delivery systems are not very well coordinated and 

services to clients are delivered piecemeal with little continuity (Morrissey et al, 1994; 

Steinwachs et al, 1992). If coordination of services is the ideal, then why are so many 

service delivery systems fragmented? The answer might he in the difficulty of 

coordination and building lasting relationships among organizations (Dill & Rochefort, 

1989). 

This section will look at several strains of literature that provide insight into why 

organizations might or might not choose to cooperate with one another. First, I will 

examine literature that supports the development of cooperative relationships among 

organizations. Then I will introduce literature that supports non-cooperation among 

organizations. Lastly, I will derive some research questions from this literature that will 

gTiide my empirical study. 

Cooperation 

Understanding why a group of organizations might choose to form a network is 

critical to understanding the dynamics of interorganizational networks themselves. The 

literature discussing this topic is based in a Transaction Cost Economics (TCE) paradigm. 

Williamson posed a dichotomy between markets and hierarchies in his series of work on 
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transactions costs (Williamson, 1975, 1981, 1985). He stated that decisions to form or 

expand a corporation were based on the cost of transacting in the market. If it were less 

expensive to perform the task internally, then rational actors would leave the market and 

perform the task themselves. Williamson theorized that all other forms of organization 

would fall between these two poles. 

In 1990, Powell published an article refuting Williamson's claim that all forms of 

organization fall on a continuum between markets and hierarchies, dependent on their 

portfolio of transactions costs (Williamson, 1985). In fact, a third form of organization 

had emerged -networks. Powell asserts that there is a third option of organization that 

allows individual entities to come together and engage in collective action while 

remaining formally separate —thus avoiding the market-hierarchy scheme. This article 

served to legitimate the concept of networks as an independent concept worthy of study. 

Interorganizational networks are cooperative comiections among formally 

independent entities that share decision-making responsibilities (Alter & Hage, 1993; 

Hall, 1996; Powell, 1990; Scott, 1981). The cooperative connections allow the 

participant organizations to simultaneously enjoy the benefits associated with being both 

small (such as speed of reaction), and large (such as economies of scale). Networks 

allow more flexible production of goods, and are especially useful in supplying 

customized goods, or responding to rapidly changing tastes (Sabel, 1989). Often, this 

form of organization is supported by a broader institutional base, such as culture or 

norms, that facilitates cooperation (Piore & Sabel, 1984). 
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The literature on interorganizational networks (lONs) is heavily based upon the 

previous work done on interorganizational relationships (lORs). The lOR literature has 

shown a concern for the determinants of organizational relationships. This literature has 

been important to the study of networks because it also explored why organizations might 

seek relationships. 

The early literature on lORs asserted that interorganizational relationships occur 

for reasons usually linked to some sort of resource dependency. Organizations will seek 

to reduce imcertainty and buffer themselves from environmental turbulence (Thompson, 

1967; Hall, 1996). As turbulence in the environment increases, organizations will seek 

relationships in order to reduce the effect of environmental shocks on its operations. 

Since the environment in public-oriented health and human services is thought to be 

generally turbulent, interorganizational coordination is thought to lead to improved 

service delivery and lower costs, especially in the non-profit, social service sector (Alter 

& Hage, 1993; Scott, 1981). 

Van de Ven and Walker (1984) published an early article on the dynamics of 

interorganizational relationships. This article showed that the genesis of lORs is spurred 

by an organization's perceptions of its vulnerabilities and dependencies. Once 

communication is developed between organizations that are compatible, efforts to 

formalize the relationship begin. The article also shows that after the formalization of the 

relationship and after trust develops between organizations, perceptions of dependencies 

decrease. 
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Other early work on lORs includes work done by Provan and colleagues. In his 

1983 paper, Provan theorized that organizations will relinquish some of their autonomy 

to a federation in return for coordination of services among several organizations. 

Federations are created in reaction to a perceived need to coordinate, manage, and control 

certain operations. The purpose of the federation is to try and diminish external 

imcertainties by minimizing the activities with which the organization is not well suited 

to cope. Provan, Beyer, and Kruytbosch (1980) also provided insight into lORs in their 

study of power among agencies associated with the United Way. They found that 

although a connection to the central organization was important, organizations with 

strong linkages with important commvmity actors outside of their association with United 

Way were more powerful vis-a-vis the central agency than those organizations without 

such linkages. This helped actors to deal with their uncertainties by developing linkages 

that were most beneficial to their resource dependencies. 

Oliver (1990) integrated much of the existing lOR literature to find six 

determinants of interorganizational relationships. Of the critical contingencies, she lists 

necessity, reciprocity, asymmetry, efficiency, stability, and legitimacy. At least one of 

these contingencies must be present between organizations in order for a relationship to 

form. One a relationship is formed, coordination of services can begin. Oliver's article 

clearly explicates how each of the critical contingencies contributes to organizations 

choosing to form relationships with one another. These factors are important to the study 

of networks because the component units in interorganizational networks are, after all 

interorganizational relationships. 
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The study of intercrganizational networks is a natural outgrowth of the work done 

on lORs. This literature moves beyond looking at either dyadic or organizational sets of 

exchange relationships to looking at groups of organizations as a whole, with no focus on 

any particular organization. Instead, the unit of analysis is the macro-structure of the 

network itself, and the literature focuses on finding patterns of interactions among 

organizations. 

Two exemplary articles were published in 1995 on networks. The first article was 

written by Provan and Milward and looked at network effectiveness. The authors found 

that effectiveness in their study could be explained by the context (broader institutional 

base) and the structure of networks. Although the authors do note that effectiveness is 

subject to the perspective used (administrators vs. clients, etc.), centralization, non-

fragmentation, stability, and resources were all important factors for effectiveness. 

Lazerson also published an important article in 1995. He studied the knitwear industry in 

Modena, Italy. He found that trust and the institutional environment in Modena were the 

most important factors for the success of its lONs. 

Trust is an important issue that emerges throughout the interorganizational 

relationship and interorganizational network literature. Trust is important because it 

facilitates coordination and collaboration among organizations. Papers published by 

Larson (1992), Gulati (1995), and Uzzi (1997) explore the concept of trust among 

organizations. Larson (1992) found that there are two phases to an exchange relationship 

among organizations. These phases are establishing relationships over time and learning 

about the practices of the other organizations. Then organizations can proceed to 



84 

building mutual economic advantage based on the foundation set during the first phase. 

Gulati ( 1995) criticized the Transactions Cost Economics paradigm for ignoring trust as 

an important component of organizational alliances. He found that previous alliances are 

an important factor in determining future organizational alliances. This was true because 

previous interactions created predictable behavior between the organizations in the 

future, thus reducing the uncertainty of having a relationship with that organization. 

Lastly, Uzzi (1997) compared arms-length and embedded ties in the women's apparel 

industry. He showed that the genesis of embedded linkages followed a pattern. Uzzi 

asserted that organizations ease into a relationship with a strong contractual base and a 

small amount of services. The relationship progresses when one firm becomes an 

initiator of a deeper relationship. When this occurs, rules and expectations are 

communicated and eventually, integration and tight coupling occurs without the need for 

a strong legal contract governing the relationship. 

Powell, Koput, and Smith-Doerr (1996) examined networks of collaboration in 

the biotechnology industry. This paper found that the critical contingencies in this 

industry were speed of innovation, and flexibility of organization and production 

methods. The industry foimd that an iimovative way to deal with the problems of large 

sized organizations, such as organizational inertia and bureaucracy, and the problems of 

small sized organizations, such as lack of resources, was to collaborate on projects to 

capture the benefits offered by the structure of other organizations. This empirical paper 

integrated and built upon the earlier works that found trust to be an important component 

of networks, and showed how a broader institutional base for networks, like legitimacy of 
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the network concept and prior demonstration of successfiil network models, could be 

important for network development. 

The concept of legitimacy is important for both lORs and lONs. Suchman's 

(1995) seminal article on this topic asserted that organizations must engage in the act of 

creating, acquiring, and maintaining legitimacy in order to manage its credibility within 

its field. Suchman (1995:574) defines legitimacy as "a generalized perception or 

assumption that the actions of an entity are desirable, proper, or appropriate within some 

socially constructed system of norms, values, beliefs, and definitions." There are several 

ways in which an organization can create legitimacy, but in the end its peers and 

participants confer legitimacy by accepting the behavioral pattem of the organization; 

"legitimacy is possessed objectively, but created subjectively" (Suchman, 1992: 574). 

Organizations that do not have legitimacy devote large amounts of resources to obtaining 

this critical resource. 

Legitimacy is an important driver for organizations to have relationships with one 

another. Stinchcombe (1965) theorized that organizations that are trying to attain 

legitimacy would associate with organizations that already had legitimacy in order to 

project a particular image about its social worth. Thus, non-legitimated organizations 

would seek interorganizational relationships with legitimated organizations to overcome 

this critical environmental contingency. 

Legitimacy could also be an important driver for organizations to accept network 

forms of organizations. Tolbert & Zucker (1983) foimd that organizations adopt new 

institutions in order to retain legitimacy and to stave off organizational death. The 
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pressures that organizations experience to adopt new practices that are successfiil can 

come from a variety of sources. They could come from professional organizations 

(normative isomorphism), the government (coercive isomorphism), or even from field 

leaders (mimetic isomorphism) (Clegg, 1981; DiMaggio & Powell, 1983; Mizruchi & 

Fein, 1999). No matter from where the presstires emanate, organizations will tend to 

incorporate new practices and institutions into their operations to retain legitimacy 

(Meyer & Rowan, 1972); thus converging organizational forms across the field (Scott, 

1981). 

A recent paper on network development is "Legitimacy Building in the Evolution 

of Small-Firm Multilateral Networks: A Comparative Study of Success and Demise" 

(Hxmian & Provan, 2000). This paper uses the concept of legitimacy and legitimacy 

building to explain network outcomes. Their innovation is in the conceptualization of 

three forms of legitimacy that must be obtained for network success. These forms of 

critical network legitimacy are 1.) network as form; 2.) network as entity; and 3.) network 

as interaction. Indeed, recent work by Katsan (2000) imwittingly speaks to the 

importance of legitimacy building of "network as entity" in discourse on school-based 

mental health programs in New York. 

The organizational theory literature on interorganizational relationships and 

interorganizational networks has had a great impact on our knowledge of this form of 

organizations. It does an excellent job of speaking to the issues of what factors contribute 

to the formation of relationships and networks and why these relationships might occur. 

But this literature does not discuss the underlying structure of how it occurs. 
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A strain of literature from the political science perspective can inform our 

knowledge about networks by filling this gap. Topping and Calloway (2000) state that 

network configurations are affected by contextual factors. The context in which a 

network forms will have an impact on whether the network is successfiil or will suffer 

organizational death. The Common Pool Resource (CPR) literature has a well-developed 

concept of collective action and how collective action situations influence coordination of 

actions. The CPR literature draws heavily on game theory in order to model the 

situations in which collective action might occur. Through this modeling, the how of 

collective action becomes illuminated. 

Morrissey and colleagues (1986) stated that in recent years interest has been 

generated not only on coordinated forms of action, but also ways in which conflict occurs 

within these coordinated situations. Again, this is an area in which the organizational 

literature is deficient and the CPR literature can be informative. The CPR literature lays 

out several problems associated with collective action situations and how they can affect 

the overall coordination within the action situation. 

Networks and common pool resources are similar in several respects. These 

similarities are important in order to understand how the concepts in CPR theory are 

translatable into what we know about networks. Common Pool Resource Theory 

emerged firom the work accomplished on the Institutional Analysis and Development 

(IAD) framework^ (Crawford & Ostrom, 1995; Kiser & Ostrom, 1982; Ostrom, 1986, 

^ The IAD Framework describes elements of institutions and aspects of the world that shape institutions 
which provide evaluative tools for studying social interactions and decision-making processes (Isett & 
Heikkila, 2001). 



1990; Ostrom, Gardner & Walker, 1994). The study of CPRs centers around the 

institutions and institutional mechanisms used by individuals to guide the use and 

regeneration of renewable natural resources. This literature is particularly interested in 

understanding how individuals make rules to govern their behavior as a collectivity in the 

face of resource scarcity. 

Common Pool Resources have two general characteristics. These characteristics 

are excludability and subtractibility. Both of these characteristics must be present in 

order for the resource to be considered a common property resource. However, both of 

these characteristics can occur in varying degrees so that one CPR may look very 

different than another. Three examples of CPRs are fish in the ocean or other fishing 

grounds, grazing lands, and irrigation canals and water. 

The first characteristic is excludability. Excludability means that it is very 

difficult to prevent others firom using the resource. It is very important to understand that 

it may be possible in some cases to exclude use, but this exclusion would be associated 

with prohibitive costs (Ostrom, 1990). Thus, there is ahnost open access to the resource 

to those with the appropriate tools and skills. For example, it would be difficult to 

exclude users firom accessing the Atlantic Ocean for fishing. 

The second characteristic is subtractibility. This means that the resource is rival 

in nature. A rival good is one that can only be used or consumed by one individual. 

After that consumption occurs, the good is no longer available for others to consume. 

Thus once the good is removed fi-om the stock, it is no longer available for others to take 
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advantage of. An example of this is once a fisherman takes a salmon out of the ocean, 

that particular salmon is no longer available for another fisherman to fish. 

Actors involved with a CPR find themselves interdependent upon one another for 

both maintenance and regeneration of the common resource. For example, if one 

fisherman over-fishes the stick of salmon in a river, those salmon are no longer available 

for any other fishermen to catch. However, if the over-fisher continues this practice for 

decades and the levels of salmon drop so that their spawning rate can no longer supply 

the levels of fish demanded by the fishermen, then the stack decreases and all fishermen 

suffer from the depletion of the resource, not just the one fisherman who caused the 

problem. Thus, there is interdependence among the fishermen. Interdependence causes 

the affected parties to come together to devise rules and norms of behavior that will 

sustain the resource with which they are involved. 

Networks, like common pool resource arrangements, are self-governing 

institutional arrangements. Due to joint production functions, some organizations find 

themselves in interdependent situations where they must cooperate and coordinate their 

services. Organizations come together to resolve problems or to take advantage of 

opportunities that can not be surmounted by any one organization. One mechanism that 

is devised by interdependent organizations is a network. 

In participating in and using the common governing mechanism (the network), 

organizations may experience problems arising from the collective situation. The 

organizations will then engage, either directly or by proxy with a Network Administrative 
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Organization, in rulemaking and norm generation. This process will provide guidelines 

for appropriate behavior in the network, as well as sanctions and rewards. 

Networks and CPRs also have similar structural characteristics. In a CPR 

situation there is a resource, a resources setting, and appropriators. For example, a forest 

is the resource setting, the trees are the resource, and lumbermen are the appropriators. 

These structural characteristics are the same for organizations involved in a network. In 

networks, the network itself is the resource setting, clients and the network itself are the 

resources, and organizations are the appropriators. 

Networks and common pool resources share similar attributes and are subject to 

some of the same constraints. Just as the CPR literature is interested in understanding 

how individuals make rules to govern their behavior as a collectivity in the face of 

resource scarcity, so too is the network literature. I wall now discuss some of the 

problems associated with collective action in common pool resources. Although this 

discussion is framed in terms of natural resources, we can see that the same issues apply 

to contributing to the general condition of networks. From this point on, I consider 

networks as one form of common pool resource —albeit not a renewable natural resource, 

rather a renewable social resource. 

Behavior wdthin the CPR literature is guided by the use of rules, norms, or shared 

strategies, or institutions as defined by the IAD framework (Crawford & Ostrom, 1995). 

Each of these components of institutions have the conmaon characteristic of explaining, 

"observed regularities in the pattern of himian behavior" (Crawford & Ostrom, 1995: 

582). However, the authors do not claim that the use of institutions is conscious or even 
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understood by those who use them; institutions are often heuristic in nature (Ostrom, 

1990). 

It is very important that institutions are enforceable. Enforceability means that if 

an institution is violated, others will hold the violator accountable (Kiser & Ostrom, 

1982; Ostrom, 1996). This accountability may be as simple as a social shunning or as 

elaborate as arrest, court trial, and incarceration. Institutions both constrain and expand 

freedom. Rules constrain behavior by limiting conduct and particular types of voluntary 

action. But, on the other hand they expand freedom by increasing the predictability of a 

situation and enabling alternative actions that were unlikely or impossible under less 

predictable circumstances (BCiser & Ostrom, 1982). 

Since institutions, particularly rules, are instrumental in guiding behavior in 

collective action situations, it is important to define the term. Ostrom (1996: 5) defines 

rules as, ".. .potentially linguistic entities.. .that refer to prescriptions commonly known 

and used by a set of participants to order repetitive, interdependent relationships. 

Prescriptions refer to which actions (or states of the world) are required, prohibited, or 

permitted. Rules are the result of implicit or explicit efforts by a set of individuals to 

achieve order and predictability within defined situations..." (italics in original). Rules 

are created to solve or minimize problems that occur at the level of interaction 

(operational level), but are made and enforced collectively (collective choice level). 

CPRs are subject to two broad categories of problems: appropriation and 

provision. Appropriation problems are associated with the subtractible flow of the 

resource and how those resources are obtained. On the other hand, provision problems 
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are associated with the stock of the resource and how to make it better (Ostrom, Gardner, 

& Walker, 1994). 

There are three identifiable types of appropriation problems. The first type is 

appropriation externalities. Appropriation extemaUties occur when one user extracts a 

portion of the resource that decreases the average yield of all the other users. This can 

become a problem if it is not accounted for in the long run. Here, it is important to 

understand the overappropriation is not individually inefficient or irrational, it is only 

inefficient at the group level (Ostrom, Gardner & Walker, 1994). Continuing with the 

fishing example, if one fisher removes one-third of the fish stock in the fishery, then only 

two-thirds of the fish are available for the other 4 fishers in the area. The average yield 

of each of the other users has been decreased from one-fifth to one-sixth of the total 

yield. 

Assignment problems are a second type of appropriation problem. Assignment 

problems focus on how to make assignments to the beneficiaries. In any given CPR, 

there will be better or worse conditions and locations. Of course, the resource 

appropriators covet the more productive or lucrative circumstances. But these locations 

or conditions are not available to everyone at the same time. The crux of assignment 

problems is to fairly and appropriately make assignments to the resource appropriators, or 

beneficiaries (Ostrom, Gardner & Walker, 1994). Ostrom (1990) illustrated an example 

of an assignment problem when she discussed the rotation scheme developed by fishers 

in Alanya, Turkey. Each fisherman was assigned a spot on the first day of fishing season. 
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Each day after that during the season, fishers rotated one spot so that each of the fishers 

had equal opportunity to cast nets in the most productive fishing spots. 

The final type of appropriation problem is technological externalities. This occurs 

when the use of one type of technology imposes a cost on the users of another type of 

technology. This could occur when a fishing trawler rips the nets or breaks the traps of 

other users and these users are forced bear the costs of lost yield and repairs to their 

technology (Ostrom, Gardner & Walker, 1994). 

Like appropriation problems, there is more than one type of provision problems. 

The first type of provision problem is the demand side problem. The demand side 

problem is concerned with "the way in which appropriation impacts on the production 

capacity of the resource" (Ostrom, Gardner & walker, 1994: 13). When 

overappropriation occurs, the reproductive potential of the resource is compromised, and 

fixture stock of the resource is decreased. Over time, this demand side problem could 

lead to an imstable resource that becomes exhausted (Ostrom, Gardner & Walker, 1994). 

For example, if over-fishing occurs in a fishery, there may not be enough fish left in the 

stock to produce enough fish to replenish the existing supply. Over time, the fish supply 

will dwindle and the reproductive capacity is destroyed. 

The other type of provision problem is that of supply. Supply problems are 

centered on the physical maintensince or provision of a resource stock. Here, fi-ee rider 

problems are a key obstacle. While all users benefit firom the health of the resource, no 

one individual can be efficiently detected if they are not contributing to the maintenance 

of the resource. It is individually rational for any individual not to participate in the 
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supply of the resource. One example of this is when an individual casts his/her nets in an 

area designated to be a hatchery instead of in an area where adult fish swim. The 

restriction of fishing in the hatchery area provides maintenance of the resource since 

younger fish are allowed to develop and reach reproductive age. 

The CPR literature has developed a coimection with game theory in order to 

explain outcomes of CPR dilemmas when any type of appropriation or provision 

problems are present. A common pool resource dilemma, a type of social dilemma, 

occurs when "individual rationality leads to an outcome that is not rational from the 

perspective of the group" (italics in original) (Ostrom, Gardner & Walker, 1994: 15). 

Ostrom, Gardner and Walker (1994) detail the connection between appropriation and 

provision problems and 4 types of stylized policy games in Chapter 4 of their book. 

Since their coverage of this topic is extensive, I will not review it here. Ian overview of 

the four stylized games is located in Appendix A. 

Themes within the cooperation literature 

The organizational theory literature and the common pool resource literature 

discuss similar concepts that are important for imderstanding why actors in a collective 

action situation would cooperate with one another. Concepts such as trust, time, and 

communication are important factors for actors to develop stable cooperative 

relationships. A broader explanation of cooperative relationships among individual 

organi2ations can be gained by synthesizing the two literatures to understand network 

forms of organization. 
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The &st theme involves trust. Trust was the linchpin of stable cooperative 

relationships in both the ION and CPR literatures. Trust is important because it creates 

credible conunitments to future action. When trust is present, actors in a collective action 

situation can take pronouncements of fixture intentions by others at face value and adjust 

their own strategies with confidence that others will follow through on their statements. 

In the ION literature, trust was important as a precursor to relationships that became less 

formal over time. These relationships soon became based solely on the repeated 

interaction between organizations. Trust also played a role in the game theoretic 

situations outlined in the CPR literature. Since it is undesirable to be the "sucker" in 

collective action situations, trust that other actors would behave in the interest of the 

group, rather than in their personal interest, is important to overcoming inferior 

equilibria. 

Commxmication is also an important theme within both sets of literature. 

Communication facilitates understanding between actors involved in common situations. 

As actors discuss rationales for action and participation, other network participants will 

be aware of how their organization's dependencies can be addressed through collective 

action. Communication about appropriate strategies, whether through rulemaking, 

contracts, or casual discussion, creates a normative envirormient where expected behavior 

is well understood and acts as a signal of willingness to participate in collective goals. In 

the ION literature, communication was a precursor to the development of relationships in 

some cases, while in other cases commvmication was essential for the deepening of 

relationships. The CPR literature outlines the importance of commvmication when the 
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data of laboratory results are presented. In situations (both experimental and empirical 

settings) where participants had face to face communication time, collective outcomes 

were achieved more easily and quickly than with other types of communication, or no 

communication at all. 

The last important theme to emerge from both literatures is that of time. The 

evolution of cooperation in collective action situations is time dependent. Throughout 

both the ION and CPR literature, cooperation emerged over time when trust and 

normative expectations had time to develop. While some cooperation may be achieved at 

early stages in networks, more embedded and stronger relationships will occur over time 

if the network is structured properly. SO, time is important in order to stabilize 

cooperation and collective outcomes among actors. 

The organization theory literature and the CPR literature have different strengths 

in describing cooperative situations. On the one hand, organization theory exhibits great 

skill in discussing the precursors to cooperation. It looks at trust, reciprocity, and 

embeddedness as predeterminants of interorganizational relationships. However, it lacks 

a thorough discussion of the structure of the situation that creates those conditions. By 

understanding the collective action situation in which networks are created, potential 

impediments to cooperation could be avoided. The political science literature reviewed 

here fills that gap. It examines individual rationality as opposed to collective rationality 

and finds game theoretic structures to enumerate the possible outcomes of a cooperative 

situation in the face of individual level incentives. 
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The organizatioii theory and common pool resource literature both inform our 

understanding of networks. The organization theory literature has illustrated how 

cooperation emerges among organizations. The studies by Uzzi, Gulati, and Larson 

specifically studied this aspect of lOR formation. The work done on networks, to this 

point, has tended to focus on the aggregation of dyadic ties to explain networks, rather 

than focusing on the macro-level of network structure. Nonetheless, network studies 

have illustrated the importance of trust and context in the genesis of network forms of 

organization. 

The CPR literature can help to inform the network literature in two ways. First, 

the CPR literature utilizes the strengths of collective action theory and game theory to 

explain the outcomes of collective action in terms of the incentives and constraints 

inherent in the collective situation. The similarities between networks and CPRs allow 

theoreticians to borrow from the explanations developed in the CPR literature to explain 

networks and their outcomes. Second, the CPR perspective tends to focus on the 

structural dynamics of the situation as well as the interaction of all the actors to produce a 

joint outcome. This focus could help network researchers to focus on the macro structure 

instead of the dyadic focus that has plagued researchers in this area. 

The synthesis of the CPR literature with the work done on lONs will give scholars 

a fuller picture of networks and network dynamics. The CPR literature adds to the 

organization theory explanations of networks by lending a tool to organization scholars 

with which to "diagnose" collective action problems in situations where actors benefit 

from the use of a resource (in this case, participation in a network). The CPR literature 
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also adds to the organization theory literature by helping to move the focus of network 

studies away from linkages and to the macro-level dynamics of the network to assess 

network outcomes. 

If the cooperation literature is correct in predicting that cooperation will emerge 

and collective action does exist in network forms of governance, there should be some 

tangible changes in a network over time. Cooperation will be predicated on ability to 

communicate, which builds trust and allows norms of behavior to evolve. 

Competition/Non-Cooperative 

While there is a wealth of literature that explains why organizations might 

cooperate with one another, there is also evidence that organizations might not want to 

cooperate. This literature is based in an economic paradigm. The economics literature 

emphasizes the competitive nature of organizations as well as protectiveness over "turf' 

and asset specificity (Dill & Rochefort, 1989; Epstein, 1999; Morrissey et al 1986; 

Williamson, 1985). 

Contracts and the allocation of resources are key components to fostering a 

competitive envirorunent among organizations. When contracts and resources are 

awarded to one party, there is often another party that coveted those prizes. When zero-

sum awards are available, organizations, even if generally cooperative, must vie for them 

to acquire needed and scarce resources. Thus, even if organizations and the networks to 

which they belong are cooperative in nature, the awarding of contracts and the allocation 

of resources injects some amount of competition into the network. 
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Many relationships within networks are guided by formal contracts. Thus, issues 

surrounding contracts, such as principal-agent problems and RFPs, are important to 

understand. The rest of this section will discuss the principal-agent literature and its 

concerns about contracting and the issues of competition and competitive incentives 

inherent in a managed care regime. 

TTie principal-agent literature focuses on the relationship between parties involved 

in a contract. This literature enumerates the difficulties and costs associated with 

maintaining a contract. Inherent in any agency relationship are two characteristics: 

information asymmetry and conflicts of interest (Bendor, 1988). Although this literature 

does discuss the activities and roles of the agent, it is mainly concemed with issues of 

importance to principals. 

The principal in a contractual situation is the individual or entity that has hired 

another person or entity to complete tasks on behalf of him/herself. The principal's main 

task is to ensure that the agent is truly working in the best interest of the principal and in 

good faith to meet the terms of the contract. However, the principal cannot costlessly or 

perfectly monitor the agent's behavior, "so the problem becomes how to structure an 

agreement that will induce agents to serve the principal's interest even when their actions 

and information are not observed by the principal" (Pratt «&; Zeckhauser, 1985: 2). The 

crux of" this type of relationship is the dependence that the principal has on the agent 

(Pratt & Zeckhauser, 1985). 

The agent, then, is the individual or entity that has agreed to provide a service or 

labor to the principal in return for compensation. The agent, though, has a natural 
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divergence from the interests of the principal (Pratt & Zeckhauser, 1985). For example, 

any rational maximizer prefers leisure to labor, so the agent has an incentive to shirk, or 

"soldier", if the chances of being caught and reprimanded are low (Mansfield, 1994; Pratt 

& Zeckhauser, 1985; Taylor, 1911). 

There are two main impediments to the agent behaving in an all out devious 

manner. The first is the market. The principal has recourse to an agent that does not 

meet the criteria of a contract on the market. This means that the principal can enter the 

labor market in order to find another individual who is willing to meet the criteria of the 

contract (Alchian & Demsetz, 1972; Fama, 1980; Moe, 1990; Pratt & Zeckhauser, 1985). 

This serves as a deterrent to deviant behavior because the agent would have to enter the 

labor market once again to find employment. The second impediment to deviant 

behavior by the agent is reputation. Reputation serves as a signal to the quality of a good 

to others. In this case, the good in question is the agent himself. A good reputation will 

lead to increased opportunity for the agent and decreased imcertainty about the quality of 

the "product" for the principal. If the agent's reputation is tarnished, it will be more 

difficult for him/her to attract bonuses, compensation increases, or other employment 

(Akerlof, 1970; Moe, 1990; Pratt &. Zeckhauser, 1985). 

Shirking is the phenomenon in which agents do not earnestly work in the 

principal's behalf. Instead, agents may take excessive breaks, firatemize with other 

workers, or just not attend work while they are being paid. Part of the reason agents can 

accomplish this subterfiige is that the principal does not have accurate information about 

the activities of the agents (Alchian & Demsetz, 1972; Klein, Crawford & Alchian, 1978; 
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Holmstrom, 1979, 1982; Pratt & Zeckhauser, 1985). Principals must rely on the 

information provided to them by their agents. However, agents have an incentive to 

"magnify one's past accomplishments and overestimate one's capabilities" (Pratt & 

Zeckhauser, 1985: 9) -especially if effort is difficult to measure (Alchian & Demsetz, 

1972; Klein, Crawford &. Alchian, 1978; Holmstrom, 1979, 1982; Pratt & Zeckhauser, 

1985). 

Since the principal can anticipate the information bias and manipulation in the 

reports of his/her agents, s/he must take steps to reassert control over the contract through 

independent monitoring activities (Bendor, 1988). In order to overcome the information 

asymmetry posed by the agency relationship, the principal must expend resources to 

monitor the activities of the agents to achieve a more accurate picture of work effort. 

Holmstrom (1979) found that principals need extra information when monitoring their 

agents, and that any information, even if imperfect, as long as it is informative is 

valuable. This additional information provides a more accurate assessment of the agents' 

actions. The task of monitoring becomes even more difficult when there are multiple 

agents to assess and there is team production (Alchian & Demsetz, 1972; Holmstrom, 

1982). 

BCnott and Miller (1987) also alert us to the difficulties associated with multiple 

principals. When agents report to multiple principals the agent has difficulty in satisfying 

all principals and prioritizing between tasks. This topic is especially important in public 

sector settings where public servants have several groups to appease. For example civil 

servants are often called upon to satisfy demands of constituents/citizens, elected 
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officials, and administrative supervisors. In contexts where third party agencies contract 

to provide services for a governmental entity, even one contract could possibly create 

multiple principal agent relationships if ftmding sources are comingled from multiple 

levels of government. 

Klein, Crawford & Alchian's 1978 paper "Vertical Integration, Appropriable 

Rents, and the Competitive Contracting Process" focuses upon another important concern 

for agency relationships. This article is concerned with post-contractual opportunistic 

behavior. The authors assert that as assets become more specific, their value to the 

principal increases while their value to outside parties decreases. This causes the agent to 

become more valuable to the principal because it is likely that the agent is the only one 

who can perform such a specific task. Since the agent knows his/her value to the 

principal, s/he will demand more of the residual from the principal and appropriates rent 

after the contract is in place. These rents can be increased up to the amount that is in 

excess of its value to the next best user. Rents will increase at a greater rate than the cost 

of vertical integration. However, the threat of termination of this mutually beneficial 

contract will serve to damper the opportunistic behavior exhibited by the agent. 

Oliver Williamson discussed similar phenomena in his Transaction Costs 

Economics. The post contractual behavior discussed above is one example of what 

Williamson calls "self-interest seeking with guile". Since complete contracts are 

virtually impossible to write and enforce, there is leeway of which the parties to a 

contract can take advantage. This is especially true if individuals are prone to 

opportimism. Opportxmism occurs "if some economic actors (either principals or agents) 
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are dishonest (or, more generally, disguise attributes or prefereMices, distort data, 

obfuscate issues, and otherwise confuse transactions), and it is ^ery costly to distinguish 

opportunistic from nonopportunistic types ex ante" (Williamsooi, 1981: 552). When 

individuals make promises or state preferences that they know not to be true in order for 

personal advantage, they are engaging in self-interest seeking with guile -they are 

pursuing their own interests through dishonesty (Williamson, 1 981, 1985). In terms of 

the Klein, Crawford & Alchian piece, the agent was opportunistic in that s/he tries to 

extract appropriable rents from the principal as assets become more specific. 

Asset specificity is another concept that Williamson disscusses in great length. 

Asset specificity occurs when fixed investments are specialized to a particular transaction 

(Williamson, 1981). There are three types of specificity that can arise in transactions: 

site, physical, and human. Williamson explains asset specificity in these terms: 

"Items that are unspecialized among users pose few hazards, since buyers 
in these circumstances can easily turn to alternative souirces and suppliers 
can sell output intended to one buyer to other buyers v^thout difficulty. 
Nonmarketability problems arise when the specific ideotity of the parties 
has important cost-bearing consequences.... 
.. .The reason asset specificity is critical is that, once an» investment has 
been made, buyer and seller are effectively operating ii* a bilateral (or at 
least quasi-bilateral) exchange relation for a considerab'le time thereafter. 
Inasmuch as the value of specific capital in other uses is, by definition, 
much smaller than the specialized use for which it has been intended, the 
supplier is effectively "locked into" the transaction to a- significant degree. 
This is symmetrical, moreover, in that the buyer cannot turn to altemative 
sources of supply and obtain the item on favorable temns, since the cost of 
supply from unspecialized capital is presiunably great. The buyer is thus 
committed to the transaction as well" (1981: 553). 
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Thus, when a product, production process, or service is specific to a principal, there is 

opportunity for the agent to act in his own self-interest instead of in the interest of the 

principal by attempting to extract appropriable rents. 

Issues of asset specificity are important in managed care since the health care 

field is organized around providers that specialize in a particular type of medicine. Due to 

extensive healthcare specialization, it is difficult for others outside of the specialty to 

monitor the appropriateness of treatment decisions. Information asymmetry and conflict 

of interest is potentially rampant in the healthcare setting. Thus, Principal-agent issues 

are prevalent in managed care settings. 

Managed care relies extensively on the use of contracts to control the behavior of 

its agents. Its contracting procedures are at the center of its cost contairmient scheme. 

While providers are subject to capitation and risk sharing, they may also be held 

accountable for quality indicators. The combination of pricing on the one hand, and 

quality comparisons on the other, creates an environment where providers are constantly 

concerned with the innovations of other agencies in their region. 

Managed care promotes competition among its providers in several ways. The 

first way is through contracting procedures. Providers compete on annual rates, not 

individual pricing for individual services (Enthoven, 1995). So the managed care 

organization forces providers to compete with one another through the price they offer on 

a given package of services. Since managed care organizations control a large number of 

clients and can prohibit, or severely discourage, clients from seeing a particular doctor or 

practice, the contracts are an important source of revenue for providers. 
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A second way managed care fosters competition is through, the allocation of 

clients. Upon renewal of a contract, the managed care organization can enlarge, shrink, 

or hold constant the number of clients for which a provider or practice will be capitated. 

Theoretically, panel size decisions are made through quality indicators. Insurers reward 

providers with more subscribers who do the best job of improving quality, cutting cost, 

and satisfying patients (Enthoven, 1995). Additionally, providers could receive higher 

capitation rates based on these same measures. This promotes competition in two distinct 

ways. 

The first way in which the allocation of clients creates competitive incentives is 

through the dilution of the risk pool. Since clients are allowed to self-select doctors 

within a truncated choice set, it is reasonable to assume that the distribution of clients any 

one doctor receives is randomly spread over a continuum firom low-end utilizers to high-

end utilizers. Low-end utilizers are attractive to providers since they do not demand 

services firequently, providers can reallocate their capitation dollars to other users or to 

profits. On the other hand, high-end users are likely to demand services frequently, and 

perhaps expensive treatments. Therefore, these users are unattractive to providers since 

doctors will likely be required to provide services above the price of capitation. When 

more clients are awarded to providers, it is conceivable that these clients will be low-to 

middle-end utilizers of services, since only a small percentage of people are high-end 

utilizers. Therefore, when more clients are awarded the risk of the few high-end utilizers 

is diluted and the client pool is more stable financially. Providers compete for a higher 

allocation of clients to dilute their risk pool and to attract low-end utilizers. However, 
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since there is only a finite number of clients that a managed care organization manages, it 

becomes a zero-sum game beyond growth. Thus, when one provider gains clients, 

another loses them. 

The second way allocation of clients promotes competition is through innovation 

and best practices. Since higher capitation rates and more clients may be awarded to 

those providers who perform well on quality, costs and satisfaction, it is likely that 

providers might find ways in which to perform well on these factors —creating 

innovations in practices. However, when these innovations are developed, providers are 

less likely to share these improvements if it means they might lose their profitable edge in 

relation to other providers. Therefore knowledge of innovation is suppressed in order to 

perform better than colleagues in other offices in order to capture more clients firom the 

managed care organization. 

In a public system administered through contracts and using managed care 

principles, competition is certainly present. However, since public systems oE care are 

often overburdened and overenrolled, the competitive principles enacted within these 

systems may not be to explicitly promote competition, but rather to promote cost savings. 

The promotion of cost savings results from the market failure associated with government 

production, in general, and taxpayers demanding efficiency and effective services for 

their tax dollars. 
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Themes within the non-cooperation/competition literature 

There are some broad themes that emerge from both the principal-agent literature 

and the managed care literature that might explain competitive or non-cooperative 

behavior among organizations. These themes are control mechanisms and contracts, 

rewards, and metering. Each will be highlighted below. 

Both sets of literature use control mechanisms and contracts as ways to ensure 

behavior. Contracts are made up in order to guide behavior so that a particular outcome 

is achieved. In order to avoid deviant behavior, the contract must be mutually beneficial. 

The control mechanisms put into place by contracts tell the agent what is acceptable. 

This is particularly important in managed care regimes since the control of healthcare 

costs relies on the referral of clients to in-network providers and by extensively using the 

primary care physician (PCP) as a gatekeeper. Thus, behavior is constrained through 

contracts in order to ensure movement toward one managed care goal -cost containment. 

A second area of agreement in the literature is the use of sanctions and rewards. 

Sanctions and rewards must be doled out appropriately in order for the appropriate 

signals to be sent to members of the production team. It is important that accurate and 

timely information be fuimeled to the principal so that action, whether positive or 

negative, can be taken. Team production, however, causes problems for giving out 

rewards and sanctions. Team production concerns are relevant to managed care networks 

since there may be multiple providers caring for any one client at a given time, and 

treatments on one ailment may have an impact on others. This is especially true when 

clients are case managed. 



108 

The final theme to emerge from the principal-agent and managed care literatures 

is that of monitoring. There is an inherent information asymmetry involved in any 

contractual relationship. This is compounded when there is joint production and it is 

difficult to discern who performs what task. Mechanisms must be developed that allow 

for the monitoring of agents within a joint production context. In managed care, it is 

important to discern which outcomes can be attributed to individual providers or the 

network, or system of care as a whole. 

The literature discussed in the previous section helps to illustrate how networks, 

which are supposed to be mechanisms of common achievement, could be competitive in 

nature. First, although network structures are theoretically flat, contracts create at least a 

small amount of hierarchical power among actors. The principal-agent literature 

illustrates that when contracting is involved in relationships, tension is created and one 

actor becomes accountable to another. If the incentives of the agent are not aligned 

properly with the contract, then shirking could occur and damage to the overall 

productivity of the network could be harmed. 

Second, the managed care literature suggests that actors will respond to financial 

incentives when selecting other organizations with which to enter into relationships. 

Since managed care constrains fimding in order to produce cost savings, contracts among 

organizations will guide resource flows in order to comply with the fimding levels 

awarded. Thus, networks will operate according to contractual controls and linkages will 

be generated upon resource deficiencies and needs. So rather than overall cooperation in 
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a network, clusters of cooperative organizations will be created, with Uttle interaction 

between the clusters. 

The pressvires of competition, through contracting and rewards, should have some 

tangible effects on the structure of a network over time. Patterns of linkages will change 

as network actors become aware of their relative status, strengths, and weaknesses in 

relation to other actors in the network over time. 

Research Questions 

The literature reviewed in this section does not provide a clear path as to whether 

competitive incentives will lead to decreased cooperation in a cooperative network. On 

the one hand, the cooperation literature suggests that normative pressures and dependence 

will lead to more cooperation among providers, a bottom-up perspective. On the other 

hand, contracts and capitation schemes will lead to mistrust and competitive behavior 

among normally cooperative organizations, a top-down perspective. Thus we have two 

competing predictions in the literature. 

This contradiction between the different literatures is important to investigate. 

Each set of literature has some claim to explaining what is occurring in some types of 

networks. For example, the organization theory literature can easily explain the pattems 

of linkages in organizations that have historical connections and have professional norms 

that bias actions toward cooperation. Alternatively, the economic and managed care 

literature would easily explain networks in which organizations under a managed care 

regime are predicated around a strong contractual obligation, such as Gulati's pre-trust 
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multi-national firms. However, in health and human service networks that are imder a 

managed care regime, it is unclear which set of literature more accurately explains what 

occurs because this type of network is subject to both cooperative and competitive 

pressures. Therefore, the first research question to be addressed in this dissertation is: 

Research Question 1: 

Does risk-based managed care increase or decrease the extent of integration among 

health and human service agencies operating in a single community? 

This research question is somewhat broad and explores the first logical step 

toward examining the two divergent sets of literature predictions. However, it is possible 

that integration may take place through both formal and informal mechanisms. The 

second research question addresses this aspect of integration. 

It is a little disputed fact that organizations link to one another in a variety of 

ways. Linkages can occur through contracts, referrals, or shared information, to name a 

few ways. Contracts tend to be formalized agreements between organizations that are 

legally enforceable. Shared information, in contrast, is usually a very informal means of 

creating linkages between organizations. A third way to link is through referrals. 

Referrals could be contractually mandated, but primarily occur independently of 

contracts on a more informal basis. Each of these mechanisms of linking presents one 

aspect of integration between organizations. 

It has been shown in past research that formal contractual linkages and more 

informal linkages, such as shared information and referrals, do not necessarily follow the 

same patterns. Morrissey and colleagues (1986) showed that often organizations would 
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create informal linkages to organizations to compensate for their organizational and 

contractual deficiencies. Further, Van de Ven and Walker (1984) also showed that 

contracts and referrals in health and human service organizations are not tightly coupled. 

This leads to the justification for exploring the differences in formal and informal links in 

networks, especially in a managed care setting. 

Since contracts are formal agreements, it is relatively simple to determine how 

levels of contracting change when managed care is introduced. However, since informal 

links are not usually covmted, there is more ambiguity regarding how levels of informal 

linkages change once managed care is introduced. Tracing informal linkages might give 

better insight into how well integrated a network really is, since the content of informal 

linkages represent the actual day-to-day service needs and delivery between 

organizations. In order to examine the issue of the divergence between formal and 

informal linkages, the following research question is posed: 

Research Question 2: 

Does the patterning of formal and informal linkages converge or diverge in health and 

human service agencies operating in a single community under risk-based managed 

care? 

The results of this research question are linked to the results found for the first 

research question. If the network is competitive in nature, referrals are expected to 

follow contracts because of the constraints placed upon organizations to control costs and 

the incentives to stay within the limits of the contract (Bums et al., 2000). This is more 

effectively accomplished when services are provided by organizations with contractual 
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agreements that specifically outline what services are to be provided at what costs. 

Alternatively if the network is more cooperative than competitive, then referrals can be 

expected to follow different patterns than contracts because there will be fewer 

constraints imposed upon organizations regarding linkage patterns. It is important to note 

that patterns of linkages are the key concept here. When patterns of contract and referral 

linkages diverge from each other there is cooperation beyond, or in place of the contracts. 
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CHAPTER FOUR 

METHODOLOGY 

The research conducted for this dissertation is centered on determining how 

collaborative norms and institutions come about within interorganizational networks to 

produce collective action situations and outcomes. This focus investigates the underlying 

assumptions and structure of network forms of organizations, such as why organizations 

cooperate within these macro structures. 

The data sets for the project were collected at two points in time. The first data set 

was collected over five months from June 1996 to October 1996. The second data set 

was collected over a seven-month period from November 1990 to May 2000. This 

dissertation is part of a larger Aspen Institute-funded project. Thus, the information 

needed for both that larger project and for this dissertation were gathered simultaneously. 

Much of the 1999 data collected were used for both projects. However, some questions 

were unique to my work on collaboration and institutions. 

The dissertation is a study of integration in a network of mental health and human, 

service providers in Pima County, Arizona. The study took place after the introduction 

of managed care as the mechanism for cost containment in a system designed to serve 

individuals with serious mental illness (SMI) within the publicly funded state healthcare 

system. Data were primarily collected using survey instruments and field interviews. An 

additional source of data was the regional administrative entity that supplied both 
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encounter data and performance profiles for each of the major service providers in the 

network. 

The primary methodological analysis is accomplished through network analysis. 

Use of network analysis techniques is an appropriate method to study integration among 

organizations. Network approaches and conceptualizations have been widely used in the 

study of behavioral health systems and has gained credibility in the examination of all 

types of healthcare and health-related systems (Banaszak-Holl et al, 1998; Bickman, 

1996; Gmbb & McDonnell, 1996; Johnsen et al, 1998; ECrawlewski et al, 1995; 

Morrissey, Tausig & Lindsey, 1996; Morrissey, Johnsen &. Calloway, 1997; Mulroy, 

1997; Provan & Milward, 1995; Provan, Milward & Roussin, 1998; Provan & Sebastian, 

1998; Weiner & Alexander, 1998; Wright & Shuff, 1995). This current study will build 

upon past efforts in health systems research to utilize network analysis techniques in the 

empirical analysis. 
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DATA COLLECTION 

The data were collected at two points in time. Each of the time points was 

selected for their importance in the development of the mental health network. The first 

data set was collected in 1996 and the second data set was collected three years later in 

late 1999. The importance of each of these dates is discussed below. 

CPSA was awarded its bid and implemented its risk-based managed care system 

in October of 1995. Data was collected in 1996 in order to capture what the system 

looked like at the beginning of the managed care system, but after the initial upheaval had 

time to subside. The data set collected at this time period was very small. It consisted of 

only a network linkage survey. 

The second data collection effort took place in late 1999. At this time, the 

managed care system had had time to stabilize itself and the providers involved in the 

mental health system should be aware of its full ramifications. A more extensive data 

collection was moimted to gather network data, as well as attitudinal and historical 

perspectives from the participants in the system to capture both the evolution of the 

managed care system as well as opinions about it. 1999 was also significant because the 

state of Arizona issued a new RFP for the southem Arizona mental health region. Thus, 

it was unclear whether or not managed care would be in place in a year after the new bid 

was awarded. 
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Network Boxmdaries and Sampling 

When performing empirical research on social networks, it is important to 

determine what is, and is not, included in the network under investigation. This is 

problematic because actual networks may not have any logical or discernible limits 

(Knoke & Kuklinski, 1982). This can be illustrated by the dilenmia about how "deep" 

into the structure are ties coimted. Does a researcher include just primary ties to a focal 

entity? Should primary and secondary ties be included? What about including tertiary 

ties and beyond? Which of these is the appropriate boundary to the network? 

The boundaries of the Pima County mental health network were determined using 

a mixed nominalist and realist approach (Knoke & Kuklinski, 1982). The nominalist 

approach imposes an analytic framework constructed by the researcher onto the network 

that serves that researcher's conceptual framework. Under this approach, the previous 

empirical work done on this and similar networks would guide the delimitation of the 

network. On the other hand, the realist approach would impose the cognitive perceptions 

of the network actors themselves to define the outer limits of the network. Here, the 

researchers would ask network actors for their associations with other actors to determine 

which entities belong in the network. Any actors mentioned in the responses by others 

would necessarily be included in the boundaries under the realist approach. 

Initially, previous research on this mental health system was consulted. 

Consistent with the nominalist approach, a "service implementation network"'(Provan & 

' A service implementation network is one in which organizations, or relevant parts of organizations, 
provide services with a specific focus and coordinate their services with other organizations with the same 
focus. "...[SJeparate linkage networks will often be established and maintained for each broad type of 
service an agency provides" (Provan & Milward, 1991: 395). 
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Milward, 1991,1995) was developed where only those organizations having a direct 

impact on network outcomes are included in the data set. Previous studies on this system 

guided the development of the network boundaries in both years. For the 1996 data 

collection, the study performed by Provan and Milward (1995) in 1991 was consulted, 

and both the 1991 and 1996 surveys were used in 1999. The size of the service 

implementation network remained fairly stable during this period. Therefore, owing to 

the stability of organizations and their operating environments (Stinchcombe, 1965), the 

network could be bounded around those organizations that were found to be members of 

the network in past studies. These networks were bounded with the driving principle that 

only those organizations that actually contributed to the network outcomes were actual 

members of the network (Provan and Sebastian, 1998). 

However, empirical research has shown that although network structure can 

remain constant over time, the composition of the network can change intemally (White, 

Boorman, & Breiger, 1976). Thus, in order to hedge against the possibility that there had 

been subtle changes to the network composition, a realist approach was added to the 

research design to supplement the existing information. A list was created that included 

agency names from the previous studies as well as other known social service and 

behavioral health providers in the community. This list was given to the four core 

agencies, called At-Risk Providers (ARPs). Each ARP was asked to indicate which 

agencies they knew to be involved with providing services to the adult Seriously 

Mentally 111 (SMI) population in Pima County. 
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An agency roster of the Pima County mental health network was derived from the 

responses on the preliminary agency lists returned from the ARPs. All of the agencies 

included on the preliminary instrument had been indicated as providers by at least one of 

the ARPs that returned the list. The agency roster consisted of 46 and 51 organizations, 

respectively. The number 51 represents all of the agencies in the previous 

implementation networks plus other agencies added to the roster by the ARPs as possible 

participants in the SMI network. Those agencies that were known to be defimct at the 

time of roster creation were excluded from the 1999 list. 

A database was developed with information on all of the agencies named and the 

appropriate contact information. Contacts in each organization were the highest level 

administrator responsible for services to adult SMI. In most cases, this was the President 

or Chief Executive Officer of the organization. In other organizations, the representative 

was usually the Director of adult SMI services, or the specific service we were interested 

in, i.e. housing, clinical maintenance, etc. Telephone calls were made to each agency 

listed to confirm the name of the contact person and his/her suitability to receive the 

survey, and the mailing address of the agency. Through this process in 1999,1 

discovered that four of the agencies listed had merged into two different organizations, 

and one agency had recently undergone a name change. The appropriate changes were 

made on the agency list. The merged organizations were listed on one line with both 

former names included. The name change was not added because the original and more 

familiar name remained part of the agency's legal operational title and was the name that 

pertained to the study's time frame. 
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The population of the study consisted of 46 agencies in 1996, and 49 agencies in 

1999. Each of these agencies was determined to be appropriate for inclusion within the 

network boundaries based on the mixed realist and nominalist approaches taken. Since it 

is important to have information on ail, or nearly all, entities in a network in order to 

make valid conclusions and generalizations, each of the agencies on the lists were 

sampled (Knoke & Kuklinski, 1982; Marsden, 1990). Thus, the research population, 

sampling frame, and sample were identical. Data were collected using survey (in 1996 

and 1999) and interview methods (1999 only), as well as secondary data (1999 only). 

Each method will be explained below. 

Survey 

A survey instrument was used to collect the majority of the information needed 

for this project. The survey is a traditional method used by network researchers to gather 

in-depth and complex linkage information. Seminal researchers such as Coleman, Katz 

and Menzel (1957) established the credibility of this technique for the collection of 

network data. Surveys are appropriate for this t5^e of research because the information is 

being gathered from a large population and requires precise categorical information be 

recorded (Marsden, 1990). 

Instruments used in prior research by Provan and Milward (1995) (and Provan, 

Mil ward and Roussin (1998) in 1999) were used as templates to develop the 1996 and 

1999 survey instruments. The instrument followed standard survey design features such 

as asking general information questions at the beginning, followed by more specific 
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questions, and finally the most probing questions at the end (Miller, 1997). Although no 

pretest was done specifically for this iteration of the instrument^, validity and reliability 

of the instrument is believed to be high because of its past use in similar research. 

Several additions to the previous survey instruments were made. Ten questions 

were added to the survey to cover topics not previously explored in other projects. These 

topics included possible reasons for interorganizational linkages, firequency of specific 

types of contact between organizations, and general perceptions of the current mental 

health system's operations. These questions used a variety of closed-ended answering 

techniques, such as Likert scales, listing specific agencies, or yes/no dichotomies. The 

closed-ended response mechanisms complemented the clarity and simplicity of the 

overall instrument —an important consideration for mailed survey instruments (Miller, 

1997). Appendix B includes a copy of the survey instruments firom both years and 

solicitation letters used for the 1999 project. This Appendix also includes a copy of the 

interview guide that will be discussed later. A full list of the contacted agencies is 

included in the survey instrument. 

The 1999 survey instrument included four broad categories of questions. The first 

category is called "general information" (questions 1-8). This category of question 

provides descriptive statistics about the responding agency. These questions provided an 

overall view of the organization. Information gathered in this section included the 

number of fiill-time employees in the organization, number of employees working on 

^ A pre-test for the original instrument on which this iteration was based was performed. The pre-tests took 
place in 1987-1988. 
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services to adult SMI, number of clients served (SMI and overall), budget information, 

and importance of adult SMI services to the overall mission of the organization. 

The second category of questions is "services provided" (question 9). This 

category lists typical service categories and examples of each category. Agencies were 

asked to write in the percentages of resources devoted to each category. This question 

provided the research team with an idea for the distribution of services provided in the 

community, as well as the focus, narrow or broad, of each individual agency. The 

question listed 12 specific categories of services and an additional write-in category in 

the event an important type of services was excluded from the list. 

The third type of question asked were network linkages (questions 10 and 11). 

This question in the 1999 survey comprised the entire survey distributed in 1996. Here, 

respondents were given a grid with each of the organizations in our sample listed on the 

vertical axis. Respondents were asked to "[pjlease go through the list and indicate (with 

a which agencies your organization has been involved with for the provision of 

services to adult SMI clients over the past 6 months or so for each of the four types of 

relationships listed." The types of linkages listed were contracts, shared information, 

referral sent, and referrals received. These four types of relationships are important to 

understanding both informal and formal ties among agencies. The contractual categories 

illustrate how formally connected each agency is to one another. The shared information 

category has the potential to illustrate norms of cooperation that are not predicated on 

neither a formal, nor a service relationship, and can indicate collaboration within a 

network much more accurately than a focus on merely formal ties. Lastly, referral ties. 
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both sent and received, provide some insight into the patterning of service relationships 

and the overlap with formal, contractual ties (referral relationships can be either formal or 

informal). 

Respondents were also asked to perform two additional tasks in questions 10 and 

11. A fifth column was included in the grid for the respondents to indicate "the overall 

quality of your agency's working relationship with this other agency." A 4 point Likert-

type scale was provided and explained with scores ranging from 1 = poor relationship to 

4 = excellent relationship. This column indicated an agency's overall view of the 

network's relationships (by the mean score given by that agency), as well as the agency's 

view of their relationships with specific agencies. Lastly, the agency was asked to return 

to the checks placed in each column and to indicate which linkages were the most critical 

for the agency in each linkage category. This provided a mechanism for the researchers 

to weight the checks that were most important for each agency and linkage type. 

The 1996 network survey instrument differed from the 1999 network question in 

three ways. First, shared information data was not included in the 1996 survey. It was 

added in 1999 as a more accurate measure of informal linkages. However, since 

comparable data are not available in both years, this link type is not used in the analysis 

for this dissertation. Second, the relationship quality question was not in the 1996 survey 

either. Instead, the 1996 survey requested information on linkages between agencies in 

the prior (ACCM) system. Third, the weighting mechanism whereby respondents were 

asked to indicate which of the links were most critical to their agency was not a part of 
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the 1996 survey. Again, due to lack of comparable data, this measure will not be used in 

the current comparative analysis. 

The last category of questions was "additional involvement infomaation" 

(questions 12-21). This category of questions provided information on reasons why 

agencies chose to interact with others, which organizations influenced individual agency 

decisions, which organizations had similar professional norms, iBrequency of meetings 

among agencies and the ARPs, coordination mechanisms used, overall perception of the 

current delivery system, and the impact of managed care on services and operations. 

These questions gave a more contextual view of the responding agency as well as 

providing infomaation on the rationale behind some linkage decisions. 

The focus of all of the questions was on service delivery to adult persons with 

serious mental illness rather than overall organizational linkages. The purpose of this 

focus was two-fold. First, the number of community service providers in Pima County is 

relatively small. Thus, each service provider can be expected to provide services to 

several categories of individuals (children's mental health, general mental health, SMI, 

and/or substance abuse). Organizational linkages among such intensely connected 

organizations would be complex and difficult to interpret. Instead, focus was shifted to a 

specific set of services, in this case the adult SMI delivery system, for manageability. 

Adult SMI services were chosen because it represents clients with the highest acuity and 

the largest cost of services in the public mental health delivery system; thus, having a 

large impact on the overall system of care. Second, a focus on one type of care with an 
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emphasis on just those providers with an impact on network outcomes is consistent with 

Proven and Milward's (1995) service implementation network concept. 

The survey was distributed through the mail. The survey instrument was 

accompanied by a letter stating the purpose of the research, acknowledging the support 

for the project from the Regional Behavioral Health Authority (RBHA), and in 1999, a 

request for a follow-up interview. The issues of accuracy, speed and cost were 

considered with the mailing design (Miller, 1997). Accuracy, the issue surrounding the 

respresentativeness of the sample to the population, was not an issue since our entire 

population was included in the sample. Since the budget for the project was small, the 

most cost-effective way to administer a survey was through the mail. The speed of 

response is lowest with this design, but an extensive follow-up procedure was utilized to 

ensure maximum response. 

The follow-up procedures for data collection were extensive in both years. 

Approximately one week after the surveys were mailed, an initial telephone call was 

made to each of the recipients of the survey. The purpose of the call was to confirm the 

receipt of the instrament and to answer any initial questions the respondent might have. 

If the respondent had not received the survey, an identical package was sent out 

immediately. Additionally, if the survey had been delegated to another individual in the 

organization, a note was made in the database and all future communication was directed 

to the new respondent. 

At this time, all respondents were asked when they could expect to have the 

survey completed. In 1996, the respondents were asked to return the survey through the 



125 

mail or by facsimile. In 1999, the sxirveys were collected at the time of the interview. If 

the survey was not completed at the time of the interview, a self-addressed, stamped 

envelope and another copy of the survey instrument was given to the respondent to 

encourage the individual to respond as quickly as possible. 

Follow-up calls were made every two weeks until the respondent returned the 

survey in 1996, or was ready to be interviewed in 1999. The calls were made varying 

day and time in which they were made in order increase the likelihood of contact with the 

individual. If at any time the respondent needed another copy of the survey, another 

instrument was sent out immediately to expedite the data collection process. Finally in 

1999/2000, if an agency had not responded or been successfully contacted by early 

March 2000, a follow-up package was sent out. The package included a new letter 

encouraging participation and the entire original package sent in November 1999. 

The survey instrument was sent out to all but one agency on the list. Community 

Partnership of Southern Arizona (CPS A) was excluded from the survey mailing. CPS A 

is the Regional Behavioral Health Authority (RBHA) appointed by the state as the 

administrative unit for the provision of services in Southem Arizona. As an 

administrative entity, CPS A does not provide any direct services to the community. 

Thus, their completion of the survey instrument was not necessary. Instead, data on 

contracts with CPS A were collected through agency records and personal communication 

with staff members. 
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Survey Response Rates 

The response rates for the population of providers was very high for the surveys. 

The original populations for the project were determined to be 46 and 49 agencies, as 

detailed above. However, several of the agencies were dropped from the 1999 study for 

various reasons. The final number of agencies included in the data analysis portions of 

the study was 42 and 44, in 1996 and 1999 respectively. 

The five agencies that were excluded from the 1999 study after the surveys were 

sent out were dropped for several reasons. Three of the agencies responded, and then 

confirmed over the telephone that they no longer provided services to the adult SMI 

population in Pima County. Each of the agencies had ceased services to our target 

population within the year and could not provide data for the time period specified in the 

instrument, which was the previous 6 months. Another agency had gone out of business 

in the last year and could not provide the necessary data either. The fifth agency was 

actually a component of a larger agency, and thus, their data was already contained in 

that of the larger organization. 

Surveys were collected from August 1996 until October 1996, and then from 

November 1999 until April 2000. This expanse of time was necessary in order to 

encourage all of the providers to participate in both the survey and interview portions of 

the study. The response rate for the surveys was 43 of 46 agencies in 1996, or 93.5%, 

and 39 of 43 agencies in 1999, or 90.7%. These response rates were achieved through 

rigorous follow-up as discussed above. The agencies sampled in the two years had a 

92.9% overlap. In other words, 39 agencies were identical in both the 1996 and 1999 
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studies. However, all of the 1999 surveys were not complete when returned. Several of 

the agencies did not feel it was appropriate or beneficial for their agency to take part in 

our study. We requested that, at a minimum, the agencies return the network data 

indicating linkages of different types. This information was contained in question 10 of 

the survey instrument. 

The information on network linkages is vital to depicting the actual structure of 

the network. Some network experts contend that network studies must collect 100% of 

the relationship data in order to be usefiil at all because of the macro-level focus of this 

structural data (Marsden, 1990). However, this is not a realistic expectation in empirical 

studies. Reasonable effort was employed to obtain all survey information when possible. 

However, if an agency was only willing to partially complete a survey, the network 

linkages were requested. Each of the 39 respondents included network data. Descriptive 

statistics for the descriptive and attitudinal (non-network) survey data are presented in 

Appendix C, Table C.l. 

Interviews 

The 1999 research design required follow-up interviews be conducted with all 

individuals who completed a survey. The interviews were intended to answer any 

questions the respondents had regarding the overall study or survey instnmient, and to 

elicit answers to broader questions regarding the delivery of behavioral health services to 

adult SMI individuals in Pima County, Arizona. These broad questions are in contrast to 

the specific data collected in the survey. Interview questions were open-ended in design. 
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and explored contextual and historical information difficult to capture in a closed-format 

questionnaire instrument. 

The participants in the interviews varied by organization. In most cases, the 

individual(s) that completed the svurvey participated in the interviews. However, in some 

cases, top level administrators opted to take part in the interviews while the completion of 

the survey was delegated to subordinates. This change in organizational level of the 

respondents could be viewed as a potential limitation for the study in that the different 

perspectives of the respondents could give a disjointed picture of their organization and 

its viewpoint. However, the interview portion of the research design required a global 

perspective from the participant which is usually more appropriate of top level 

administrators. On the other hand, the svuvey data was collected from those individuals 

involved in service delivery and required a more mundane perspective of the delivery 

system. Due to the differences in perspectives sought in the design of the survey and 

interview, the differing levels of participants and respondents is not problematic to our 

study. 

Interview participants represented different levels of the organization in which 

they worked. Some of the individuals were top-level administrators, such as CEOs and 

Heads of Behavioral Health Services, while others were clinicians and "street level 

bureaucrats" (Lipsky, 1980). The perspectives of these individuals are very different and 

the value and stress they place on different goals and outcomes are likely to be very 

different (Hannan & Freeman, 1977). Although this is a potential limitation to our study, 

the questions included in the interview portion of the research design were largely 
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historical perceptions of the regional mental health system in general. The interview 

questions were answerable by any administrative or clinical persormel within an 

organization involved in the mental health delivery system 

An additional limitation to the interview questions is the temporal dimension. 

One of the contextual questions asked respondents to compare the current system with 

the immediate past system that went defunct in 1995. Most of the individuals were able 

to answer the question easily. However, many individuals had changed places of 

employment since the system changed to CPS A in 1995. Thus, we were able to gather 

information on this question, but not necessarily from the perspective of the agency that 

we were interviewing. 

A team of researchers conducted the interviews. The research team consisted of 

four individuals: another doctoral student, two senior faculty members, and myself. 

Although the number and combination of researchers varied at each of the interviews, I 

was present at all field sites to ensure consistency and a uniform perspective among the 

sessions with the agencies. 

The interview design was semi-structured. The researchers followed an 

instrument with 5 broad questions. Although the interviews did not necessarily proceed 

in the order of the questions, the complete instrument was covered in each of the 

interviews. Researchers were free to follow-up with any unexpected information that 

was disclosed during the interview, and to discover areas of importance not anticipated 

by the interview questions. All subjects were promised confidentiality for their 

responses. The full interviews were tape recorded with the permission of the subjects. 
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At the conclusion of each interview, the respondent(s) were asked for a Board of 

Directors list for their organization. A list of typical responses by interview participants, 

categorized by topic, is included in Appendix C, Table C.2. 

Each interview was transcribed after the session into a written record of the 

answers given. I transcribed each of the interviews from the tape recording and from 

written notes taken during the interviews. The tape recordings assisted in aiding recall of 

the meaning and context of certain phrases. Additionally, the tape recordings were useftil 

in correctly transcribing verbatim quotations from respondents. All quotations were 

cleansed of remarks that could indicate the source of the comment. The formal 

transcriptions were then shared with the entire research team for additions or other 

editing suggestions. 

Interview Response Rates 

The interview data had a high response rate, similar to the survey data. The 

population for interviews was all agencies that completed the survey portion of the study. 

Interviews were conducted over seven months (November 1999 to May 2000). The 

length of the interviews ranged from 15 minutes to 1 hour and 30 minutes. This range 

represents the exfremes of the interview times. Most interviews had a duration of 35 to 

45 minutes. 

A total of 32 interviews were conducted. This represents a 72.72% rate for the 

overall population (N=44) of agencies in the study. However, of the 39 agencies that 

completed surveys, 30 agencies participated in interviews (76.92%). One agency was 
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interviewed but did not return a siorvey, and another interview was conducted with CPSA, 

the Regional Behavioral Health Authority. 

Secondary Data 

CPSA supplied the research team with several types of secondary, aggregate level 

data. These data were supplied through an agreement between the project's Principal 

Investigator and CPSA at the outset of the grant proposal. The two main types of data 

supplied were encounter data and ARP "report cards". 

The encounter data consisted of information on the types of services being 

purchased in the adult SMI network system. These data spanned the four years in which 

CPSA became the regional authority, fiscal years 1996 to 1999. The financial data broke 

down the amoimts spent on broad service categories by each of the ARPs for each of the 

four fiscal years. The data are listed by each service category and details the number of 

clients served and the amount expended for that service category for each of the ARPs 

individually. The categories included inpatient care, medication, medication monitoring, 

behavior management/ psychosocial rehabilitation, case management, counseling, 

screening/evaluation, crisis, residential, and all other. The amounts listed for each service 

category is valued at the "official" rate for the service, rather that the actual amoimt paid 

to provide the service. This could inflate the amounts reported since the official rate and 

tlie actual cost could be different. 

The report cards are an annual evaluation of each of the four ARPs based on 5 

indexed performance measures: contracts, data reporting, quality management, utilization 
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management, and finance. These report cards are implemented each year to provide 

feedback to the ARPs and the CPSA Board of Directors on the overall functioning of the 

regional network system. The performance profiles showed data for all four years of the 

RBHA's existence and provided detailed tables of areas of improvement for each of the 

ARPs, as well as individual ARP comparisons of past years' performance. All five 

parties to the evaluation, the ARPs and CPSA, mutually agreed to the service provision 

dimensions of the performance measures and the component parts of the measures. Each 

of the indicators for the five performance measures is listed in Table 4.1. 

Data Coding 

The data were coded through two different techniques. The descriptive and 

attitudinal data fi-om 1999 used standard coding schemes such as Likert, continuous, and 

dichotomous scales. The network data from both years were coded using a NxN matrix, 

in this case 42x42 (1996) and 44x44 (1999) matrices, for each different type of raw link 

reported by the agencies. The 5 agencies that were dropped from the 1999 study were 

not included in any of the data coding. Their omission was relevant for the network data 

since some agencies reported links to some of those agencies that were defunct or no 

longer provided services to the adult SMI population. The reporting of linkage data for 

agencies no longer participating in the network is possible since data collected over time 

usually results in reports of a "typical" tie, ratlier than those of specific ties that actually 

occurred in the time period (Marsden, 1990). 
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Table 4.1 
At-Risk Provider Performance Measxires and Indicators 

Performance Measure Indicator 
1. Contracts 

a. Timeliness and accuracy of contract 
deliverables 
b. Language used in the Contracts is in 
accordance with CPSA Boiler Plate 
c. Timeliness of executed contracts 
d. Accurate direct and sub-receipt Service 
Schedules 
e. Initial submission of renewed Provider 
Subcontracts by July 30, of the review year 
f. Full Continuum of Care 

2. Data Reporting 
a. Intake Packets Have Complete CIS Forms 
and Assessments and are submitted within 10 
days 

b. Closure Packets have Complete CIS Forms 
and Assessments and are turned in within 5 days 
c. Timely Claim Submission 
d. Claim Accuracy 

3. Quality Management 
a. Signed Consents to Treat Forms 
b. Signed Client Rights by Member and/or 
Guardian 
c. Notification of Assessment 
d. Evidence of Coordination with the PCP 
e. Level of Care correctly determined 
f. Comprehensive Assessments 
g. Treatment/ISPs are updated as needed (i.e. 
mandated) by Licensure, AHDS/DBHS, and 
BPSMI 

h. Treatment Plans/Individual Service Plans are 
consistent with the Comprehensive Assessment 

(continued) 
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Performance Measure Indicator 
3. Quality Management 
(continued) j. Documentation of Progress or Lack of Progress 

in progress notes 
k. Progress toward or lack of progress toward 
meeting goals is written in the StafBngs 
1. ISPs for Persons with SMI 
m. Referral to Date of Intake within 7 days 
n. Intake to Date of First Service within 30 days 
i. Treatment Goals and Objectives are measurable 

4. Utilization Management 
a. Utilization Management Plans 
b. ASH Bed Days 
c. Notification of Assessment 
d. Timeliness and Accuracy of CONs 
e. Timeliness of Assessments (Enrollment Activity) 
f. Purchased Service within the Past 120 days 

5. Finance 
a. Annual Certified Independent Audit 
b. Immediate Past Year's Aimual Certified 
Independent Audit 
c. Financial Statements 

Source: Community Partnership of Arizona. 1999. At-Risk Provider 1998-1999 
Performance Profiles. 26-29. 
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The descriptive and attitudinal data were coded and put into an Excel spreadsheet. 

This data consisted of answers to questions 1-9, and 12-21 (see Table C.l, Appendix C). 

Each response was coded by agency and variable. Some of the agency responses were 

adjusted to fit the parameters set by the researchers. For example, question 9 asked, 

"Following is a list of adult SMI services. Please go through the list and 
indicate those services that your agency has been providing to SMI adults 
over the past six months or so. If you provide services that are not listed, 
please indicate these in the 'other' category. Please respond in the space 
to the 1^ of each service listed by giving your best estimate as to the 
percent of your agency's total adult SMI resources devoted to that service 
area. The percent figures should add up to 100%." (Italics added). 

Several agencies exceeded 100% in their estimates of service category provision. These 

scores were adjusted to 100%, retaining the original proportions stated by the agency. 

Missing data for the descriptive and attitudinal questions were omitted from the 

study. The characteristics of each agency in the study varied widely in both resources 

and service provision profiles. Thus, the estimation or averaging of existing agency data 

did not seem appropriate to fill in the non-responses from the population. The omission 

of the missing data, rather than mean substitution, was determined to be most appropriate 

for determining summary statistics and a macro profile for the overall service delivery 

system. This method is an acceptable alternative to forcing data for most empirical work 

(Hatry, 1994). 

The network data were coded by generating one matrix for each type of 

connection in each year (contracts, referrals sent, referrals received, and shared 

information) and a relationship quality indicator. Each matrix was 42x42 in 1996 and 

44x44 in 1999, representing each agency on both the horizontal and vertical axes. The 
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respondent was listed on the vertical axis, while the target agencies for reported links 

were located along the horizontal axis. This located each agency's responses along the 

rows of each matrix. For the linkage information, a "1" was recorded in the appropriate 

column and matrix for each type of linkage a focal agency reported having with another 

agency. A "0" was recorded for a lack of a particular type of tie. The diagonals of each 

matrix were forced to "0" because this study is focused on linkages between agencies 

rather than within them. In the case of the responses for the 1999 indicator of 

relationship quality, the rating given by the ego (respondent) agency (1-4, 1= poor 

relationship, and 4= excellent relationship) was recorded in the appropriate column of the 

relationship matrix, (each cell had a 1, 2, 3, or 4 recorded in it). Explicit detail on the 

coding used for each question in the survey is included in Appendix D. 

The data were maintained and manipulated using two computer programs. The 

first was Microsoft Excel. This format was maintained in order to easily run statistical 

manipulations on the data contained in each of the rows, coliunns, and their marginal 

totals. The second software package used was UCInet V (Borgatti et al., 1999). This 

standard network analysis package was used to perform all network transformations and 

statistics within each type of matrix generated. 

The missing network data from the 1999 survey were estimated using two 

techniques. First, information on the sent, received, and contract linkages was taken from 

the network survey responses in 1996 (see Provan, Milward and Roussin 1998). These 

responses were entered as raw data in the current matrices for the 2000 data. This 

information was confirmed (see below) using the responses of the partner agencies from 
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the 2000 data. This technique serves to fill in missing data while adhering to a 

conservative method of data inclusion by the confirmation process. This method is 

validated by the common belief that organizations are conservative by nature and are 

subject to inertia that causes their fiindamental processes to remain unchanged 

(Stinchcombe, 1965). This technique yielded linkage information among all agencies 

except for those two agencies created in the years intervening between data collection. 

The second technique for filling in missing data is that of forcing. The data for 

shared information were not collected in 1996. The raw data for the agencies reporting 

links with a non-respondent were used as data for the non-respondents, thereby "forcing" 

the responses for the missing data. In a sense, this technique symmetrized the data using 

a maximization criterion, but only for non-respondents. Here, the risk is run of inflating 

the connectedness of the data for this particular matrix because we are accepting the 

reported links from one agency as accurate, without comparing it to a complementary set 

of links from another agency for agreement. Since some agencies have an incentive to 

overstate their number of links, it is possible using the forcing technique could inflate the 

overall structure of the shared information network. Density scores (see 'measures' 

section, this chapter) were run for the matrix with the forced data (forced), and with the 

non-respondent columns and rows removed (extracted). Table 4.2 shows that the 

densities were not statistically significant in either the raw (z = .08) or confirmed (z = 

.16) versions. This justified using the forced data and simplified later comparisons 

because all of the matrices used are the same size. 



Table 4.2 
Densities of Forced and Extracted Shared 

Information Matrices 

Matrix Type Raw* Confirmed** 
Forced 0.378 0.257 

Extracted 0.387 0.242 

* values in this row not found to be significant, a=.05 
** values in this row not found to be significant, a=.05 
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DATA MANIPULATION 

Network Confirmation 

All of the ties reported by the agencies were verified through a confirmation 

process. The confirmation of ties is a common technique used in network analysis. 

Confirmation helps researchers to combat problems of poor memory and deliberate 

misrepresentation of linkages. In terms of respondent memory, as mentioned above, 

individuals are likely to remember "typical" relationships over time rather than specific 

or infirequent interactions (Marsden, 1990). This was illustrated in our survey by those 

agencies that stated the existence of service ties to agencies that had ceased to provide 

services to the designated population. 

The deliberate misrepresentation of linkages is another problem the confirmation 

process aids in combating. Rather than simply stating actual ties to other agencies, 

individuals and agencies may have alternative motivations for reporting the existence or 

non-existence of a link with another entity. These under- or over-statements could have a 

detrimental impact on the explanatory power of the observations made. For example, a 

small agency may have an incentive to overstate their linkages in order to appear more 

important or influential than they actually are. On the other hand, Raab (2000) found that 

German entrepreneurial firms had an incentive to understate their linkages to certain 

banking and finance firms after the fall of the German shipping industry in order to avoid 

the stigma of being associated with the corrupt firms. The confirmation process is based 

on a theoretical decision to adjust the raw data given by participants in order to make 

more accurate statements about the network dynamics and structure. 
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There are many techniques that can be used in the confirmation of data. UCInet 

V (Borgatti et al, 1999) has 14 different options alone in its menu. Each of the 

techniques uses a focal, or ego, agency. Ego's reported links are compared with each of 

its alters' reported links for ego. Then, depending upon the confirmation criteria, it 

transforms the data based upon the stated links and the criteria for inclusion. Three 

different theoretical options were explored for use with this project. 

The first option explored was that of maximization. This technique compares the 

appropriate links within a type of tie and includes all links as valid regardless of agency 

agreement. It transforms the data to become symmetrical. For example, if Lisa says she 

is Mends with Bart, but Bart does not report that Lisa is his friend, a link for Bart is 

added so that the two children now report the same information about the other (Figure 

4.1). This is the most permissive of the simple confirmation techniques because it 

accepts all reports as valid and maximally adds ties to the matrix and increases density. 

This is the technique used by Raab. 

The second option explored was minimization. This process compares the 

appropriate links within a type of tie, as the maximization technique did. But contrary to 

the maximization process, links are only included if both agencies agree that there is a 

linkage of that type. Thus the matrix is transformed to become symmetrical by deleting 

reported links if only one agency reports a link of a particular type. Following the 

example stated above, if Lisa reports that Bart is her friend, but Bart does not also report 

that linkage, the link that Lisa reported is deleted. Alternatively, if both Lisa and 

MiUiouse state they are fiiends with each other, then that link will be confirmed using the 
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Figure 4.1 

Example of Maximization Process 

Lisa Bart 
Lisa 
Bart 

0 1 
0 0 

Lisa Bart 
Lisa 
Bart 

0 1 
1 0 
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minimization criteria and both links will remain in the network (Figure 4.2). This is the 

most restrictive of the sirmple confirmation techniques because it only accepts links that 

are agreed upon by both parties and maximally deletes links, thereby minimizing both the 

number of linkages in the matrix and the matrix's density. 

The third option ezxplored was that of cross type confirmation, an extension of the 

minimization technique. This technique compares links of one type against itself (using a 

minimization criterion) and then against links of all other types for the agency dyad. This 

technique assumes that alithough reports of linkages with another agency might be 

accurate, the agencies might not remember the specific type of link they have with 

another. In a strict minimiization process, if both agencies agree they have a link with the 

other, but both report diffierent types of links, those links are both excluded. Cross-type 

confirmation captures information normally excluded. To extend the metaphor used 

above once more, Lisa states that she has tutored Bart in both science and math, Ralph in 

spelling, and Milhouse in French. Bart agrees that Lisa has tutored him in math, but not 

in science, while Ralph agrees that Lisa has tutored him, but in math, not spelling. 

Milhouse does not report any tutoring sessions with Lisa. Here, Lisa would have a 

confirmed link with Bart nn both the science and math matrices (both of Lisa's reported 

links would be confirmed^ by the one math report by Bart), with Ralph in each of the math 

and spelling matrices (because it cannot be decided which link is accurate, both must be 

included), and no links wnth Milhouse (Figure 4.3). This technique lies between the 

extremes of the technique's discussed above in terms of permissiveness for linkage 

inclusion. 
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Figure 4.2 

Example of Minimization Process 

Lisa 
Lisa 
Bart 

Milhouse 

Bart Milhouse 
0 1 1 
0 0 0 
1 0 0 

Lisa Bart Milhouse 
Lisa 0 0 1 
Bart 0 0 0 

Milhouse 1 0 0 
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Figure 4.3 

Example of Cross-Type Conformation Process 

SCIENCE 
Lisa Bart Milhouse Ralph 

Lisa 0 1 0 0 
Bart 0 0 0 0 

Milhouse 0 0 0 0 
Ralph 0 0 0 0 

MATH 
Lisa Bart Milhouse Ralph 

Lisa 0 1 0 0 
Bart 1 0 0 0 

Milhouse 0 0 0 0 
Ralph 1 0 0 0 

Lisa 
SPELLING 

Bart Milhouse Ralph 
Lisa 0 0 0 1 
Bart 0 0 0 0 

Milhouse 0 0 0 0 
Ralph 0 0 0 0 

Lisa 
FRENCH 

Bart Milhouse Ralph 
Lisa 0 0 1 0 
Bart 0 0 0 0 

Milhouse 0 0 0 0 
Ralph 0 0 0 0 

T 
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• 

SCIENCE 
Lisa Bart Milhouse Ralph 

Lisa 0 1 0 0 
Bart 1 0 0 0 

Milhouse 0 0 0 0 
Ralph 0 0 0 0 

MATH 
Lisa Bart Milhouse Ralph 

Lisa 0 1 0 1 
Bart 1 0 0 0 

Milhouse 0 0 0 0 
Ralph 1 0 0 0 

SPELLING 
Lisa Bart Milhouse Ralph 

Lisa 0 0 0 1 
Bart 0 0 0 0 

Milhouse 0 0 0 0 
Ralph 1 0 0 0 

FRENCH 
Lisa Bart Milhouse Ralph 

Lisa 0 0 0 0 
Bart 0 0 0 0 

Milhouse 0 0 0 0 
Ralph 0 0 0 0 
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The minimization technique was chosen as the most methodologically accurate 

and appropriate for this study. There is little reason to suspect that the organi2a,tions are 

attempting to minimize their association with one agency or another. Many of the 

agencies have long-term, historical ties and the financial health of the behavioral health 

system as a whole is generally good, precluding the incentive to deny relationships. On 

the other hand, smaller agencies might have motivation to report all atypical interactions 

with more prestigious agencies although the interactions are actually rare. However, it is 

possible that agencies might have different perceptions of what a typical or infrequent tie 

is. For example, a smaller agency might consider 6 sporadic interactions dxiring the year 

a typical tie, while a larger agency does not. One possible explanation here is that the six 

interactions represents a larger proportion of the smaller agency's total interactions than it 

does for a large agency, so both agencies are correct in their different reporting. 

Reconciliation of this problem is not addressed in this dissertation. A comparison of the 

density scores for each type of link using both the maximization and minimization 

criteria is found in Table 4.3. 

This is a conservative approach to network analysis and possibly omits some valid 

ties. Due to Marsden's (1990) observations, omitting imconfirmed ties from the data set 

should reduce the networks to those links that are typical and that accurately describe the 

ordinary operations of the network. It is possible that valid links are omitted because one 

agency forgot to report it. But it is a graver error to report findings that are not true 

because of a liberal inclusion of links in a network, than to report incorrect conservative 
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Table 4.3 
Comparison of Density Scores by Link 

Type and Confirmation Criteria 

Link Type Raw* Maximization** Minimization** 

Contracts 0.109 0.138 0.079 

Shared 0.378 0.5 0.257 
Information 

Referrals Sent 0.295 

Referrals Received 0.242 

Referrals 0.505 0.133 

* Links not confirmed 
** Links confirmed using stated criterion 
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findings firom a restricted interpretation of valid links. This is the difference between a 

Type I and a Type II error. All data analysis was performed on the confirmed matrices. 

The third technique of cross-type confirmation was excluded for several reasons. 

First, it does not provide clear rules when to include a tie, and in which matrix a tie 

should be included. For example, in the tutoring illustration given above, the ties that 

Lisa reported to Bart (both science and math) were both confirmed in this process by the 

one tie reported by Bart, math. There is no way to differentiate when one link has 

confirmed more than one tie and if this is appropriate. In this example, it would make 

logical sense to state that Lisa probably tutored Bart in math but not in science. 

However, due to the confirmation process used, once the focus shifts to the science 

matrix, there is no way to know that the link reported in Lisa's column and Bart's row 

has already been used to confirm either another type of tie, say spelling, or the same type 

of tie being looked at, science-science rather than science-math. In other words, one tie 

reported by Bart could be used to confirm several ties reported by Lisa. This could 

severely inflate the data. 

A second reason the third, cross-matrix technique was not used for this project 

was due to a question of logic. This technique assumes that although an individual or 

agency may know that they have some type of link to another agency, they may not know 

precisely what tj'pe of link it is, thus confirmation across tj^es of link is appropriate. 

However, this may not hold logically for all types of links. This study looked at four 

types of links: shared information, contracts, referrals sent, and referrals received. It is 

necessary logically to confirm links firom the two referral matrices together. But is it 
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appropriate to then use those types of links to confirm other tj^pes of links as well, like 

shared information and contracts, thereby effectively double counting the referral links? 

Despite this question, it does not seem obvious to omit referral reports from the cross-

matrix confirmation. It is wholly possible that although Agemcy A believes it has a 

contract with Agency B, Agency A may only in fact send or r-eceive referrals from B. 

Overall, the logic underlying this confirmation technique did mot suit the data collected 

for this project. 

The process of confirmation was performed both by a software package and 

manually. The shared information (SI) and contract (CON) nnatrices were confirmed 

using the Transform!SymmetrizelMinimize option in UCInet V. This routine can only be 

used for within-matrix operations, so its use limited to only thiese two matrices (all the 

necessary information for confirmation is contained within th'^ each square matrix). The 

referrals sent (RS) and referrals received (RR) matrices neede:d to be confirmed across 

the other. So a referral link is confirmed only if Agency A reiports a referral was sent to 

Agency B in the RS matrix, and Agency B also reports receiving a referral from Agency 

A in the RR matrix. In technical notation, ABreferrai= 1, iff RSSj = RRji=l, otherwise 

ABreferTai= 0. The Confirmed links from RS and RR yield a tlliird matrix called referrals 

(REF). An additional matrix can be derived by running REF through the 

Transform!Symmetrizel Minimize option in UCInet V to yield a reciprocated referral 

matrix (RECIP). However, since this information is containe^l in REF this step is 

unnecessary. Performing this routine merely assists the invesstigator in easily locating 

those referrals that flow in both directions between a dyad of providers. 
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Definitions and Operationalization 

Again, the research questions for this dissertation are: 

Research Question 1: 
Does risk-based managed care increase or decrease the extent of integration 
among health and human service agencies operating in a single community? 

and. 

Research Question 2: 
Does the patterning of formal and informal linkages converge or diverge in health 

and human service agencies operating in a single community under risk-based 
managed care? 

Webster's Unabridged Dictionary of the English language (1996) defines the 

word integrate as "to bring together or incorporate (parts) into a whole", and integration 

as the act of combining into a whole. Since health and human service organizations in 

networks are formally independent organizations, integration requires cooperation and 

coordination among the organizations. 

This study assumes that a minimal level of integration must occur among health 

and human service organizations involved in a network. This assumption is derived both 

from the fact that these types of organizations have joint production functions (Milward 

& Provan, 2000), and that networks are a form of collective action (Chisholm, 1998; 

Powell, 1990). Thus, the empirical analysis is not an attempt to determine whether or not 

cooperation or competition occurs at all, but rather, what happens to the level of 

cooperation, or integration, within these networks when competitive incentives are 

introduced. 
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The terms "formal" and "informal" must be operationalized to be measured 

effectively. For this study "formal" ties will be operationalized as contractual ties. I 

have done this because contracts are formal legal agreements between two or more 

parties that are enforceable in the courts. Thus, there is a formal and legal basis for the 

relationship between two entities when a contract is present. "Informal" ties are 

operationalized as referral ties. This is done because referral ties do not have to have a 

legal basis to occiu:. While it is likely that organizations with formal contractual ties will 

refer clients to one another, it is also possible that organizations without contractual links 

will also share clients. The reasons one organization might refer clients to another goes 

beyond contractual obligations to reasons such as reputation, uniqueness of service, and 

personal knowledge of the organization. 

Network Measures 

This section will explain each of the network measures used throughout this work. 

The measures that will be described below are density, degree centrality, betweenness 

centrality, multiplexity, cliques, core provider analysis, and blockmodels. 

Density. Density is the proportion of the total number of lines that can possibly 

appear in a graph that actually does appear (n/(N*N-l)) (Wasserman and Faust, 1994). 

Density scores are often reported as percentages. The percentages can be interpreted as 

the amoimt of linkages that actually occur within the network being examined. 

Therefore, the higher the density score, the more linkages that are actually present in the 
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network. A fully connected network would receive a score of 1, while a completely 

fragmented network would receive a score of 0. Figure 4.4 illustrates this concept. 

Degree Centrality. The first type of centrality reported is degree centrality. 

Degree centrality simply measures the number of other nodes to which the ego is 

connected. It does this by adding the number of in-stars (those connections flowing to 

ego) to the number of out-stars (those connections flowingego) and subtracting the 

overlap. Sometimes star direction is not indicated, as is the case with our shared 

information and contract matrices since it is symmetrically confirmed. If this is the case, 

each link is counted once. Thus, the degree centrality score is bound by the number of 

actors in a network other than ego (g-1) (Degenne and Forse, 1999). An example of 

degree centrality is illustrated in Figure 4.5. In the 1999 network, the maximum degree 

centrality score for any agency is 43 since there are 44 total agencies and reflexive ties 

are not valid. 

Betweenness Centrality. The second type of centrality reported is betweenness 

centrality. Scott (1991: 89- 90) explains, 

" This concept measures the extent to which a particular point lies 'between' the 
various other points in the graph; a pomt of relatively low degree may play an 
important 'intermediary' role and so be very central to the network...The 
betweenness of a point measures the extent to which an agent can play the part of 
a 'broker' or 'gatekeeper' with a potential for control over others...The 
'betweermess proportion' of a point Y for a particular pair of points X and Z is 
defined as the proportion of geodesies connecting that pair which pass through Y 
-it measures the extent to which Y is 'between' X and Z... The overall 
'betweenness' of a point is calculated as half the sum of the values ia the colunms 
of [the local dependency] matrix, i.e. half the sum of all pair dependency scores 
for the points represented by the colvimns." 
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Figure 4.4 
Illustration of Density 

a) a fiilly connected network. Density = 1 

b) a fully fragmented network. Density = 0 

c) a partially connected network. Density = .25 
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Figure 4.5 

Illustration of Degree Centrality 

B C 

Node Degree Centrality 
A 5 
B 3 
C 3 
D 3 
E 2 
F 4 
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Figure 4.6a and 4.6b give illustrations of betweenness centrality. In Figure 4.6a, a 

spoke and wheel pattern is depicted. It is easily seen that node A is the most central point 

in the graph. Not only does it have the most paths connecting it to other nodes (degree 

centrality), but all other nodes must pass through node A in order to communicate with 

any other node (betweenness centrality). Figure 4.6b is a fan pattern. This illustration 

shows an instance when a node with the highest betweenness centrality does not have the 

highest degree centrality. Node C has the highest betweenness centrality because all of 

the shortest paths between node B and D,E,F,G,H,I,J,K contain node C and all of the 

shortest paths between A and D,E,F,G,H,I,J,K also contain node C. However, nodes D 

and K have the highest degree centrality because they are connected to the most other 

nodes. A maximum possible betweenness centrality score can not be calculated for our 

empirical matrices because of the large number of nodes in the network, and the number 

of geodesies (shortest paths) is imknown. 

Multiplexity. MuWplexity is a term used to refer to multiple, but content specific 

ties between agencies. This measure is a gauge for the strength of a relationship. Each 

pair of agencies receive a score ranging from 0 (no ties) to the maximum number of 

content specific linkages measured. The higher the score, the more links of different 

types two nodes have and, presumably, the stronger the relationship is between the nodes. 

The score for each node can be expressed as an average of the number of ties between the 

focal node and all other nodes to which it is linked in the network. 

The average multiplexity score is calculated using organizational links and service 

links. Organizational links refers to the number of different organizations to which the 
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Figure 4.6 

lilustratioii of Betweenness Centrality 

a) spoke and wheel pattern 

Betweenness Centrality Degree Centrality Node 
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b) fan pattern 

Degree Centrality Node Betweenness Centrality 
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focal node is connected. This is actually its degree centrality score. Service links is a 

different score that is a tally of the number of content specific link types one node has 

with another. For example, if A is cormected to B through contracts and referrals sent, 

then the organizational link score would be 1, but the service link score would be 2. 

Average multiplexity is found by dividing the cumulative service link score with the 

cumulative organizational link score to compute the mean number of lirdcs per agency. 

Multiplexity is illustrated in Figure 4.7. 

The scores for the mental health network I am studying range from 0 to 3. There 

are three content specific ties in this network: contracts, referrals sent, and referrals 

received. Agencies in this network can have any combination of these three ties, or no 

ties at all. 

Cliques. A clique is a fiilly connected subgroup of nodes within a specific link 

type. This means that each node in a subgroup must be directly connected to each other. 

The minimum number of nodes in a clique is 3; this is called a 3-clique. Thus, for a 

subgroup of nodes to be considered a clique, each of those three nodes must have a 

cormection with the other two. For example, with nodes. A, B, and C, A must be 

connected to B and C, B must be cormected to A and C, and C must be connected to A 

and B to fit the requirements of a clique. 

There is no maximal limit for cliques, except for the size of the network. Cliques 

can have 4 members, 5 members, etc. up to the number of nodes available for direct 

relationships. A network that has a density of 1, would be a maximally connected 

network, and would be contained in one large N-clique. All cliques can be broken down 
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Figure 4.7 

Illustration of Multiplexity 

Referral sent 

Referral received 

Contract 

Node Org. Links Service Links Mean Links 

A 2 5 2.5 

B 3 4 1.3 

C 3 6 2.0 

D 2 2 1.0 

E 2 3 1.5 
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into their minimal 3-clique components. If a subgroup with more members than 3 is 

fully connected, then it is necessarily tme that any combination of three nodes contained 

in that large group is also fiilly connected. Figure 4.8 illustrates the concept of cliques. 

Cliques identify subgroups of organizations that are well connected among 

themselves. A clique is another measure of relationship strength. However, this measure 

goes beyond the dyadic focus of multiplexity. Clique analysis complements the strength 

measure of multiplexity by looking for small groups of nodes that are well connected, 

and therefore, have strong relationships among themselves. The two strength measures 

focus on different dimensions. The multiplexity measure enumerates how many different 

types of links there are between pairs of agencies, while the clique score emraierates 

mutuality of connections among nodes to measure strength. Thus, they are 

complementary measures. 

Core Provider Analysis. The core provider analysis is a derivative of clique 

analysis. This technique was suggested by Provan and Sebastian (1998) to locate the 

group of health and human service providers that were instrumental to delivering services 

in a given network. The providers that meet the criteria to be included as an instrumental 

member of the service delivery network are called core providers. Core provider analysis 

compares the cliques that occur within different content specific link t5^es. 

Core provider analysis requires that identical cliques be found in all relevant link 

types in order for a group of providers to be included in the core provider set. In this 

empirical setting, the relevant link types are both contracts and referrals. Thus, an agency 
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Illustration of Clique Analysis 

a.) 3-clique 

b.) 4 nodes with two 3-cliques: 
AjBjC and A, B, D 
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must be involved in identical cliques in both contract links and referral links in order for 

it to be labeled as a core provider. 

To illustrate the core provider concept, we can use Figure 4.8. Imagine that the 

clique in Figure 4.8a represents contracts while Figure 4.8b represents referrals. We can 

see that the same groups of providers are found in 3-cliques in both sets of link types, 

namely A, B, and C are linked though both contracts and referrals. These three providers 

would then be included in the core provider group. Since 3-clique A, B, and D does not 

have an identical match in the contract links, agency D it is not included in the core 

provider group (even though A and B are core providers through their involvement with 

other organizations). 

Blockmodels. Blockmodeling is a technique that analyzes patterns of linkages 

among nodes in a network. The procedure uses correlations among nodes to split the 

nodes into blocks of nodes that have similar patterns of interactions with all other nodes 

in the network. Splits in the network are determined when all correlations converge into 

either 1 or -1. The number of splits used in the process is set by the researcher and 

should be theoretically determined. 

Blockmodels are usually represented by an abbreviated representation of the 

model called a block image. The block image represents the linkages in each of the 

blocks by a zero or a one. For example, if the researcher requested that two splits be 

performed, then four blocks would emerge (the first split partitions the entire network 

into two blocks, and then the second split partitions each of the existing block once more, 

into a total of four blocks). Each of these four blocks would then be assessed and 
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assigned a zero or one, depending on its density. Ones are assigned to those blocks with 

densities greater than or equal to the average density in all the blocks; this is called a 1-

block. All other blocks are assigned a score of 0 and are called 0-blocks. 

The interpretation of a block image is straightforward. Each block is composed of 

a group of nodes that have similar linkage patterns to each other. Nodes in any given 

block can have relationships v^th other blocks or among themselves. Each block is 

assigned a row in the block image. The rows are relationship senders and columns are 

relationship receivers. If a block sends linkages to another group, then a 1 is located in 

the appropriate column. For example, if there was a block image like the one depicted in 

Figure 4.9, it could be interpreted using the above stated principles. Block one (located 

in the first row) sends relationships to block four, and interacts among members of its 

own block. Block two only has relationships among the organizations included in that 

block, while block three sends relationships to block one. In block four we see that these 

agencies send relationships to block one (which is reciprocated since block one also 

sends relationships to block four) and to block three. 

The usefiilness of blockmodels is to illustrate the patterns of relationships among 

groups of nodes. This is helpful in determining whether there are dominant nodes within 

a network, or the firagmentation within the network. For example if we saw that there 

were 1 -blocks in all of the rows for block one, but block one only interacted with itself 

and did not send relationships to other blocks, this would indicate that block one was a 

dominant group of nodes because a considerable amount of network activity is directed 
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Figure 4.9 

Illustration of a Block Image 

1001 
0100 
1000 
1010 
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toward it. Likewise, if we saw that block four did not have any one-blocks in any row or 

column, we could deduce that this was a fragmented component of the network. 

It is important to note that the composition of the blocks not be overlooked. While block 

images can remain stable over time, the composition of those blocks may indeed change. 

Thus, any blockmodel analysis should also consider the composition of the blocks in 

addition to its overall patterning. 

Basic descriptive statistics were run on the data for each question contained in the 

survey. The network descriptive statistics are reported in terms of matrix densities, and 

two types of centrality. Appendix C contains the descriptive statistics for the non-

confirmed (raw) and confirmed network data for both years in Tables C.3, C.4, C.5 and 

C.6. 
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CHAPTER FIVE 

DATA ANALYSIS 

This chapter will focus on the data analysis necessary to examine the research 

questions presented earlier. The crux of the data analysis is concerned with the linkages 

reported in the network portion of the survey. This data is well suited to empirically 

examine how well organizations are linked to each other. 

Oixr research team also collected qualitative data during field interviews. This 

data is informative, but will not be the focus of the systematic examination. I will, 

however, use the information gathered during the interview process to supplement the 

empirical network findings. Thus, the qualitative data will serve as a confirmation or 

refutation of the results garnered firom the network analysis techniques. 

The empirical analysis is based on the research questions of interest in this study, 

and the existing literature on cooperation and non-cooperation among organizations. 

Again, the research questions relevant to this study are: 

Research Question 1: 

Does risk-based managed care increase or decrease the extent of integration among 

health and human service agencies operating in a single community? 

Research Question 2: 

Does the patterning of formal and informal linkages converge or diverge in health and 

human service agencies operating in a single community under risk-based managed 

care? 
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The first research question is general in nature whereas the second question is 

more specific. For the first question, contract and referral ties will be looked at in tandem 

with each other. Patterns of contracts and referrals will be examined separately to answer 

the second research question. 
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NETWORK ANALYSIS 

The data analysis is centered on six specific network measures. These measvires 

are density, centrality, multiplexity, cliques, core provider analysis, and blockmodels. 

Each of these techniques will be briefly summarized and then the results of the analysis 

presented. Table 5.1 gives an overview of the techniques that will be used to examine 

each of the research questions. 

Density 

Density, as described in the previous chapter, is a ratio of the actual number of 

links in a network to the total possible number of links in that same network. It is 

presented as a percentage of ties in the network. Table 5.2 shows the results of the 

density and degree centrality scores. The table shows the scores for both contracts and 

referrals in years 1996 and 1999 and the rate of increase or decrease between the two 

years for each type of link. We can see that the density scores increased across both 

types of linkages from 1996 to 1999, but referral (informal) linkages increased at a 

greater rate than contract (formal) linkages. 

The density results are particularly interesting in terms of the property of the 

density measure. As network size increases, density scores have a tendency to fall. This 

is due to the fact that as nodes are added, it becomes more difficult to have relationships 

with all of the available nodes. This is so because N-1 possible relationships are added 

for each additional node that enters the network. In this network, however, not only does 

network size increase (from N=42 to N=44), but the density increases as well. 
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Table 5.1 
Overview of Empirical Testing Techniques 

Question Testing Techniques 
Q1. Does risk-based managed care increase or decrease the 

extent of integration among health and human service 
agencies operating in a single commimity? 

Density Degree 
Centrality Multiplexity 
Clique Analysis Core 

Provider Analysis 
Blockmodels 

Q2. Does the patterning of formal and informal linkages 
converge or diverge in health and human service 
agencies operating in a single community imder risk-
based managed care? 

Density Degree 
Centrality Clique 

Analysis 
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Table 5.2 
Density and Degree Centrality Measures 

Link Type Density Degree Centralit>' 
mean 

1996* 1999** % Change 1996 1999 % Change 
Contracts 0.049 0.062 26% 2 2.682 34% 

Referrals 0.086 0.133 60% 5.381 8.318 55% 

*N=42 
** 44 
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Degree Centrality 

To review, degree centrality is simply a covmt of the number of other network 

nodes that a particular node is directly connected. The degree centrality score is reported 

as a mean. This mean can be interpreted as the average agency in the network had x-

number of linkages of a specific type, in a given year. 

The scores for the degree centrality measure are also shown in Table 5.2. Again, 

scores for both link types in 1996 and 1999 with the percentage change between the years 

are reported. The degree centrality score is represented as a mean in this table. Both the 

scores for contract and referrals increased from 1996 to 1999 for this measure. Likewise, 

the pattern established in the density score holds, in that referral linkages are increasing at 

a greater rate than are contractual linkages. 

The two measures presented thus far have shown that integration is increasing in 

this network. In terms of the research questions, the overall direction of change when 

risk-based managed care was introduced into one provider community was positive. 

Additionally, when contracts and referrals are compared with one another, referrals are 

seen to be increasing at a faster rate than are contracts. 

Multiplexity 

Multiplexity is a measure that assesses strength of the relationship between two 

nodes by counting the number of separate, content specific ties that link the two nodes. 

The multiplexity scores are reported for the four lead agencies only. The calculation of 

multiplexity scores is very cumbersome since there hasn't been a software routine 
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developed to compute this measure. Calculating this measure for all of the nodes in the 

network would require an examination of each dyad in the network across the three types 

of links. Instead, the four lead agencies were selected as proxies to represent that linkage 

patterns of the rest of the networks'. 

Table 5.3 displays the results from the multiplexity analysis. Each of the four 

ARPs is listed with the scores from organizational linkages, service linkages, and the 

mean links for each agency in both 1996 and 1999. A fifth row labeled "overall" is a 

summation of the columns across the ARPs and gives an overview of the patterns of 

multiplexity. The percentage change in the overall scores is reported below the Overall 

column. 

The results for each of the individual ARPs are consistent. In each case, both 

service links and organizational links increased from 1996 to 1999. However, the rates of 

increase across organizational and service links are not uniform. The number of service 

links is increasing at a greater rate than is the number of organizational links. This 

divergence between organizational and service links means that the lead agencies are not 

only connecting to more agencies in 1999 than in 1996, but they are connecting to those 

agencies in more than one way; thus they are forging stronger relationships with 

the organizations they do link with. This increase in strength of relationship is reflected 

in the mean links column where we see that in every case, the mean number of links per 

' The Four lead agencies were selected because of their level of involvement in the network. Although 
these agencies are likely to be more active than the other agencies in the network, their patterns of 
relationships should reflect the activity of the other network agencies since most linkage activities are 
directed toward the ARPs. Additionally, New Institutional Theory would suggest tliat less dominant 
organizations will pattern their behavior after the leaders in the field, a form of mimetic isomorphism 
(DiMaggio & Powell, 1983). 



173 

Table 5.3 
Multiplexity 

Organizational Links Service Links Mean Links 
1996 1999 1996 1999 1996 1999 

Carondelet 15 23 21 46 1.312 2 

Codac 11 19 12 30 1.09 1.579 

Cope, Inc. 21 27 28 59 1.333 2.185 

La Frontera Center 23 32 35 61 1.522 1.906 

Overall* 71 101 96 196 1.352 1.94 

% Change 42% 104% 43% 
* Overall is a summation of the rows in each column, except in the mean links 
category. This category is calculated from the summed data in the overall row. 
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agency increased. Increased strength of relationships is a sign of increased integration 

because each agency is forging several types of links with each alter organization; thus, 

the linkage is more difficult to dissolve and the process of embeddedness can occur. 

Cliques 

Again, a clique is a fully cormected subgroup of nodes within a specific link tj^e. 

The subgroup must be comprised of a minimum of three members, but may have a 

maximum number of members limited only by the size of the network. Table 5.4 

displays the results for the clique and core provider analyses. The number of contract and 

referral cliques is reported independently for both years. We can see that the nimiber of 

cliques increased from 1996 to 1999 in both types of links. In terms of the research 

questions posed earlier, overall integration is increased during this time period; and 

maintaining the pattern seen earlier with density and degree centrality, referrals, or 

informal links, are increasing at a greater rate than are contracts, or formal links. 

Core Provider Analysis 

The core provider analysis identifies which clique subgroups appear identically 

across all content specific ties. This analysis is helpful in identifying groups of providers 

that are strongly connected to one another and form a group that is instrumental to the 

delivery of services in a health and human service delivery network. 

When the core provider analysis is performed on the 1996 and 1999 data, 

dramatically different results emerge between the two years. Table 5.4 shows that the 
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Table 5.4 
Clique Analysis 

1996 1999 % Change 
# contract Cliques 12 16 33% 

# referral Cliques 47 70 48% 

# Overlap agencies (core 0 12 
providers) 

# Other Agencies connected by 0 
cliques to core group 

13 
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number of agencies that overlap in clique sets in 1996 is 0, while in 1999 12 agencies are 

involved in overlapping clique sets. This means that there is not a core provider group in 

1996, but a 12-agency core provider group exists in 1999. This means that there are 12 

providers included in identical 3-cliques in 1999 across both the contract and referral link 

types. This indicates that the providers are much better connected in 1999 than they were 

in 1996; thus integration has increased from 1996 to 1999 among the providers in this 

community. The 1999 core provider group is represented in Figure 5.1. 

A secondary analysis to the core provider group is to determine how many 

agencies are strongly connected to the core provider group, but do not meet the core 

group criteria. This secondary analysis helps to show if the core group is isolated or if it 

is well connected to other agencies in the network; thus, extending the analysis to 

examine the connectivity of the network as a whole. This analysis reveals that in 1999, 

13 other agencies were connected to at least one of the core providers in a clique set. 

This analysis differs from a core provider analysis because it uses a weaker 

criterion for inclusion in the periphery of the core provider group. Inclusion in the 

peripheral group requires that an agency have one type of clique link, either contracts or 

referrals, with a member of the core provider group. In the example described above, 

although agency D was not a member of the core provider group, it would be a member 

of the peripheral group; D is involved in a referral link with at least one agency in the 

core provider group -in this case D is connected to two members of the core provider 

group (both A and B). 

In the empirical analysis for our case study, there a relatively large, and well 
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Figure 5.1 
1999 Core Provider Group 

Kino 

UMC 

SAM 
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connected core group of providers in 1999, but these providers are also strongly 

connected to a secondary group of providers. This indicates that this network is strongly 

connected, and that the core provider group and its peripheral connections include 56.8% 

of the agencies included in the 1999 network. Since no core provider group was found in 

1996, the peripheral analysis could not be performed. The increase of a core provider 

group from 0 to 12 members indicates that integration has increased under risk-based 

managed care in this community. 

Blockmodels 

Blockmodels are representations of the patterning of interaction among nodes in a 

network. These representations are useful in analyzing the overall patterning of 

relationships on a macro-level, rather than on a dyad-by-dyad basis, as most other 

network measures. Blockmodels are usually presented as block images which is an 

abbreviated depiction of the activity in the entire network. 

In our empirical setting, a clear expectation based on managed care incentives 

emerges of what the block image should look like over time. Given that four independent 

provider networks were put into place with some competitive incentives for performance, 

it could be expected that the network would separate into independent, fragmented 

groups of service provision, or sub-clusters within the network formed around each of the 

four At-Risk Providers. This block image would look like the one illustrated in Figure 

5.2a. 

The block images derived from the empirical data are shown in Figures 5.2 b and 
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Figure 5.2 

Blockmodel Analysis 

1 0 0 0  
0  1 0 0  
0 0  1 0  
0 0 0  1  

a.) Expected Block Image 

0 0 0 0  
0  1 0 0  
0 0  1 1  
0 0  1 1  

b.) 1996 Block Image 

10 10 
0  1 0 0  
10 10 
0 0  1 0  

c.) 1999 Block Image 
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5.2c. These block images emerged from the "all" matrices in both years. The results 

show that neither of the block images matches the expected block image shown in Figure 

5.2a. 

The block image for the 1996 data appears to come close to the managed care 

model on interaction posed in Figure 5.2a. Each of the blocks 2, 3, and 4 interact with 

themselves, and then blocks 3 and 4 reciprocate relationships with each other. However, 

an examination of the agencies within each of the blocks shows a very different result 

than the expectation based on the managed care literature. 

Three of the four ARPs are located in one of the blocks, instead of one in each of 

the different blocks (see Table 5.5). Interestingly, the ARP that is not included in the 

same block with the other three is the smallest ARP, and has the smallest number of 

clients. This may indicate that this ARP has different constraints and service needs than 

do the other ARPs. 

The 1999 data reveals a different patterning of relationships among the agencies 

in our network, but it also does not conform to the expectations of the block image posed 

in Figure 5.2a. Here, two of the blocks interact with themselves as well as with each 

other. Within these two groups, group one contains three ARPs and hospital-oriented 

organizations, while group three contains one ARP and the crisis agencies (a list of 

agency service emphasis is presented in Appendix C, Table C.7). However, blocks two 

and four tell a different story (see Table 5.5). Block two interacts only with itself, and 

block four sends ties to block three. An analysis of the composition of these blocks 
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Table 5.5 
Agency Composition of Blocks in Reported Block Images 

Year Block Number 
1 

1996 ALI 
COMP 
FAM 
PRIM 
PPEP 

GOOD 
OPC 
DKA 
CRD 

VOCR 
HOPE 

LFC* 
COPE 
AMISA 

APS 
BREW 
peso 
MAR 
HELP 
PVH 

IMTN 
SAMHC 

TDH 
SLIZ 
CPES 
HAC 
PCJ 

CAR 
TPD 

KINO 
CDE 
ASH 

CODAC 
PCPF 
KORD 
PCSC 
PCAO 
CPSA 
RIO 

TETRA 
SCOPE 
UMC 

1999 ALI CPES BREW MARA 
TDH VOCR AMISA RIO 
ASH OPC CDE peso 

COPE DBCA SAMHC TPD 
CAR TETRA PCJ PCSC 
PVH RISE PCPF 

COMP IMTN FAM 
CODAC SCOPE UMC 
HOME HAC LFC 
HOPE GOOD PRIM 
CPSA PPEP APS 
KINO TRAV 

TAAPA PCAO 
KORDS HELP 

* At-Risk Providers indicated in bold 
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reveals that block two consists of aU of the vocational rehabilitation organizations and 

block four seems to be a residual group that contains three legal organizations and two 

clinics. However, the relationship between block four and three makes sense since the 

legal organizations, namely the sheriffs office and the police department, would be most 

likely to respond to a call about an individual in crisis and then refer the individual to 

crisis care. So although this block seems to be residual in nature, in that it has littie 

connection to the rest of the network, it still performs a key aspect of services within the 

mental health community. 

Interestingly, three of the four ARPs appear in one block again. However, the 

independent ARP is not the same as it was in 1996. Instead of the lone ARP being the 

smallest provider, in 1999 it is the largest provider. This shift in blocks for the largest 

ARP might be explained by the strong emphasis on drug therapy that may not be shared 

by the other providers -indicating a different mix of service emphasis needed by this 

organization than the others. 

Overview of Results 

The results of the empirical network analysis show that in the commimity studied, 

integration increased after risk-based managed care was introduced. This section will 

provide a brief overview of the results of the tests performed and indicate how the results 

relate to the research questions. 

Research question one was concerned with the overall level of integration in the 

network after risk-based managed care was introduced into the community. Each of the 
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six tests performed showed substantial increase in the level of integration in this network 

of community mental health providers. The tests performed examined different 

dimensions of linkages among organizations. The quantity of links in the network, the 

strength of links in the network, and the overall patterning of relationships were 

investigated independently of one another. The dimension of integration measurement 

used did not affect the results of the tests -all showed increased integration from 1996 to 

1999. 

The second research questions was concerned with the convergence or divergence 

of informal and formal links in the network. The tests performed to investigate the 

convergence or divergence of types of ties was a subset of the tests performed for the first 

research question. These tests included the two quantity measures and one strength 

measure. Again, the results of the tests were consistent across both measures and 

dimensions. Informal ties, operationalized as referral ties, diverged from formal 

(contractual) ties. In each case, referral ties grew at a much greater rate than contract ties. 

When the patterning of ties among agencies is examined to discern differences in 

the increase in contracts and referrals, a clear trend emerges. Based on a close 

examination of the at-risk provider linkages, increases in contracts are matched with 

identical increases in referral linkages between dyads. In other words, if an agency adds 

a contractual link with another agency, referrals will follow that contractual tie. 

However, agencies add more referral links with other nodes than contractual links -which 

accoimts for the greater increases in referral ties across all measures examined here. 
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In general, if two agencies are liked by a contract, they are also linked by at least 

one referral tie. There is an obvious change in the patterning of contracts and referrals 

from 1996 to 1999, however. In 1996, there were 20 dyads of agencies (excluding links 

to CPS A, which does not provide any services), that had a contract without a referral. In 

1999, this number of referral-bare contracts dropped to 5. In the interim between 1996 

and 1999, the at-risk providers either began referring to those contracted parties, or 

dropped the linkage all together. In most cases, referrals were added. Although this 

adding of referral ties accounts for some of the higher rate of increase in referrals than 

contracts, it doesn't account for the entire rate of increase in fact, there are still 49 pairs 

of organizations that are linked by at least one referral, but no contract (the corresponding 

figure in 1996 was 35). Even adjusting for referrals from those organizations that do not 

contract within the system (i.e. crisis hotlines and law enforcement organizations), the 

number of referral connected dyads is high at 34 pairs of agencies (in 1996 this number 

fell to 14). In other words, agencies that are linked by referrals-only in 1999 generally 

have the opportunity to establish formal relationships, but do not. 

In summary, the results of the tests reveal that in the community under study, 

integration among health and human service delivery providers increased from 1996 to 

1999 after risk-based managed care was introduced. Informal ties, often considered a 

better indicator of actual service patterns, increased at a greater rate than did formal ties. 

An overview of the tests performed and the results is presented in Table 5.6. 
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Table 5.6 
Overview of Empirical Results 

Dimension Test Question Result of Analysis 
1 2 

Ql. Increased 
(+) or decreased 

(-) levels of 
integration 

Q2. 
Convergence 

(c)or 
divergence (d) 
of informal and 

formal ties 

Direction 
of 

change** 

Quantity 
of Ties 

Density 

Degree 
Centrality 

• * 

• 

• 

• 

+ 

+ 

D 

D 

-1-

+ 

Strength 
of Ties 

Multiplexity 
Clique 

Analysis 
Core Provider 

Analysis 

s s 
s 

• 

+ 

+ 

+ 

D 

Patterning 
of Ties 

Blockmodels J + 

* A is placed in the appropriate column under the research question when the network 
measure was used to test that question. 
** Direction of change refers to the direction of divergence of referrals from contracts, a 
+ indicates that referrals changed at a greater rate than contracts, an = indicates referrals 
changed at the same rate as contracts, and a - indicates that referrals changed at a 
decreased rate than contracts. 
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QUALITATIVE ANALYSIS 

The qualitative analysis will be used to confirm or disconfinn the results foxmd in 

the empirical network analysis. The qualitative data were gathered using 5 basic 

questions that covered the mission of the organizations, the organizations' perceptions of 

system changeover, strengths and weaknesses of the current system, and perceptions of 

relationships among providers and the ARPs. Only the data that are relevant to the 

research questions, focusing on cooperation, collaboration, and competition, will be used 

in this analysis. The quotations presented in this chapter are representative of the issues 

and perspectives conveyed by the providers in this commimity. Table 5.7 presents a 

profile of the comments used in this section. A complete listing of all of the direct 

quotations taken firom the interviews and categorized by topic is included in Appendix C. 

As with the network data, the theme of cooperation was very strong in the 

interviews. The respondents generally acknowledged that the current system design 

fostered cooperation and collaboration among the providers. The attitudes expressed 

about cooperation were favorable and permeated all levels of network functioning. 

Representative comments about cooperation involving CPS A were: 

"I believe the main difference [between ACCM and CPSA] is the formation of the 
networks. I am going to assume that was for partnering and collaboration so that the 
services could be enhanced and have more of a continuimi." 

"The brilliance of CPSA has been to coopt their providers better, it really did stop a lot of 
bickering." 

"This is a much better system in terms of maintaining social cohesiveness." 

These comments show that the providers think that the current system design is 

conducive to cooperation with the other agencies within the network system. 
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Table 5.7 
Profile of Interview Comments Quoted in Qualitative Analysis 

Cooperation "I believe the main difference [between ACCM and CPSA] is the 
formation of the networks. I am going to assume that was for partnering 
and collaboration so that the services could be enhanced and have more of 
a continuimi." 

"The brilliance of CPSA has been to coopt their providers better, it really 
did stop a lot of bickering." 

"This is a much better system in terms of maintaining social 
cohesiveness." 

"We know [other agencies] are competent in what they do. [Other 
agencies] know we are competent in what we do, so we respect each other 
and the contract works out." 

"There is a pretty good cooperative interplay between all of the agencies." 

"Most of the providers work well together, with some exceptions." 

"When you talk about coordinating intemally within the networks, or 
coordinating extemally between the networks, coordinating what? There 
just isn't much out there in terms of services to coordinate." 

"We work as closely as we can with the individual case manager or 
probation officer. That is really the key to [good relationships]. 1 can 
maintain good relationships with the people at the top, but it is really the 
staff-to-staff piece." 

(Continued) 
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Cooperation "Among the CEOs, they like one more than the other. They have their 
(continued) preferences about which they rather do business with. But at the actual 

service level we are struggling over a transfer (that's what we usually 
struggle over), but at the same moment be dealing with them with another 
client's hospitalization. There's no overlap between one and the other. 
Wherever the tensions are in one area they just don't spill over into the 
other area at all." 

"We're operating for months and months and doing lots of business with 
[an agency] and tlien I'll overhear at a meeting that our CEO and their 
CEO said they would never do business. And the rest of us, we hear that 
and say 'Nonsense!' If they knew what it would mean if we no longer did 
business with them, so much would come apart. So we like to keep them 
in the dark on these matters of importance." 

Information "Most of our relationships are good. What it depends on, the thing that 
Flow makes the most difference, is consistent communication with that agency. 

Providing them with knowledge of who we are and what we do." 

"It is very difficult to transmit information both vertically and 
horizontally. The weak link is the transformation of information on both 
administrative issues as well as clinical information. It has to move 
swiftly, efficiently. There can be no obstacles because that wdll lead to 
tension, friction. This perception about the intention of others because 
there is always the fear that someone is trying to screw you. This can 
come out at any moment if the information flow is disturbed in any form 
or fashion. It is the thing that takes the most of my time -information 
flow." 

Personal "I have a relationship with [Agency X]. But I have to tell you, because I 
Contacts know the person there in charge of the service is why I get good service. 

Nobody else does." 

"The people who are well liked and well received are able to get better 
services out there. It is just how it is." 

Competition "Competitive? No, we're not competitive. We are all under-fimded and 
overenrolled. Everybody already has more than they can handle. There is 
no need to try and steal from the others. If they want more, we'd be 
happy to give them away." 

(continued) 



189 

Competition "If there were cash cows, I think you would have seen more competition, 
(continued) But there are no cash cows." 

"There is a clear premise, even if implicit, on the part of the RBHA that 
they want balance maintained in the system. They don't want a 300 lb. 
Gorilla becoming an 800 lb. Gorilla. What you see, though, is others 
seeking certain providers out to work collaboratively while others have a 
more guarded, competitive perspective." 

System "The evolution in the first couple of years was wild. It was what I like to 
Stability call anti-chaos." 

"It would be very detrimental and ludicrous to change the system at this 
point." 

"The most stabilizing effect has been the award with CPSA stating that 
they have another 5 years of life." 

"I think the sense that it is being run like a business leads more credibility 
to the stability." 

"I think it has been a difficult process, but it is a pretty strong system right 
now." 

"This is the healthiest the system has felt." 

"The networks are probably not going to provide the level of services they 
[the clients] need." 

"I think CPSA has done a good bottom line thing. They have made it. 
But what's the price? What is the cost to the community?" 

"CPSA is planning on RFPing the whole system out again next year, after 
they win their bid. Some of us have concerns that this could serve to 
destabilize." 

"Most of the people that are doing it right now have been doing it at the 
community-based level for a long time. I think they are kind of used to 
doing things in an underfimded way. The commimity-based agencies are 
going to hang in there. They are going to weather it. They are going to 
weather it because they have always weathered it." 
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The general belief among providers is that CPSA attempts to encourage 

cooperation among agencies. However, the above statements do not speak to the issue of 

whether the agencies actually cooperate with each other and their opinions about the 

success of the cooperation within the network. Many of the providers were pleased with 

the level of and functioning of cooperation among the organizations. For example, three 

providers commented, 

"We know [other agencies] are competent in what they do. [Other agencies] know we 
are competent in what we do, so we respect each other and the contract works out." 

"There is a pretty good cooperative interplay between all of the agencies." 

"Most of the providers work well together, with some exceptions." 

These statements show that the providers are aware that cooperation is an 

important component of network functioning. The comments also reveal that the outlook 

about this cooperation is generally positive. The last quotation illustrates that not every 

combination of providers is equally cooperative with one another, however. That was not 

the only negative comment that we received. Another comment reflected on the lack of 

services to coordinate: 

"When you talk about coordinating internally within the networks, or coordinating 
externally between the networks, coordinating what? There just isn't much out there in 
terms of services to coordinate." 

There were two main themes that emerged when speaking about cooperation and 

coordination among agencies. The first theme showed that the agencies thought that the 

flow of information between agencies was important to maintaining good relationships. 

While, as illustrated by the second comment listed, information flow was described as 
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difficult to maintain, it was cited as a crucial component of keeping relationships positive 

and fimctioning: 

"Most of our relationships are good. What it depends on, the thing that makes the most 
difference, is consistent communication with that agency. Providing them with 
knowledge of who we are and what we do." 

"It is very difficult to transmit information both vertically and horizontally. The weak 
link is the transformation of information on both administrative issues as well as clinical 
information. It has to move swiftly, efficiently. There can be no obstacles because that 
will lead to tension, friction. This perception about the intention of others because there 
is always the fear that someone is trying to screw you. This can come out at any moment 
if the information flow is disturbed in any form or fashion. It is the thing that takes the 
most of my time -information flow." 

The second theme to emerge from the qualitative data regarding maintaining 

healthy relationships is the personal aspect of interaction between organizations. Many 

of the providers commented that their effectiveness in performing their jobs was linked to 

their personal knowledge of the service delivery system in the county and to their 

personal contacts inside agencies. Often, good services and responses to client needs 

were attributed solely to personal contacts: 

"I have a relationship with [Agency X]. But I have to tell you, because I know the person 
there in charge of the service is why I get good service. Nobody else does." 

"The people who are well liked and well received are able to get better services out there. 
It is just how it is." 

Despite the importance of personal relationships in this network, the interviews 

revealed important differences in interactions at different levels of the organizations. 

Between the same two agencies, the relationships maintained at the administrative level 

and the service delivery level could be dramatically different. The effect that this 

difference in relationships has on service delivery was cause for some discussion: 
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"We work as closely as we can with the individxial case manager or probation officer. 
That is really the key to [good relationships]. I can maintain good relationships with the 
people at the top, but it is really the stafF-to-staff piece." 

"Among the CEOs, they like one more than the other. They have their preferences about 
which they rather do business with. But at the actual service level we are struggling over 
a transfer (that's what we usually struggle over), but at the same moment be dealing with 
them with another client's hospitalization. There's no overlap between one and the other. 
Wherever the tensions are in one area they just don't spill over into the other area at all." 

"We're operating for months and months and doing lots of business with [an agency] and 
then I'll overhear at a meeting that our CEO and their CEO said they would never do 
business. And the rest of us, we hear that and say 'Nonsense!' If they knew what it 
would mean if we no longer did business with them, so much would come apart. So we 
like to keep them in the dark on these matters of importance." 

Providers were also forthcoming in discussing the concept of competition 

between the networks. The network analysis showed that although competitive 

incentives were injected into the system design, cooperative means of interacting with 

one another prevailed over competitive influences. The possibility that the RBHA and 

some of the main providers could have behaved more competitively than actually 

occurred was acknowledged by most of the providers. The overall cooperative nature of 

the network, as foimd in the empirical analysis, was also reflected in the perspectives of 

the providers. 

"Competitive? No, we're not competitive. We are all under-funded and overenrolled. 
Everybody already has more than they can handle. There is no need to try and steal from 
the others. If they want more, we'd be happy to give them away." 

"If there were cash cows, I think you would have seen more competition. But there are 
no cash cows." 

"There is a clear premise, even if implicit, on the part of the RBHA that they want 
balance maintained in the system. They don't want a 300 lb. Gorilla becoming an 800 lb. 
Gorilla. What you see, though, is others seeking certain providers out to work 
collaboratively while others have a more guarded, competitive perspective." 
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The introduction of competitive incentives into a network of health and human 

service providers did not seem to have much of an impact on the structure of the system. 

Instead, it appears as if the providers learned to cope with the new incentives and quickly 

stabilized their pattems of interactions. Comments about the stability of the system 

aboimded in the interviews. This led the research team to believe that stability was an 

imderlying concern throughout the mental health community in our study, and confirmed 

prior research on this topic (Provan & Milward, 1995). The general impression that 

emerged from comments on stability and the system in general was that the providers 

appreciated the lack of upheaval and the long-term perspective that the current system 

could afford them. Representative comments about system stability include: 

"The evolution in the first couple of years was wild. It was what I like to call anti-
chaos." 

"It would be very detrimental and ludicrous to change the system at this point." 

"The most stabilizing effect has been the award with CPSA stating that they have another 
5 years of life." 

"I think the sense that it is being run like a business leads more credibility to the 
stability." 

"I think it has been a difficult process, but it is a pretty strong system right now." 

"This is the healthiest the system has felt." 

Despite all of the positive feedback that we received about stability in the CPSA 

designed system, many providers still had concerns about the ejBfects of the system or the 

future plans of CPSA. Some agencies expressed the following concerns: 
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"The networks are probably not going to provide the level of services they [the clients] 
need." 

"I think CPS A has done a good bottom line thing. They have made it. But what's the 
price? What is the cost to the community?" 

"CPS A is planning on RFPing the whole system out again next year, after they win their 
bid. Some of us have concerns that this could serve to destabilize." 

Another comment made by one of the agencies that participated in our interviews 

called into question whether the ultimate stabilizing factor in the Southern Arizona 

Region was actually due to CPSA, or another, historical factor in concert with the CPSA 

stability. This historical factor is the perseverance and longevity of many of the 

community providers in the region. As one interviewee stated, 

"Most of the people that are doing it right now have been doing it at the community-
based level for a long time. I think they are kind of used to doing things in an 
underfunded way. The community-based agencies are going to hang in there. They are 
going to weather it. They are going to weather it because they have always weathered it." 

Although there were some negative comments and concerns voiced in the 

interviews, overall, the qualitative data collected supported a notion of collaboration and 

cooperation among agencies in the Tucson/Pima Covmty SMI provider network. 

Cooperation and good relationships were cited as the result of both personal connections 

and information flow. System stability also emerged as an important theme within the 

interviews. Stability was cited as one possible explanation for the high level of 

cooperation among providers. 
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CHAPTER SIX 

DISCUSSION AND CONCLUSION 

The empirical analysis presented in the preceding chapter overwhelmingly 

supported increased cooperation in the health and human service delivery network 

studied. Cooperation increased despite the introduction of competitive incentives, in the 

form of risk-based managed care, into the mental health system in southern Arizona. 

This chapter seeks to explain the resxilts of the study. 

This chapter is divided into two major sections. The first section discusses the 

results of the empirical analysis. This section will draw upon the existing theory about 

organizations and common pool resources to explain the results of the southern Arizona 

system. I will then explain the contribution of using an integrated approach of both sets 

of literature to understanding networks. Next, I will draw implications from this study 

for the practice of mental health services by showing how the results of this study can 

inform the design of fiiture systems of managed care in predominantly non-profit health 

and human service systems. And lastly, I will discuss some of the limitations of this 

study. 

The second section of this chapter outlines the conclusions that can be drawn 

from this study. In this section, I discuss the broad contribution of this dissertation to the 

study of interorganizational networks. Finally, I conclude with a discussion of future 

directions for this line of research and outline potential analyses stemming from this set 

of data. 
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DISCUSSION 

Theory 

I utilize a synthesized organization theory and common pool resource perspective 

to explain the restilts found in the empirical analysis. I will examine the results of the 

data analysis by questioning what factors and processes lead to the evolution of collective 

action among the health and human service organizations in the CPSA network. Through 

this examination, I develop a model of collective action in interorganizational networks 

based on existing theory and the empirical results of this dissertation. 

The context in which cooperation emerges between actors is an important 

component for imderstanding why collective action occurs in a specific form. The health 

care literature illustrates that network structure is affected by the characteristics of the 

community in which services are provided (Topping & Calloway, 2000). The 

interorganizational literature also speaks to the concept of context. For example, Provan 

and Mil ward (1995) show that both the volatility of the political environment and the 

stability of mental health systems have an impact on client satisfaction. The common 

pool resource literature also shows that solutions to fishing assignments, forestry 

appropriation, and irrigation allotments depend on the culture of the local communities in 

which the commons problems occur (Ostrom, 1990; Ostrom, Gardiner, & Walker, 1994). 

In short, context matters in collective action situations. 

When the Community Partnership of Southern Arizona, a coalition of mental 

health providers, entered a bid to provide services in the southern counties of Arizona, it 

did so in response to the problems associated with the delivery of services presented in 
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the two previous regional systems. The mental health providers came together to create 

rules and design institutions that would guide their behavior in their long-term joint 

venture (Ostrom, 1998); namely, the delivery of mental health services. This coalition 

created a self-governing institution that emerged out of the cooperation and conflict of 

self-interested power seekers, and relied on the cooperative efforts of all the members of 

the coalition. 

The providers involved in the coalition, called the Behavioral Health Coalition 

(BHC), voluntarily boxmd their actions through the design of a risk-based managed care 

system of service delivery. These providers had created an opportunity for themselves in 

which they would have input into the management of the southern Arizona mental health 

system and a system design that they thought was more viable than the previous models 

because of its limits on spending and lobbying. However, if the new model failed, then 

the cost of this failure would result in both financial and credibility losses to the 

providers. Thus, the incentives to cooperate to make the new risk-based model 

successful were high among members of the BHC. 

The bid of CPSA also had another interesting implication for the management of 

the new risk-based CPSA system. Since the regional entity was actually a coalition of 

prominent providers in Southem Arizona, principal-agent relationships were confounded. 

Typically, the principal in the system is the regional authority while the service providers 

serve in the agent role. However, in this case the regional authority was composed of the 

main providers in the region. Therefore, in this new iteration of the mental health system, 

the principal was the agent by design, although the regional authority (CPSA) was a 
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formally separate orgaiii2ation. This design feature eliminated some of the more typical 

principal-agent problems associated with hierarchical control and contracting with 

agencies. 

This context is one in which cooperation emerged at the provider level. The data 

presented in the empirical chapter looks exclusively at the linkages and cooperation 

among the "street level" service providers in the regional mental health system. So 

although principal-agent and hierarchical issues are extremely important at the upper 

administrative levels of this system, they are not as important at the service delivery, or 

operational, level. The service level is structurally flatter than the upper levels of the 

system because the focus of connection is the coordination of services rather than the 

administration of contract temis. The operational level in the CPSA mental health 

network is composed of relatively small service providers that form linkages with one 

another to coordinate care for their clients. Thus, in the CPSA system, the service 

delivery level is actually a product of a web of mutual dependence that was created 

through joint production functions and then heightened through the formation of CPSA, 

through the efforts of the BHC. 

Cooperation among service providers emerged at the operational level of analysis 

in the mental health network. This cooperation went beyond the minimal levels of 

cooperation that might be expected when only joint production fimctions are involved 

(see Ostrom, 1998: 4-12, for a discussion of minimal levels of cooperation). Although 

the need for a joint purpose is essential for networks to form, the levels of cooperation 

can vary across networks with the same substantive focus. For example, the density of 
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ties among networks in Morrissey and colleagues ACCESS study (Johnsen et al., 1998) 

and Pro van and Milward's (1995) four site study varied across location. The variation in 

coordination among health and human service organizations can also be accounted for 

through the fact that although cooperation and coordination is valued among health and 

human service providers, cooperation is difficult to achieve. In most settings, some level 

of integration is accompanied by moderate levels of fragmentation (Dill & Rochefort, 

1989; Morrissey et al., 1994). 

Based on the literature in organization theory, common pool resource theory, and 

the results of this study. Figure 6.1 illustrates a general model of collective action in 

interorganizational networks. The model consists of four basic stages. The first stage is 

pre-network conditions. This is when awareness develops for the need or desire for 

collective action, as well as the convergence of important contextual factors. The second 

stage is the progression of the pre-network conditions into a collective situation. A 

collective situation occurs when each of the factors of the pre-network conditions is 

joined and actors agree that joint efforts would be productive and desirable. This stage 

then moves into an evolutionary stage where a transformation occurs by the 

communication among actors in the collective situation. This is the stage where 

collective action develops. The final stage takes place when the collective action reaches 

a point where adjustments take place, but interaction among actors has stabilized. This is 

the stage where homeostasis has been achieved. Each component of these four stages 

will be described and linked to the empirical setting of this dissertation below. 
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Figure 6.1 

Model of Collective Action in Interorganizational Networks 

Stage 1: Pre-Network Conditions 
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Stage 2: Collective Situation 
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The first stage is pre-network conditions. This stage consists of one necessary 

component, reciprocity (OUver, 1990), and three influencing factors, legitimacy, stability, 

and resources. While there is only one necessary component for network formation in 

this stage, the three influencing factors can have a dramatic effect on the viability of 

network forms of organizations. 

Reciprocity, as defined by Oliver (1990), is a situation where organizations form 

linkages in order to pursue mutually beneficial goals or interests. There must be some 

joint goal or mission shared between organizations in order to come together in a 

productive relationship. This is an important determinant for interorganizational 

networks since agencies that are not heavily invested in the goals or outcomes of the 

partnership will have a greater incentive to work toward their individual goals rather than 

the goals of the relationship. 

The lOR determinant of reciprocity emerges firom a resource dependence 

perspective in the organization theory literature. The resource dependence literature 

informs us that organizations will seek to decrease their vulnerability to outside shocks 

by linking to other organizations that could address their critical contingencies. This is 

especially true in turbulent environments. Thus, reciprocity needs are an important 

precursor to the formation of both dyadic lORs and a larger macro-level of organization, 

networks. 

Networks are an agglomerated series of lORs in which the interdependeacies of 

each of the nodes involved is acknowledged and decision-making is shared. The benefits 

associated with this shared governance structure are more than the costs associated with it 
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(Provan, 1983). Since interdependencies and common goals or interests are a defining 

characteristic of networks, reciprocity needs must be present if networks are to form and 

for collective action to emerge within it. 

Reciprocity needs among health and human service providers are well established 

in the health care and organization theory literatures (Alter & Hage, 1993; Anderson et 

al., 1996; Bickman, 1996; Dill & Rochefort, 1989; Frank & Goldman, 1989; Goldman et 

al., 1992; Grusky et al., 1986; Johnsen et al., 1998; Lehman, 1989; Lehman et al., 1994; 

Milward & Provan, 1993, 2000; Morrissey, Calloway et al., 1994; Morrissey, Johnsen et 

al., 1997; Morrissey, Tausig, & Lindsey, 1986; Provan & Milward, 1995; Provan, 

Milward & Roussin, 1998; Provan & Sebastian, 1998; Steinwachs et al., 1992; Topping 

& Calloway, 2000; Weiss, 1990; Wright & Shuff, 1995). In the empirical setting for this 

dissertation, this need is present among the providers invoh^ed in the mental health 

network. An analysis of the services provided by each agency in the network showed 

that no one agency provided services in all 13 categories. The average agency reported 

involvement in only 4.03 service categories. This reveals the need to coordinate 

activities with other organizations that can address service holes in any given agency's 

repertoire, or reciprocity needs based on joint production functions. 

Legitimacy is another important factor in the outcomes within networks. 

Institutional theory asserts that organizations must achieve legitimacy in order to increase 

their long-term viability. Since legitimacy is conferred subjectively by those outside of 

the organization (Jepperson, 1993), organizations must seek approval of practices or 

outputs from those outside the organization. One way to do this is to associate with other 
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organizations that have ahready achieved legitimacy or to participate in a legitimizing 

activity, such as involvement in a network. 

Human and Provan (2000) illustrated the importance of establishing legitimacy in 

the concept of networks both as form (an appropriate way to organize) and entity (a 

credible organization). Organizations seeking legitimacy covild join a network that has 

achieved a legitimate status in order to gain some respectability. However, networks that 

have not been able to achieve legitimacy on any of the levels (entity, form, or interaction) 

identified by Human and Provan are prone to failure. Thus, the need to establish 

legitimacy is another important factor for the formation and ultimate viability of a 

network. 

Health and human service organizations are influenced by normative values to 

coordinate services with one another. Formation of networks is not unusual in this sector. 

Thus, the legitimacy of network forms of organizations, and the need to coordinate due to 

joint production functions is "de riguer" in many delivery or cachement areas of social 

and himian services. However, networks have a varied amount of success in coordinating 

services and achieving collective goals. The difficulty of tlie coordination among human 

service organizations cited by researchers (Morrissey et al., 1994; Steinwachs, et al., 

1992) lends evidence that legitimacy of form and entity is not a sufficient condition for 

collective action to occur. Rather, it is an important influencing factor that facilitates 

collective action within a network. 

The establishment of legitimacy for the Southem Arizona mental health network 

was not difficult. The establishment of "network as form" legitimacy came from the 
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inherent joint production functions within the health and human service field. Network 

as form is well established and utilized within this professional domain. "TSIetwork as 

entity" gained legitimacy by the involvement of community providers in the design of the 

organization, CPSA, and the system. Since the Behavioral Health Coalition created the 

CPSA organization, they had a vested stake in its operations. Thus, CPSA's legitimacy 

was established at its inception as a product of collective action among providers through 

the BHC. 

Contextual factors also play a role in the emergence of collective action among 

willing parties. The contextual factors that are important for the emergence of collective 

action in interorganizational networks are stability and resources. First, the political, 

cultural, and operating environments in which a network emerges and operates must lack 

volatility so that the structure of the network and the interactions in the network may 

form. Volatility in any of the three aspects of context (political, cultural, and operating 

environments) could disrupt the development of trust and communication that are critical 

to network success. Stability is neither a necessary nor sufficient condition for collective 

action in interorganizational networks, because networks can emerge amidst great 

instability. However, stability is an important facilitating factor which can have 

tremendous impact on a network and its ultimate viability (see Provan & Milward, 1995; 

Lazerson, 1995; Piore & Sabel, 1984; Sabel, 1989; and Sabel & Zeitlin, 1985 for a deeper 

discussion of the impact of political and cultural environments on networks). 

Second, adequate resources must be available in order for networks to be viable. 

Although many interorganizational relationships and networks form out of the need to 
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cope with resource scarcity (Aiken & Hage, 1968), there must be a minimal amount of 

resources dedicated to network operations. The minimal amount of resources needed for 

network viability will be varied depending on the type of network and scope of network 

activities. However, resource munificence has been linked to increased network 

effectiveness (Provan & Milward, 1995). 

The network studied in this dissertation exhibits both stability and adequate 

resources. Stability was quickly established by CPSA upon its receiving the award for its 

bid. CPSA created a fund reserve in which it set aside 3 months of operating expenses. 

This fund reserve would be used in the event of a sudden financial crisis on either the 

state or local level. Thus, any disturbances in the fvmding flow firom the Arizona 

Division of Behavioral Health would be smoothed out by the regional entity in order to 

buffer its providers (CPSA's core technology (Thompson, 1967)). Over the four years of 

operations that this dissertation studied, the fund reserve grew to almost $13 million 

dollars. 

CPSA's stability was a key factor in leading to cooperation among the service 

providers in the network. Many providers noted in their interviews that CPSA created an 

early appearance of stability by establishing a flmd reserve that would dampen any 

possibly financial volatility faced by the southern regional system. This financial 

stability was a key factor in creating an impression that the managed care system was 

viable in the delivery of mental health services in Southern Arizona. 

The resources devoted to the network were also satisfactory in the CPSA system. 

As a contractual obligation, CPSA was restricted to no more than 8% of the total 
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capitation dollars allotted to t3ie Southern Arizona Region for its administrative 

operations. As a result, fewer fiinds were soaked up by the regional entity and were 

passed down to the At-Risk Provider and service provision levels. The increased amount 

of funds available for treatment, infrastructure, and lower level administration due to the 

8% ceiling allowed the fund rreserve to be built as well as a risk pool of funds that were 

distributed at the end of each fiscal year to "deserving" providers. 

The political environiment in southern Arizona with regard to mental health 

delivery had been burdened bty political infighting and a lack of sufficient resources for 

many years. The State was io need of a regional entity that would be fiscally responsible 

to the taxpayers and would pcrovide stable and consistent services to clients. The CPS A 

system addressed the financial concerns of the state while maintaining the support of its 

constituent service delivery p:-roviders. 

A collective situation is created when the four factors (reciprocity, legitimacy, 

stability, and resources) discmssed above are present. While only one of those factors is 

necessary for collective actioMi to emerge (reciprocity), the other factors greatly increase 

its probability. The three nom-necessary factors of network formation are network 

facilitators, or influencing factors. Therefore, there are no sufficient conditions for 

network formation in this mo-del, but rather a confluence of one necessary and several 

important facilitators of netWK>rk formation. 

A collective situations is a situation in which there is knowledge about the joint 

goals and possible joint outcomes of the collectivity, but the activity that is required for 

collective action has not takem. place. A metaphor to describe this is that the presence of 
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eggs, milk, cheese, and a stove does not mean that am omelet is the outcome of the 

presence of these necessary ingredients. Instead, creative energies and resources must be 

employed in conjunction with the necessary ingredients in order for the desired outcome, 

an omelet, or collective action, to occur. 

When organizations enter into relationships with one another, collective action is 

potentially present. However, a series of dyadic relationships will not necessarily 

translate into the formation of a network, or even collective action. Instead, actors in a 

collective situation must be willing to voluntarily act to further those interests (Ostrom, 

1990), and to avoid the temptation to free ride. Therefore, the presence of determinants 

of lORs is not a sufficient condition for collective action to occur. Further, a collection 

of dyadic ties does not create a network, but rather a series of two-way partnerships. 

There must be a conscious collectivity among all parties in order for a network to be 

present. Thus, a transformation process is needed to change a collective situation into 

collective action in interorganizational networks. 

Time is extremely important for the development of collective action. It is over 

time that the transformation of a collective situation to collective action occurs. In both 

the CPR and organization theory literature, time plays a role in developing cooperation 

between actors. Common Pool Resource scholars show that actors facing a social 

dilemma will adjust their strategies over time in order to achieve the best possible 

outcomes (Axehod, 1981, 1984; Ostrom, 1990, 1998). Likewise, organization theorists 

have shown the importance of the development of relationships between organizations 

over time (Gulati, 1995; Larson, 1992; Uzzi, 1997; Van de Ven & Walker, 1984). Time 
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allows communication to develop, that in turn encourages the alignment of incentives aad 

norms, as well as the growth of trust among actors in a collective situation. 

The empirical results in this dissertation speak to the issue of time. Overall, 

cooperation, as measured by connectivity in the network, increased. Early in the CPSA 

system there were modest levels of contracts and referral links among agencies. As time 

elapsed, the agencies became linked to one another at a greater rate. A process of 

embeddeness (Uzzi, 1997) can also be discerned as providers began to link to one another 

in multiple ways, but especially through more informal mechanisms such as referral 

links. 

Communication has been fovmd to be a critical factor in the solution of commons 

problems in laboratory experiments (Ostrom, 1990) and in the development of 

sustainable lORs (Gulati, 1995; Larson, 1992; Uzzi, 1997; Van de Ven & Walker, 1985). 

Past empirical research has shown that communication helps to facilitate the exchange of 

ideas, proprietary knowledge, and future strategy intentions between actors in a collective 

situation (Larson, 1992; Ostrom, Gardner, & Walker, 1994; Van de Ven & Walker, 

1984). This communication assists actors in reducing their perception of their core 

vulnerabilities as well as helping others to increase the predictability of future outcomes 

(Lazerson, 1995; Ostrom, 1990, 1998; Uzzi, 1997). Ostrom (1998:7) has theorized that, 

"exchanging commitment, increasing trust, creating and reinforcing norms, and 

developing a group identity appear to be the most important processes that make 

communication efficacious." 
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Communication was facilitated by CPSA in two ways. First, communication 

lines and accountability became clearer in the new system when the span of control of the 

regional entity changed from a ratio of 1:34 to 1:4 (Gulick, 1937; Mil ward & Pro van, 

2000). CPSA now created policy and administrative guidelines for only four agencies. 

These agencies then translated these guidelines into practice and policy for its network of 

service delivery providers. These direct lines of communication help to decrease the 

distortion in the mental health system by establishing clear lines of communication 

between senders and receivers (Downs, 1967). Less distortion creates increased 

opportunity to exchange ideas and to understand system goals. 

Further, CPSA began to implement a series of task forces and working groups 

dealing with important issues facing mental health delivery in Pima County. These task 

forces co-opted (Selznick, 1949) representatives from many of the provider agencies in 

the entire service delivery network. Thus, most providers involved in the delivery of 

services to the seriously mentally ill had a forum to express their concerns and discuss 

ideas for improving the service delivery system in southern Arizona. Research on 

collective action has found that opportunities for face-to face communication increases 

commitment to collective goals by approximately 40% to 45% (Ostrom, 1998). 

Therefore, co-opting non-BHC members into task forces where they have input into the 

system's design and management increases the likelihood these providers will participate 

in collective goals. 

When collective action occurs among a group of organizations, norms and 

incentives are aligned with the ultimate goals of the collectivity. In a healthcare or 
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mental healthcare network, normative issues of cooperation are non-problematic. As 

stated earlier, there is a strong professional norm guiding healthcare and mental 

healthcare providers to cooperate in order to provide comprehensive services to their 

clients. Thus, in the empirical setting studied here, incentive alignment is important to 

the overall goals of collective action'. 

The alignment of norms and incentives with network goals will increase the 

probability of desirable collective outcomes. When adequate legal and social rewards 

and sanctions are in place, the temptation to free ride on others efforts or deviate from 

what is expected is minimized, and desirable collective outcomes are more likely to 

emerge. The adjustment of incentive and normative structures takes place over time 

through social learning. In the CPS A case, the normative and incentive alignment took 

place in two phases. 

The first phase occurred when some providers formed the Behavioral Health 

Coalition. By contributing funds to the bond requirement and participating in the design 

of the new system, these providers created an incentive structure that they imposed upon 

themselves. The result of this action was the CPSA system was selected to receive the 

state contract and become the regional authority in southern Arizona. The RBHA 

instituted a capitated, at-risk system to control costs and restrain spending while only 

holding contracts with a small number of providers. Since many of the larger providers 

' It is important to note that all collective action is not positive. Some collective action could be 
used for negative purposes. Examples of negative uses of collective action are organized crime and Nazi 
networks of persecution. This dissertation is an examination of the process by which collective action 
emerges. It does not sanction use of collective action and cooperation building for any specific purpose. 
However, the achievement of collective action, for whatever purpose, is an important phenomenon to 
understand. 
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in the southern Arizona region were also "owners" of the system (through their 

contribution to the bond requirement for CPSA and their seats on CPSA's Board of 

Directors), the incentive to lobby individually for additional funds was decreased. Since 

the providers who formed CPSA had a substantial financial stake in the new system 

(approximately $21 million in all^), and created the rules under which they were 

constrained, it was not likely that the providers would default on their commitment to 

each other or the system. Therefore, the incentives in the new CPSA system had 

legitimacy and buy-in when the system was proposed to the state, and remained so after 

the system was implemented. 

The second phase of the incentive and normative aligimient developed over time. 

Although the norms of the mental health system were cooperative, the new system had 

competitive mechanisms built into it. The service providers involved in the system had 

to adjust their ways of operating to accommodate the competitive principles introduced 

by risk-based managed care. Although overall connectivity levels were modest in the 

first time period studied, the levels of cormectivity increased in the second time period. 

Since the patterns of coimections had time to stabilize before the second data set was 

collected, it can be concluded that the increase was due to the providers learning how to 

cooperate and coordinate with one another despite the potential for competitive outcomes 

in the network. 

" CPSA is required to have a $14 million fiind reserve by the State of Arizona. Additionally, CPSA's 
Board of Directors has required a $7 million 30-day operating expense fund to buffer the organization from 
any disruption of fimds from the State and Federal governments. As of May 2000, CPSA fell short of their 
$21 million reserve goal by $3-$4 million (personal interview with Neal Cash, CEO of the Community 
Partnership of Southern Arizona). 
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Trust is the last important component in developing collective action. Consistent 

interactions v*dth other actors create predictable future behavior (Gulati, 1995; Ostrom, 

1990; Uzzi, 1997). This consistency creates reputation, and commitments to act in a 

certain manner then become credible. Trust will increase or decrease as commimication 

allows others to make judgements about the credibility of other's intentions (Gulati, 

1995; Ostrom, 1998). Thus, trust emerges between actors when promises to take certain 

actions become accepted at face value or are embedded into the patterning of the 

relationship (Uzzi, 1997). 

In the CPSA regional mental health network, trust had emerged between 

providers as they became comfortable interacting with each other in the regional system 

set up by the state and the system design created by CPSA and the BHC. The increased 

trust in the CPSA system is evidenced through the empirical results found in the study. 

The system underwent a change when CPSA was instituted as the state designee. In the 

begirming, the contract and referral levels were fairly close —referral density was only 

1.3% higher than contract density. This difference could be accounted for by the several 

agencies that do not take contracts, but rather deal solely with referrals, such as law 

enforcement agencies, the courts, and crisis call lines and centers. However, as agencies 

began to learn other agency's responses to the managed care system and trust emerged, 

more agencies began to refer to one another without the use of contracts (in 1999 referral 

density was 4.73% higher than contract density). Thus, communication became an 

essential mechanism through which agencies communicated service ideologies and 

commitments to one another, rather than using formalized contracts. Service 
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commitment and reputation led providers to trust one another and to credibly commit to 

the preservation of the current mental health system by 1999. 

The literature on common pool resources and interorganizational networks has 

some common elements. Both literatures stress time, trust, commvmication, and context 

as important factors in solving collective action dilemmas. Over time, actors leam to 

adjust their actions based on the actions of others in repeated interaction situations. 

Communication about network issues, such as future actions and conmiitments, coupled 

with knowledge of past interactions breeds tnxst among actors when actions are 

predictable and commitments are viewed as credible. Finally, the context in which the 

social dilemma occurs is important to determine what options are available to actors, 

based on accepted social norms of behavior. 

The model depicted in Figure 6.1 (page 200) illustrates collective action in 

interorganizational networks. This model was developed through the use of past research 

on organizations and common pool resources, as well as through observations made in 

the empirical setting of this study. I will present a general overview of the model. 

The first stage in the model represents pre-network conditions. Before networks 

can form, there must be awareness that collective outcomes are possible through joint 

efforts. Additionally, organizations must have joint goals or mission in common with 

others —reciprocity (necessary factors indicated by a box in stage 1). Also included in 

this stage are the stability, legitimacy, and resoxirce factors that influence the collective 

outcome (influencing factors are represented by circles in stage 1). If any of these three 



214 

influencing factors are non-existent or are present in low levels, it will be difficult for the 

network to achieve collective outcomes. 

The second stage of the model consists of the movement from pre-network 

conditions to a collective situation. A collective situation occurs when actors agree to 

work together to achieve common goals. This stage, however, is not collective action. 

Instead, it is a convergence of the contextual influencing factors and the necessary factor 

of reciprocity. At this stage actors have agreed to work with one another, but that work is 

either still in the planning phase or in a rudimentary form. This stage is illustrative of the 

formation and bid of CPSA. 

The third phase is an evolutionary phase in which collective action emerges and 

then takes place. This phase occurs over time and can be characterized by large amounts 

of communication and mutual adjustment of strategies and norms^. Communication, 

norm and incentive adjustment, and trust create a mutually reinforcing feedback loop. 

However, communication is the anchor of the triumvirate. Over time, positive values for 

these factors will create a stable pattern of interaction among organizations, which results 

ui collective action. The time that will be needed for the stable pattem of relationships to 

occur will vary with each network. Some networks will progress rapidly through the 

stages while others may take years or decades to finally reach the ultimate goal of stable 

cooperative relationships. 

^ Norms are very resistant to change. Any normative change will occur over a long time horizon, hence the 
norm and incentive adjustment being placed within the time factor in the model. The time horizon on the 
model is undefined because of the differing evolutionary paths of individual networks. In some network 
cases norms will not change at all, while in others norms will change but only over a long time period. 
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The final stage is when collective action stabilizes within a network. While the 

process of transformation in stage three is collective action, the fourth stage represents a 

mature network where some stabilization of this collective action has occurred. The 

process of building trust and alignment is a period where individual actors are attempting 

to achieve their best outcomes in each interaction. The third stage is unsettled in that 

network outcomes can not be determined because of continual adjustment. Over time, 

when actions become embedded and patterns of interactions are settled, collective action 

strengthens and homeostasis within some range has been achieved. While collective 

action is never a static event, activity can be reduced to a minimum in stage four because 

only small adjustments to established patterns are needed. 

The demarcation between stages three and four is narrow. It is likely that 

interorganizational networks will move between stages three and four quite firequently. 

Any jar to the system, such as additions or subtractions of participants, or environmental 

shifts, could cause the collective action stability to be readjusted. Readjustment would 

require a new flurry of activity in order for actors to adapt to the new configuration of 

actors and network conditions present. Thus, collective action is a dynamic phenomena 

that requires constant adjustment, with some periods of more stable interactions. 

It is important to note that the process of collective action is not an inexorable 

path. On the contrary, at any point in this model, the collectivity can fall apart and 

collective outcomes never achieved. Further, this model is not necessarily linear. 

Organizations can move up and down the stages of the model at different points while 
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never ultimately reaching the goal of collective action. Each network's path toward 

collective action and homeostasis will be imiquely different. 

Each of these four stages was present in the empirical setting studied for this 

dissertation. The mental health service organizations were aware, because of their joint 

production functions and their location in a similar organizational domain, that there were 

benefits to cooperating with one another. Organizations had time to adjust their actions 

to one another and to commimicate a vision of the future for the system to one another. 

Trust developed among the providers through commimication in the network and with 

CPS A so that commitments to participate in the joint efforts of the network were 

credible. The competitive principles that were implemented in the service delivery 

system were assumed into the cooperative normative structure of health and human 

services so that the benefits of risk-based managed care were taken advantage of without 

losing coordination among providers. 

Interestingly, CPSA created accoimtability and fiscal solvency that encouraged 

cooperation through introducing competitive incentives into the design of the mental 

health system. The introduction of risk-based managed care could have encouraged 

competitive actions by each of the four At-Risk Providers. Instead, the introduction of 

managed care principles created a situation in which the lead providers were fiscally 

accountable for their service provision decisions (unlike in the ACCM system) and were 

strictly limited to the amount of funds that were available for that treatment (unlike in 

both previous systems). Instead of creating distinct sub-networks of care, managed care 

actually fostered cooperation between providers by forcing them to cooperate to provide 
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effective care under a limited, and strongly enforced budget. Part of this success can be 

explained by the introduction of competitive principles without the introduction of 

competition, in that treatment dollars did not follow^ clients. Consequently, a competitive 

mechanism was actually used to create cooperation. 

Theoretical Contribution 

This dissertation adds to the existing literature on networks by synthesizing work 

done on collective action in common pool resource dilemmas with the literature on 

interorganizational networks. The work done in this dissertation provides a new 

perspective with which to view networks of organizations; namely, common pool 

resource theory. An additional contribution this dissertation makes is to extend the 

theor>' of common pool resources to other, similar social phenomena, namely 

interorganizational networks. Using a synthesized perspective on lONs provides 

researchers with a tool for understanding collective action in these networks. 

Common pool resource theory informs the network literature by illuminating the 

structure of the collective action situation occurring within a network. Common pool 

resource scholars have contributed to our knowledge about how cooperation emerges 

through the explicit examination of communication and trust. The analysis of collective 

action can aid in the understanding of the success or failure of networks or CPRs over 

time. The knowledge gained in the analysis can aid in the design of future health and 

human service systems. 
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The greatest strength of synthesizing a common pool resource perspective with a 

network perspective is the focus on the dynamic of the macro-structure of the network. 

Common pool resource theory helps network analysts to move beyond the focus on 

specific ties to a focus on the overall interaction of the network. While the importance of 

the actions of individual actors is not diminished in the CPR perspective, it is the 

aggregated activity of the individual actors that is important in this perspective. In other 

words, the ultimate success or failure of the collective action mechanism in solving the 

social dilemma is of key interest. 

Utilizing a synthesized model in this dissertation, I have shown that the OT and 

CPR literature are compatible in explaining the outcomes in a mental health network. 

The context of mental health in Arizona and the presence of necessary and influential 

factors for network formation created a collective situation in the Southern Arizona 

Region. This collective situation was transformed into collective action when agencies 

acted in concert with one another to provide services. Over time, incentives were aligned 

with the goals of the network, which were to produce fiscally responsible mental health 

services in the region, and shared professional norms exerted pressure on providers to 

cooperate with one another. Alignment of incentives and norms was facilitated by 

communication. Both of these factors, alignment and corrmmnication, created trust 

among the agencies in the network. As trust increased, providers increased the number of 

linkages with one another. While formal ties increased, informal ties increased at a 

greater rate, signaling trust among actors since no legally enforceable contract was in 

place to settle disputes. 
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Recognizing the similarities between the collective action dilemmas in common 

pool resource situations and in network forms of governance can give scholars insight 

into the underlying strengths and weaknesses of a given network. Not only does CPR 

theory take network studies to an explicit macro-structure level, but it also enhances 

knowledge about individual actor choices in a given situation by motivating exploration 

of incentives and ultimate pay-offs in a collective action situation. Thus, a dual 

imderstanding of dyadic interaction and macro-level outcomes can be understood using a 

sjoithesized common pool resource and network perspective. 

Practice 

As managed behavioral healthcare models in a few pioneering states such as 

Arizona and Massachusetts began showing cost savings, many states moved tov/ard a 

managed care system to fund their public behavioral healthcare. As more states adopt 

managed care principles in their behavioral health systems, the lessons learned from the 

early adopters of publicly flmded managed mental healthcare will be important. 

Past research has shown that integration and managed care principles run coimter 

to each other (Johnsen et al, 1998). More integration is thought to lead to better client 

outcomes, while managed care leads to cost savings, but at the price of increased 

fragmentation. It seems that managed care goals and integration goals are not 

compatible. 

This study serves as a counter example to the results of the past research done on 

this topic. The results of this study illustrate that it is possible to implement some 
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managed care principles and still achieve an integrated system of care. The key elements 

to the success of the Southern Arizona model of managed behavioral healthcare lies with 

the aligimient of incentives with goals of the system. 

In this study, the CPSA system resulted from lessons learned from several 

previous iterations of system design. In this system, incentives were aligned properly 

with the goals of integration and managed cost savings. Additionally, CPSA learned from 

the lessons in the two previous systems when designing both control mechanisms to deter 

fiscal and provider behavior deviance. 

Stability of the system is also important. Introduction of any new 

administrative/management system is disruptive to the flow of services to clients. When 

a new system design is implemented providers must leam how to operate within the 

system and be able to settle into a pattern of operations. Adequate time must be made 

available for that adjustment to take place. States should be patient when implementing 

any new system, especially a managed care system, to give the system an adequate start

up period before results and outcomes are evaluated. Further, the state's commitment to 

the new system must be credible to be able to discourage provider agency lobbying 

against regional entities and to inspire providers to invest in the learning it requires to 

make a new system design successful. 

Investment in the system can be facilitated by communication and trust among 

providers. Trust, too, develops over time and is facilitated by open communications 

among those actors involved in the mental health networks. Trust will likely be 

developed more quickly among organizations that have positive historical relationships 



221 

with one another since patterns of operations are akeady established between the 

agencies. However, new organizations, such as network administrative organizations 

(Human & Provan, 2000) and managed care organizations, can be introduced into an 

existing system if providers are co-opted to participate with these organizations to acquire 

credibility within the system (Human & Provan, 2000; Grusky et al, 1996). 

Context does, and will, matter in the design of a new mental health system. The 

historical relationships between network actors and the existing system design will play 

an important part in determining what the new managed care system should look like. 

The Arizona model might not work in other places simply because the constraints and 

opportunities in the region may be unique to that system. System designers should take 

care to leam to diagnose potential design problems and change the rules of the game in 

order to align incentives with system goals. Just as the political and fiscal circumstances 

are different in each state, the solutions to public service delivery should also be different 

in order to address the specific constraints posed in the application environment. 

Although managed care principles promote non-cooperation in theory, these 

principles can actually be used to promote better integration among agencies in a mental 

health delivery network. Integration and managed cost savings do not have to be 

mutually exclusive in system design, as seen in southern Arizona. However, context will 

matter and the combination of integration and managed care may not be possible in all 

political and fiscal environments. 
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Limitations 

There are three main limitations to the design of this study. The limitations can 

be categorized as experimental design, generalizability, and sector. Each will be 

discussed in tum below. 

Experimental design. The first limitation is centered on the design of the study. 

The comparison and conclusions drawn from the evolutionary changes are somewhat 

limited. Although data were collected at the beginning of the CPSA system, and then 

several years later when the system matured, there is no comparison data for the pre-

managed care southern Arizona system. Thus, claims of how the system changed imder 

managed care can only be made from data collected after the managed care system was 

implemented. 

The data collected on the change implemented in the southern Arizona mental 

health system represented a natural experiment and the research design took place solely 

after the intervention (X -O — O). The design of this study would have been improved if 

data were collected immediately prior to the intervention, representing a quasi-

experimental design (O —X -O -O). However, in real world empirical settings, it is not 

always possible to know in advance that a systems change is imminent. 

Generalizability. The work done for this dissertation uses a case study approach 

to examine a system of mental health delivery. Case studies are appropriate and useful 

for theory building exercises and for exploratory studies. However, generalizations made 

from case studies are qxiite limited because the data are generated from one case and may 

be unique to the context of that particular case. 
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Most network studies are case studies due to time and resource limitations. An 

interorganizational network consists of multiple actors and their interactions among 

themselves. Collecting data on one network actually involves collecting data from many 

organizations. This type of research is time intensive and is very expensive because of 

the requirement of a perfect, or nearly perfect response rate. Thus, it is often very 

difficult to collect data on more than one network at a time, due to both funding and 

staffing levels. 

Since this work is a study of one mental health system, its results may not speak 

to issues encountered in other settings. The unique characteristics of the political and 

practical environments that exist in southern Arizona may render the results found here 

an anomaly. However, since the patterns of interactions were consistent across all four 

provider networks in the CPSA system, there is some promise to the generalizability of 

the results. Each of the lead providers has different service emphases and treatment 

philosophies. This provides some variability within the system and can serve as a study 

of four mental health networks within one empirical setting. 

The development of knowledge pertaining to interorganizational networks is in its 

infancy. Therefore, it is difficult to draw upon existing theory development to perform 

theory testing fimctions. At this stage in the network literature, it is important to 

undertake small-N and case studies in order to build the base of scientific studies. 

In contrast to the empirical study contained in this work, tlie theoretical 

development can add to the general knowledge about networks and collective action. 

The theoretical portion of this study was drawn from a large body of literature that is 
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generalizable to many different types of networks. Additionally, the in-depth analysis of 

the network involved in this study provided insight into the general dynamics of networks 

as a form of organization. Therefore, the theoretical portion of this study is applicable to 

the form of organization called the network. 

Sector. A third limitation to this study is that it solely examines an 

administratively not-for-profit (NFP) health and human service delivery system. The 

administrative organization in the network has a not-for-profit designation, as do 95% of 

the organizations involved in the delivery network. Sector classification could have an 

impact on the dynamics and outcomes of a mental health delivery network. 

As the current study is designed, it is difficult to discem if the results of this study 

are a result of the NFP designation of the administrative entity. A possibility exists that 

different results might be obtained with a for-profit administrative organization. The 

profit status of a network administrative organization might have important implications 

for the delivery of healthcare among vulnerable individuals. The theoretical debate 

around profit status and sector differences stems firom the question, "are all organizations 

fundamentally the same?" In a service domain where efficiency and effectiveness is very 

difficult to measure, profit status could profoundly affect the quality of care provided to 

vulnerable individuals. Organizations that are not beholden to shareholders might provide 

better care with a larger range of services because they are not under pressure to supply a 

return on investment. 

A recent study suggests that sector may indeed matter, at least in healthcare. 

Himmelstein et al. (1999) studied quality of care issues in investor-owned vs. not-for-
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profit HMOs. This study found that investor-owned HMOs had lower rates of 

compliance with standards of care on 14 HEDIS quality of care indicators. Himmelstein 

and colleagues' paper is an important contribution in the debate about whether sector 

matters. 
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CONCLUSION 

The work done in this dissertation has contributed to the existing state of 

knowledge in two ways. First, I have developed a new perspective on viewing 

interorganizational networks. The synthesis of the common pool resource literature with 

the literature on interorganizational networks gives network scholars added power in 

explaining and understanding networks. This added power stems from the explicit focus 

on the dynamics of collective action and how incentives can alter the outcomes of 

collective situations. 

Network analysis and common pool resource theory are compatible in developing 

more powerful explanations of collective action in interorganizational networks than 

currently exist. Common pool resource theory helps network scholars to understand the 

underlying collective action choices faced by participants in a network. It also helps 

scholars understand more clearly why participants may choose to free ride to the 

detriment of the network. This adds to the existing literature on networks by moving 

beyond the determinants of network formation to understanding the dynamics of 

collective action once the network is formed, within the constraints and opportunities 

posed by the specific context of the network. This is different than the existing 

knowledge of networks because the synthesized OT and CPR lens provides an explicit 

examination of collective action, rather than leaving collective action as an implicit 

assumption within the network literature. 

The second major contribution this dissertation has made to the state of 

knowledge is to mental health practice, specifically systems design. The results of this 
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study counters previous empirical work in which the introduction of managed care 

principles decreased the density of ties in a mental health care network -thereby 

decreasing integration and increasing fragmentation. This study lends evidence that 

managed care and integration are not necessarily opposed to each other. Rather, if 

managed care is implemented with the specific contextual system goals and problems in 

mind, then increased integration can occur alongside managed care over time. This is 

important since managed care continues to expand as a financing and insurance 

mechanism within healthcare, and is often assimied to promote fragmentation through the 

competition it encourages. 

Future Directions 

The first area for future development addresses one of the limitations of this 

smdy. More work needs to be done on system level outcomes in healthcare based on 

sector differences or mix. While recent evidence has been presented that shows there is a 

difference in quality of care in investor-owned and not-for-profit HMOs, the applicability 

of this finding to other areas of healthcare is still unknown. 

Currently, a companion data set is being collected in Maricopa County, Arizona. 

A national for-profit mental health firm runs the Maricopa system. The data collected in 

Maricopa County will present a natural experiment to compare the not-for-profit run 

southern Arizona system within the institutional setting in Arizona. This study will 

provide interesting insights into the impact that sector has on system outcomes. Since 

many of the providers in Maricopa County are not-for-profit organizations, this 
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comparative study will be an assessment of the impact of the administrative entity's 

sector orientation on system outcomes. 

Second, the linkage between system stability and network outcomes requires 

further examination. While this study builds upon past research done by Provan and 

Mil ward (1995) by finding stability to be an important facilitating factor in systems 

outcomes, the process by which stability develops remains unexamined. This is a critical 

issue for the study of health care networks. 

Third, the theory that was developed in this dissertation needs to be expanded and 

developed. The synthesis of the network literature and CPR theory promises to add great 

explanatory pov/er to our understanding of both common pool resoiorces and networks. 

However, the theory presented in this dissertation represents only the beginning of the 

development of the links between the two paradigms. Further theoretical work and 

applications need to be made in order to find the boundaries of inquiry that siirround the 

collective action phenomena. 

The fourth area for future development is an extension of the current study. 

While this study sought to understand the collective action mechanisms involved in 

network activity, the subject of whether the decision to form linkages is normative or 

based on resource dependencies remains unanswered. The reasoning behind service 

linkages would have a profound impact on the structure of the network. For example, if 

normative reasoning were more important than resource dependence needs in entering 

into relationships, then those networks that have agencies with diverse treatment 

philosophies will have increased difficulty in forming stable, trusting relationships. 
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Alternatively, networks in which resource needs are more important than normative 

beliefs would have different patterns of linkages than normatively based linkages. On 

one hand, relationships based on treatment philosophies (a normative belief) may limit 

the breadth of services offered within a treatment network. On the other hand, those 

agencies in relationships based on service delivery criteria may have a wider range of 

services offered, but with a limited set of agencies within each treatment category. In 

each case, different incentives and policies would be necessary to encourage integration 

among agencies. While a mixed model would most likely emerge in empirical settings, it 

may be possible to discern which orientation, normative or resource, is more powerful in 

health and human service networks. 
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APPENDIX A 

OVERVIEW OF GAME THEORETIC MODELS 
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There are four archetypes of games used to explain policy problems in the 

political science literature. These games are necessarily stylized but offer some insight 

into the outcomes of empirical situations. The four games are named "prisoner's 

dilemma", "assurance", "chicken", and "battle of the sexes". Each of these games are 

mixed-motive games where the actors have incentives for neither pure conflict, nor pure 

coordination (Sharpf, 1997). 

The prisoner's dilermna game is well known and often over used because of its 

simplicity. In this game, two actors can cooperate or not cooperate (defect). If both 

players cooperate, they receive the highest collective payoff available. If both players 

decide to defect, they receive the second worse payoff, both individually and collectively. 

The third variation is that one player cooperates while the other defects. In this variation 

the defector achieves his/her highest personal payoff and the cooperator, or the "sucker", 

receives his/her lowest personal payoff, but this is the second highest collective payoff 

Even if communication facilitating cooperation is possible between the actors, each 

player still has an incentive to defect in order to achieve a high personal payoff at the 

expense of the other player because the agreement is non-binding. Thus, individual 

rationality will create a Pareto inferior outcome, and the players ultimately choose a 

defect, defect strategy. The ultimate explanation here lies in that defect is the dominant 

strategy for both players and choosing to cooperate leads to the possibility of exploitation 

(Sharpf, 1997). The well known analogy used to explain this game is a scenario of two 

felonious conspirators in separate rooms who are offered a plea bargain by the district 

attorney to avoid a prison sentence (see Fig;ure A.la). 
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Cooperate 

Defect 

Cooperate 

Defect 

Cooperate 

Defect 

Cooperate 

Defect 

Figure A.1 

Game Archetypes* 

Cooperate Defect 

3 3 1 4 

4 1 2 2 

a. Prisoner's Dilemma 

Cooperate Defect 

4 4 1 3 

3 1 2 2 

b. Assurance 

Cooperate Defect 

3 3 2 4 

4 2 1 1 

c. Chicken 

Cooperate Defect 

1 1 3 4 

4 3 2 2 

d. Battle of the Sexes 

* The illustration of games is taken from Sharpf, 1997. 
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The second game to be explamed is called assurance. This game is close in 

structure to a pure coordination game, but has some elements of imcertainty. Here, there 

is a clear common interest to coordinate and to achieve the highest possible personal and 

collective outcome. However, the players are imsure whether they can trust the other 

players to interpret the cotmnon situation correctly and to cooperate. Thus, it would be 

reasonable out of fear of the worst possible individual outcome, to defect. Any strateg>' 

other than cooperate, cooperate yields the same collective outcome, but the individual 

outcomes are the worst for the "sucker" in a situation where one actor cooperates and the 

other defects (Sharpf, 1997). Thus, the players each need assurance from the other that 

they will choose strategies appropriately (see Figure A.lb). 

The next game is called chicken. This game, again, has the highest collective 

payoff associated with a cooperate, cooperate, strategy. Interestingly, the collective 

outcome is not changed when the strategy is mixed (cooperate, defect or defect, 

cooperate), but outcomes do vary for the individual players in this situation. In this 

game, a defect, defect strategy' has the worst possible outcome. This means that if one 

player defects, retaliation from the other player by defection is not credible because it 

makes both the individual and collective outcomes decrease. Thus, the more aggressive 

player exploits the "sucker" in this situation because even after defection, the other player 

must cooperate to avoid the worst possible outcome (Sharpf, 1997). The metaphor for 

this game is that the "sucker" will be a chicken and will not defect, accepting the higher 

payoff (see Figure A.lc). 
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The last archetypal game is called battle of the sexes. In the battle of the sexes 

game, the mutual cooperation strategy actually results in the worst possible individual 

and collective outcomes (Morrow, 1994). Here, it is better for one player to get its 

preferred choice (defect) and the other to go along with the other player (cooperate). 

Thus, it is a battle over distribution. This strategy will produce higher outcomes for one 

of the players, but the second player also benefits from this scenario. If both players 

cooperate then neither gets what it wants and this is the worst possible outcome. If both 

players defect they receive a slightly higher payofi" than in the cooperate, cooperate 

scenario because they at least selected their preferred option (Sharpf, 1997). The analogy 

used for this game is illustrative and is worth explaining in detail (see Figure A.Id). 

The analogy of battle of the sexes focuses on a disagreement between a couple. A 

married couple. Homer and Marge, decide to take a weekend vacation. Marge would like 

to go to the beach, while Homer would like to go to the mountains. The location is less 

important then spending time together. They agree to drive separately to the location and 

meet there. If Homer cooperates with Marge by going to the beach, and Marge 

cooperates with Homer by going to the mountains, then they achieve the worst possible 

outcome. This occurs because not only are they not spending time together, they are in a 

location that they do not like. On the other hand, if both players defect and choose to 

drive to their preferred location, their payoff is slightly better. The payoff is better 

because although they are not spending time together, they are in a location they enjoy. 

The best possible outcome occurs when either Homer cooperates while Marge defects 

(they both show up at the beach), or when Marge cooperates and Homer defects (they 
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both show up at the mountain). In this scenario, they receive the highest collective 

payoff because they are spending time with each other, but the individual who preferred 

the location receives a slightly higher individual payoff than the other does. So the 

ultimate outcome becomes a question of which person receives the higher individual 

payoff. 
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APPENDIX B 

DATA COLLECTION AND SUBJECT SOLICITATION INSTRUMENTS 



June 12, 1996 

agency name and address 

Dear 

As you may know, researchers at the University of Arizona are conducting a study of the Pima 
County mental health system (adult SMI clients only). We have applied for and hope to receive 
a large grant from the Robert Wood Johnson Foundation which will enable us to complete an 
in-depth study of the system over the next three years. The RWJ Foundation is quite interested 
in our attempt to leam more about Pima county's experiment in the provision of"services to 
adults with serious mental illness through a system of managed care. We will be working 
closely with Mike Berren at CPSA to understand how the new system is workiag, what the 
problem areas are, and how improvements might be made. 

A fundamental goal of our project is to examine differences in the structure of the three CSP 
networks that comprise the core of the county's adult SMI delivery system. To do this, we 
need to know what these systems look like at various points in time. The starting point for our 
research is the period from October, 1995 to about January, 1996. Basically, we want to know 
which agencies were involved in the care and treatment of SMI adults in Pima County when the 
new CPSA system first began, which agencies were linked to one another, and Ln what ways. 
To find out this information, we need your help. 

We are asking you, or the person in your organization who is most familiar with adult mental 
health services, to read through and complete the brief enclosed survey. The survey is simple 
and requests that you indicate which agencies your organization was linked with, through either 
adult SML contracts or referrals, when the new CPSA system first started. We also would like 
to know what agencies your organization was linked to prior to implementatioa of the CPSA 
system (i.e. the ACCM-led system). 

If we receive RWJ funding, we will begin another, more extensive round of data collection 
(including personal interviews) toward the end of 1996, and then, about 15 months after that. 
All the data we collect on system structure and agency linkages will be compared with other 
data we will be collecting on costs, services provided, and client outcomes. In the end, we plan 
to leam whether the concepts of managed care can be applied successfully in a publicly funded 
system serving individuals with serious mental illness, how such a system is structured, and 
what the costs are. 
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We hope you are willing to help us in this important study. At this point, all we ask is that you 
please complete the brief enclosed survey and mail it back to us by June 28 in the envelope 
provided. If you prefer, you can fax it back to us at 621-4171. If you have any questions, 
please do not hesitate to call either Keith Provan (621-1950) or Brint Milward (621-7476). 
Thanks in advance for your help. 

Sincerely, 

Keith G. Provan 
Professor 

H. Brinton Milward 
Professor and Director 
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Code 
Links to Agencies Serving SMI Adults in Pima County 

We are interested in finding out which agencies in Pima County provide services to adults (age 18 
and older) with serious mental illness. Although these individuals are on the client rolls of CPSA 
and are served by one of the three provider networks (Carondelet, COPE, and LaFrontera), they are 
also served by many other health and human service agencies in the community. Listed below are 
all agencies in Pima County that we believe are involved in some way in the provision of services to 
adults with serious mental illness. 

Please go through the list and indicate (with a check •/ ) which agencies your organization was 
involved with for the provision of services to adult SMI clients during the first 3 or 4 months 
after the county's new behavioral health system first started, in October, 1995. Although your 
agency may have established "new relationships since then and/or dropped some old ones, we are 
trying to establish what the CPSA-funded mental health system look^ like during the first 3 or 4 
months after it was first started. So please think back about what involvement your organization had 
with each of the agencies listed at that time. If you had no involvement with an agency regarding 
adult SMI services, leave the space blank. 

We are especially interested in knowing about the type of involvement with each agency. Thus, if 
you were involved with another agency for provision of SMI services, please indicate whether this 
involvement occurred through service contracts with the agency or through referrals (either sent or 
received or both, but no contract). For service contracts, please indicate whether the contract put 
your organization (or the other agency) "at risk" (either full or shared risk) or was fee-for-service. 
You may interpret referrals somewhat loosely to include any routine sending and/or receiving of 
clients from one agency to another. 

In the last column, please check if you had any links (referrals or contracts) with the agency 
listed prior to implementation of the new system. At the end, please add any agencies we may 
have missed and indicate the types of links you had with these agencies. 

Your organization: 

TYPES OF LINKS - Oct. 95 to Jan. 96 Pre-Oct. 
(check •/the box if you had this link) 1995 Links 

AGENCIES Contracts 
("at risk" ) 

Contracts (fee-
for-srvc) 

Referrals 
Sent 

Referrals 
Received 

^ if a prior 
link 

Adaptive Living Institute 

AMISA 

ASH (Arizona State Hospital) 

Brewster Center 

Carondelet - St. Joseph's Hospital (Psych. Unit) 

Carondelet - St. Mary's Hospital (Psych. Unit) 
Casa de Experanza 

Casa de Vida 

City of Tucson, Dept. of Housing (Section 8) 
CODAC (STARS) 
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Contracts 
("at risk") 

Contracts 
(fee-for-srvc) 

Referrals 
Sent 

Referrals 
Received 

^ if a 
prior link 

C.O.P.E. 

Community Psych, and Educational Services (CPES) 
Community Rehabilitation Division, U of A 
CPES 

CPSA 

DES Adult Protective Services 

DES Vocational Rehabilitation 

Desert Survivors, Inc. 

Dorothy Kret & Assoc. 

El Rio 

Gateway LARC Alcoholism Centers, Inc. 

Goodwill Industries 

Help on Call Crisis Line (Information & Referral) 

H.O.P.E.. Inc. 

Intermountain Centers 

Kino Community Hospital 

Kord's Metro Service 

La Frontera Center 

La Hacienda 

Las Famillas 

Marana Health Center 

Our Place Clubhouse -• 

Palo Verde Hospital 

Pima County Attorney's Office (Civil Commitment) 

Pima County Jail 
Pima County Public Fiduciary 

Pima County Sheriffs Department 

Pima County Superior Court 

Primavera Foundation 

Project Home 

Project P.P.E.P. 

Salvation Army 

SAMHC 

St. Elizabeth of Hungary Clinic 

SCOPE 

Tetra Corporation 

Traveler's Aid Society 

Tucson Policc Department 

University Physicians Inc.- UMC Dept. of Psychiatry 

Please add any missing agencies below; 
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COVER LETTER FOR QUESTIONNAIRE MAJL-OUT 

N o v e m b e r 1 9 9 9  

Name 
Address 

Dear 

We would like to request your assistance as part of a research project we are conducting 
on the system of service delivery to adults with s erious mental illness (SMI) in Pima 
County. The project has been funded by the Aspen Institute through their Nonprofit 
Sector Research Fund and has received the full support of CPSA and each of the four At-
Risk Providers in the system — Carondolet, COD AC, Cope, and La Frontera. 

The project involves a study of the organization, management, and costs of the adult SMI 
service delivery system and how these activities have evolved under an "at-risk" system 
of managed care. We plan to collect data from ttie 50 or so health and human service 
agencies that provide a broad range of needed services to this client population (mental 
health, physical health, housing, vocational rehabilitation, recreation, legal/police, etc.). 
The research will center on the four primary provider networks that were created when 
CPSA first took over as the Regional Behavioral Health Authority for southern Arizona 
in 1995. The research is in part a follow-up studLy to one we conducted in early 1996. 
That study described the initial structure of the CPSA system and the relationships that 
existed across and within the four provider networks. We would be happy to provide you 
with a copy of the paper we wrote from that study. 

We, and the Aspen Institute, are interested in leai-ming how the nonprofit At-Risk 
Providers collaborate with one another and with the other agencies in the Pima County 
system, how they manage and govern their provider networks, and how they have learned 
to resolve the inevitable problems that arise in trying to manage a complex provider 
system under conditions of financial risk. We are especially interested in learning if 
financial risk has affected collaboration among the many provider agencies and if costs 
and services have been affected. CPSA will be providing us with access to its encounter 
data so that we will be able to have a better understanding of service mix and costs. 

To get the agency-level data we need, we are requesting your cooperation. Specifically, 
we would like you, or someone in your agency who is very familiar with the services 
your agency provides to adult SMI clients, to ag;ree to an interview with us and to 
complete the enclosed questionnaire. This questionnaire requests information on basic 
agency characteristics (types of services provided, budget, number of adult SMI clients 
served, etc.) as well as information on the links ^^our organization has maintained with 
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other agencies. Please complete as much of the questionnaire as possible prior to the 
interview. At that time, we will discuss the questionnaire with you and get your 
impressions about how well the system is working. The interview should take no more 
than one hour. 

As you may know, we have worked with many of the provider agencies in Pima County 
since the early 1990s. We have maintained good relations with these agencies and have 
always made a point to share our findings through papers and presentations, first at 
ADAPT, then at ACCM, and more recently, at CPSA. We will share the results of this 
new study with CPSA, the At-Risk Providers, and all other participating agencies as soon 
as the study is complete. As with our previous work, we will set up a meeting so that you 
and the other participants can review our preliminary findings and offer some 
recommendations that can benefit the system. We should have findings to report by late 
spring or early summer of the year 2000. 

One of us, or our research assistant, Ms. Kimberley Isett, will be contacting you by phone 
within the next week or so to arrange an interview with you and/or a key member of your 
staff who is most knowledgeable about the services your agency provides to adult SMI 
clients. Your agency need not be a primary provider of mental health services to be 
included — only an agency that serves this particular client group in one way or another. 

Thank you very much for considering this request. If either of us can provide any flirther 
information to you about the project or if you have any problems completing the 
questionnaire, please don't hesitate to call or email using the numbers listed below. In 
addition, if you have questions concerning your rights as a research subject, please call 
the University of Arizona Human Subjects Committee office at 626-6721. 

Sincerely, 

Keith G. Provan 
Professor and Principal Investigator 
Phone; 621-1950 

H. Brinton Milward 
Professor and Director 
Phone: 621-7476 

E-mail: kprovan@bpa.arizona.edu E-mail: bmilward@bpa.arizona.edu 
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«TitIe» «FirstName» «LastName» 
«Company» 
«Addressl» 
«Address2» 
«City», «State» «PostalCode» 

March 8, 2000 

Dear «Greet», 

I am writing to you today to request your assistance in completing a survey regarding the network of 
agencies providing services to adults with serious mental illness in Pima County. Our research team 
mailed your agency a copy of the survey in November 1999. Unfortunately, we have been unable to 
connect with you, or the appropriate staff member in your organization, to get the survey information 
returned. 

I have enclosed an additional copy of the survey instrument along with the original cover letter sent in 
November. At this point, if you cannot take the time, we are willing to forgo the interview portion of the 
data collection mentioned in the original letter. However, it is extremely important for our team to have 
survey data on all agencies in the system, in order to accurately portray the delivery of mental health 
services in Pima County. I have also included, for your convenience, a copy of a paper reporting our past 
research on this delivery system, to help you better understand the types of issues we are interested in 
studying. 

I hope you will join your colleagues in other agencies, most of whom have already met with us and 
completed the survey, by cooperating with our research efforts. The quality and completeness of our data 
is essential for developing a strong understanding of how the system has evolved over the past 5 years and 
how the system might be improved to help deliver health and human services to the adult SMI population 
in Pima County. 

We would very much like to have the data collection completed by March 31, 2000. If you believe that 
your agency should not have been included in this project, because you do not provide any type of 
services to any of the adult SMI individuals enrolled in the CPSA system please let us know, either by 
mail, phone (621-1950), or email (kpr0van@bpa.ari20na.edu). .A.lso, please let us know if you have any 
questions. 

Thank you very much. Your assistance in this project is greatly appreciated. 

Sincerely, 

Keith G. Provan H. Brinton Milward Kimberley R. Isett 
Project Director Associate Dean Research Associate 

mailto:kpr0van@bpa.ari20na.edu
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Your Organization: 

What is your position^ob title? 

General Information 

To start, please indicate the size of your agency for each 
category listed below. It is fine to estimate if exact 
figures are not available. 

1. What is the total number of fiill-time equivalent 
employees in your agency/organization? 

2. What is the total number of employees working at 
least half time on services or programs for adults with 
serious mental illness in your agency? 

3. Appro.ximately how many adult clients with serious 
mental illness does your agency serve on a "typical" 
day? 

4. What is the total number of clients of ̂  types your 
agency serves on a "typical" day? 

5. Approximately what percent of your adult SMI clients 
do you also treat for drugs and/or alcohol abuse? 

6. What was your agency's total budget in each of the 
past three fiscal years (i.e. for programs and services in 
all areas)? 

1997 1998 1999 
S $ S 

7. Appro.ximately what percentage of this total for 1999 
was devoted to the administration and delivery of 
services for adults with serious mental illness (SMI)? If 
you do not have exact figures, please provide the best 
estimate you can. 

1999 % 

8. Overall, how important would you say is the provision 
of services to adult SMI clients to the overall mission of 
your agency? Please use a scale ranging from 1 = very 
little importance, to 7 = great importance. 

Importance = (rate I to 7) 

Services Provided 

9. Following is a list of adult SMI services. Please go 
through the list and indicate those services that your 
organization has been providing to SMI adults over the 
past six months or so. If you provide services that are 
not listed, please indicate these in the "other" category. 
Please respond in the space to the left of each service 
listed by giving your best estimate as to the percent of 
your agency's total adult SMI resources devoted to that 
service area. The percent figures should add up to 100%. 

% A. Crisis Care (short-term emergency services 
£ind stabilization) 

% B. Inpatient Psychiatric Care (for more than 
24 hour stays) 

% C. Case Management (on-going assistance 
and coordination services for individual clients to help 
them gain access to and coordinate social, medical, 
residential, vocational, educational, legal, and other 
services provided by organizations other than yours) 

% D. Psycho-Social Rehabilitation (vocational 
counseling, training, building daily living skills, 
transitional emplovment, etc.) 

% E. Residential (services that support 
independent living and provide residential alternatives) 

% F. Clinical Maintenance (traditional clinical 
mental health services like counseling, medication, 
diagnostic/psychiatric evaluation, etc.) 

% G. Community Education, Referral, and/or 
Consumer Advocacy 

% H. Legal and Criminal Justice 

% I. Non-Psychiatric Medical (diagnosis, 
prescription, and treatment) 

% J. Substance Abuse (treatment & prevention) 

% K. Social Services (Processing entitlements 
(foodstamps, AHCCCS, etc.), and provision of basic 
needs (food, financial, transportation, recreation, etc.)) 

% L. Other Services (please list if necessary) 
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Links to Agencies Serving SMI Adults in Pima County 

10. Listed below are all agencies in Pima County that we believe are involved in some way in the provision of 
services to adults (age 18 and older) with serious mental illness. Although these individuals are on the 
client roles of CPS A and are served by one of the four at-risk provider networks (Carondelet, COPE, 
COD AC, and La Frontera), they are also served by many other health and human service agencies in the 
community. We would like to know what links or ties your agency maintains with the others on the list 
when serving these clients. 

We have listed four types of involvement your agency might have with other agencies for provision of adult 
SMI services. These include links through formal service contracts with another agency, through exchange 
of information only, or through referrals (either sent or received or both, but no formal contract). Referrals 
would include any routine sending and/or receiving of adult SMI clients from one agency to another. 
However, please focus only on referral activity that occurs with some regularity between your agency and 
the agency listed. 

Please go through the list and indicate (with a which agencies vour organization has been involved 
with for the provision of services to adult SMI clients over the past 6 months or so for each of the four 
types of relationships listed. If you had no involvement with an agency regarding adult SMI services, 
leave the space blank. 

In the last column, we would like you to rate the overall quality of your agency's working relationship with 
this other agency. Please circle the number that best reflects relationship quality using the following scale: 
I = poor relationship, 2 = fair relationship, 3 = good relationship, 4 = excellent relationship. Again, if you 
have no relationship with the agency regarding adult SMI services, simply leave the cell blank. At the end, 
please add any agencies we may have missed and indicate the types of links you had with these agencies. 

Tvoes of Links — oast 6 months 
(Check ^ the box if you had this link) 

Relationship 
Quality 

AGENCIES Scr>'ice 
Contracts 

Shared 
Information 

Referrals 
Sent 

Referrals 
Received 

(Please 
Circle) 

Adaptive Living Institute 12 3 4 
Alliance for the Mentally HI, Southern AZ (AMISA) 12 3 4 
Arizona State Hospital 12 3 4 
Brewster Center 12 3 4 
Carondelet {St. Mary's &/or St. Joseph's) 12 3 4 
Casa de Esperanza 12 3 4 
Casa de Vida 12 3 4 
City of Tucson, Department of Housing 12 3 4 
CODAC 12 3 4 
COPE 12 3 4 
Community Psych and Educational Svcs (CPES) 12 3 4 
Community Rehab. Division, U of A 12 3 4 
Community Partnership of Southern AZ (CPS A) 12 3 4 
Compass Health Care (includint? Gateway) 12 3 4 
DES Adult Protective Services 12 3 4 
DES Vocational Rehab 12 3 4 
Desert Survivors, Inc. 12 3 4 
Dorothy Kret & Associates 12 3 4 
El Rio 12 3 4 
Goodwill Industries 12 3 4 
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TVDCS of Links — oast 6 months 
(Check the box if you had this link") 

AGENCIES Contracts Shared 
Infomiatioa 

Referrals 
Sent 

Referrals 
Received 

Relatioaship 
Quality 

Help on Call Crisis Line 12 3 4 
HOPE, Inc. 12 3 4 
Intermountain Centers 12 3 4 
Kino Community Hospital 12 3 4 
Kord's Metro Service 12 3 4 
La Frontera 12 3 4 
La Hacienda 12 3 4 
Las Familias 12 3 4 
Marana Health Center 12 3 4 
Our Place Clubhouse/Coyote Task Force 12 3 4 
Palo Verde Hospital 12 3 4 
Pima County Attorney's Office 12 3 4 
Pima County Jail 12 3 4 
Pima County Public Fiduciary 12 3 4 
Pima County SheriflTs Office 12 3 4 
Pima County Superior Court 12 3 4 
PPEP Behavioral Health 12 3 4 
Primavera Foundation 12 3 4 
Proiect Home 12 3 4 
RISE (Recovery thru Integ., Support, & Emp.) 12 3 4 
Salvation Army 12 3 4 
Southern AZ Mental Health Corp. (SAMHC) 12 3 4 
St. Elizabeth of Hungary Clinic 12 3 4 
SCOPE 12 3 4 
Tucson Animal Assisted Psych. Assoc. (TAAPA) 12 3 4 
Tetra Corporation 12 3 4 
Traveler's Aid Society 12 3 4 
Tucson Police Department 12 3 4 
UMC, Dept. of PsychiatryAJPI 12 3 4 

Other Agencies: 

12 3 4 

12 3 4 

. 12 3 4 

12 3 4 

12 3 4 

12 3 4 
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Additional Involvement Information 

11. Now, please go back through your answers to the 
previous question and indicate which links have been 
most critical to your agency. To do this, circle the 
check marks you made for those links that you believe 
are especially important. Please circle no more than 
five (5) check marks for each type of involvement (i.e. 
the most important links for service contracts, referrals 
sent, etc.). 

12. The following is a list of potential reasons why you 
and your agency might normally choose to be involved 
with another agency for provision of services to SMI 
adult clients. Please go through the list and rate each 
one as to the importance of that reason. Circle the 
number that corresponds to your reason using the 
following scale; 

1 = almost never the reason for involvement 
2 = seldom the reason 
3 = sometimes the reason 
4 = often the reason 
5 = almost always the reason for involvement 

a. Personal fnendship I 2 3 4 5 
b. Reputation of the agency I 2 3 4 5 
c. Similar beliefs and 

methods of treatment 1 2 3 4 5 
d. Habit/tradition I 2 3 4 5 
e. Location I 2 3 4 5 
f. Service needs of clients I 2 3 4 5 
g- Required by mandate 1 2 3 4 5 
h. Contract requirements I 2 3 4 5 
i. Outside pressure 1 2 3 4 5 
i- To improve efiRciency 1 2 3 4 5 
k. Other: 1 2 3 4 5 

13. Because most agencies are involved with other 
organizations in one way or another, agencies must often 
consider these other organizations when making 
decisions. Please list up to six (6) organizations within 
the local community whose needs, goals, decisions, 
and/or expectations are generally taken into 
consideration by your agency when major decisions are 
made related to the services it provides to adults with 
serious mental illness. If you fee! that your agency's 
decisions about SMI services are affected by fewer than 
sbc other organizations, list only these. 

a. 

14. We would now like to know which agencies in the 
community you believe have professional norms, values, 
and methods that are most similar to yours in the ways in 
which they deal with adult SMI clients. These agencies 
do not need to be providing the same services your 
agency does. RatKer, they are agencies that may have 
professional staff with similar training to yours, similar 
SMI treatment philosophies, etc. Please list up to sLx 
such agencies. Use the list in question 10 if it helps. 

a. 
b. 
c. 
d. 
e. 
f. 

Ne.xt, we would like to get some information about the 
way the system/network for provision of services to SMI 
adults is managed and governed. 

15. Do you, or any members of your agency staff 
participate in regular meetings with and sponsored by 
CPSA? yes ^no 

16. If you answered 'yes,' how often are these meetings 
with CPSA staff generally held? times/month 

17. Do you, or any staff of your agency participate in 
regular meetings with any of the four At-Risk-Providers 
(not counting the CPSA sponsored meetings covered in 
the previous questions)? j-es no 

18. If you answered 'yes,' how often are these meetings 
generally held and with which ARP? 

times/month with Carondolet 
times/month with CODAC 

• times/month with COPE 
times/month with La Frontera 

19. Please list and/or describe any other mechanisms or 
approaches that have been used by CPSA and any of the 
four ARPs to manage and coordinate the relationships 
your agency maintains with other agencies regarding 
SMI services. List only those approaches that you 
believe have been especially useful and effective: 



20. Do you and your agency's staff generally believe 
that the overall management and governance of the 
adult SMI delivery system has improved or deteriorated 
since the CPSA system was implemented back in 1995? 
Please check one response: 

System management is much worse than before 
System management is somewhat worse than 

before 
System management is about the same as before 
System management is somewhat better than 

before 
System management is much better than before 
No opinion 

21. As you know, the CPSA system is based on 
priiicipals of managed care, which involves Snancial risk 
for the four main SMI provider agencies. Please go 
through the list below, and for each, indicate the e.xlent 
to which you believe that this at-risk system has affected 
your agency's adult SMI services and operations since 
the system's implementation in 1995. Circle the 
number that best matches your answer and use the 
following scale: 

1 — At-risk system has had a significant negative 
impact in this area 

2 — The impact has mostly been negative 
3 = The impact has been pretty much neutral 
4 = The impact has mostlv been positive 
5 = At-risk system has had a significant positive 

impact in this area 

a. Number of SMI services we offer I 2 3 4 5 
b. Number of SMI clients we 

can serve 1 2 3 4 5 
c. Quality of our SMI services I 2 3 4 5 
d. Controlling cost of SMI services 1 2 3 4 5 
e. Coordinating SMI caK with 

other agencies I 2 3 4 5 
f. Stabilizing the system of SMI care I 2 3 4 5 

Other areas (please list) 
g- 1 2 3 4 5 
h. 
i. 

1 
I 

2 
2 

3 
3 

4 
4 

5 
5 

h. 
i. 

1 
I 

2 
2 

3 
3 

4 
4 

5 
5 

THANK YOU VERY MUCH FOR YOUR 
COOPERATION. 
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Interview Guide for Aspen Study 

Agency name: Interviewee: j 

Date: Who completed the survey?: 

Explain the basic study (i.e. a study of SMI service delivery under conditions of managed 
care). 

Mention that the study is fully supported by CPS A and the 4 ARPs but it is not sponsored 
by them. It is funded by the Aspen Institute. 

Go over the questionnaire. 
Ask if there were any problem areas. 
Be sure the focus for most questions was on adult SN^ services. 
Look over entire survey to be sure aU questions were answered. 

- Look closely at QIO and 11 to be sure it looks OK (especially if nearly all agencies 
are checked or if no check marks are circled). 

Questions 
1. Description of the agency 

- , primary mission 
role of the agency regarding adult SMI population 

2. ACCM vs. CPSA 
Describe what you believe are the main differences between the ACCM system 
and the CPS A system. 
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3. Changes in CPS A. 
Has the CPS A. system changed much since it started in 1995? 
In what ways? 
Has this been good or bad? 
How have SMI client services and outcomes been affected? 

4. Relationships 
Describe your agency's relationship with CPS A and/or the 4 at-risk providers 
(Competitive? Cooperative? Good? Bad? Why?). 
What about your relationship with other providers? 
Are there certain things your agency does to facilitate collaboration with other 
agencies re: SMI services?^ 

5. Axe there certain groups of adult SMI individuals whose needs are generally not 
being met under the CPS A system? 

Ask for a list of board members and their organizational affiliation. 

Thank respondent and say we will let them know that we will present our results to CPSA 
and all respondent agencies by the summer. 



APPENDIX C 

OVERVIEW OF DATA 



Table C.l 
Descriptive and Attitudinal Data Descriptive Statistics 

istion# Variable N mean s.d. range max. 
1 Total # of Full Time Equivalent Employees in Agency 36 96.92 157.66 798 800 

2 # of employees at least 1/2 time serving SMI 37 21.69 43.11 184 184 

3 # SMI served on a typical day 35 49.73 62.56 280 280 

4 total # of all clients served on typical day 33 185.56 163.33 600 600 

5 % SMI clients treated for substance abuse 37 19.91 29.8 100 100 

6* Total budget FY 1997 28 38.52 43.85 168.3 169.5 

Total budget FY 1998 30 38.94 48.24 176.65 177.88 
Total Budget FY 1999 30 42.57 51.85 177.51 178.76 

7 % of total budget devoted to SMI services in 1999 32 31.48 33.85 100 100 

8 Overall importance of SMI service to organization 37 5.62 1.82 6 7 

9 % of SMI resources used for Service Categories 

a. Crisis Care 37 11.08 22.49 100 100 
b. Inpatient Psychiatric 37 4.46 11.98 60 60 

c. Case Management 37 12.74 17.94 70 70 



Question# Variable N mean s.d. range max. 
9 % of SMI resources used for Service Categories 

d. Psycho-Social Rehabilitation 37 17.08 32.96 100 100 

e. Residential 37 15.41 28.46 100 100 
f. Clinical Maintenance 37 n.65 23.26 85 85 
g. Community education 37 6.41 18.14 100 100 

h. Legal and Criminal Justice 37 6.66 20.8 100 100 

i. Non-Psychiatric Medical 37 1.05 , 3.05 13 13 

j. Substance Abuse 37 2.81 6.15 30 30 

k. Social Services 37 5.9 14.86 60 60 

1. Other 37 7.03 19.81 70 100 

12** Reason for Involvement 

a. Personal frienship 37 1.57 0.96 4 5 

b. Reputation of the Agency 37 3.35 1.16 4 5 

c. Similar beliefs and methods of treatment 37 3.14 1.36 4 5 

d. Habit/tradition 37 2.05 1.2 4 5 

e. Location 37 2.59 1.28 4 5 
£ Service needs of clients 37 4.68 0.75 4 5 

g. Required by mandate 37 2.89 1.52 4 5 

h. Contract requirements 37 3 1.51 4 5 

i, Outsinde pressure 37 1.51 0.8 3 4 
j. To improve efficiency 36 3.14 1.38 4 5 

4^ 
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Question# Variable N mean Sod. range max. 

13 Orgajiization's expectations taken into consideration 
when making major decisions 

# of citations 44 2.48 4.69 22 22 

14 Organizations with similar professional norms 

# of citations 44 2.14 3.22 12 12 

15 Participate in meetings with CPSA (1= yes, 0= no) 37 0.68 0.47 1 1 

16 Frequency of meetings with CPSA per month 23 2.27 2.32 9.7 10 

17 Participate in meetings with ARPs (1= yes, 0= no) 37 0.38 0.49 1 1 

18 Frequency of meetings with ARPs per month 

Carondelet 

CODAC 

COPE 

La Frontera 

14 

14 

14 

14 

1.59 

1.09 

1.61 

1.11 

1.89 

1.63 

1.83 

1.61 

4 

4 

5 

4 

4 

4 

5 

4 

19*** Mechanisms of Coordination used by CPSA 

20 Improvement of overall management of CPSA system 

1= system is much worse, 3= neutral, 5= system is 33 3.63 1.22 4 5 

lO 



Question# Variable N mean range max. 

21 CPSA impact on agency operations 
J= significant negative, 3= neutral, 5= significant 

positive 

a. # of services offered 35 2.6 1.09 4 5 

b. # of clients served 35 2.81 1.1 4 5 

c. Quality of services 35 3.03 1.07 4 5 

d. Controlling costs 34 3.09 , 1.14 4 5 

e. Coordinating care with other agencies 35 2.94 1.21 4 5 

f. Stabilizing system of care 35 3.14 1.33 4 5 

* Figures listed in 100,000 ' 

** Questions 10 and 11 were the networic portion of the survey. This data is described in detail In tables C.3 -C.6 

•••Question 19 omitted because of lack of responses 
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Table C.2 
Representative Quotations from Field Interviews, by Topic 

Topic Quotation . 
Cooperation "I believe the main difference [between ACCM and CPSA] is the 

formation of the networks. I am going to assume that was for partnering 
and collaboration so that the services could be enhanced and have more of 
a continuimx" 

"The brilliance of CPSA has been to coopt their providers better, it really 
did stop a lot of bickering." 

"This is a much better system in terms of maintaining social 
cohesiveness." 

"We know [other agencies] are competent in what they do. [Other 
agencies] know we are competent in what we do, so we respect each other 
and the contract works out." 

"There is a pretty good cooperative interplay between all of the agencies." 

"Most of the providers work well together, with some exceptions." 

"When you talk about coordinating internally within the networks, or 
coordinating externally between the networks, coordinating what? There 
just isn't much out there in terms of services to coordinate." 

"We work as closely as we can with the individual case manager or 
probation officer. That is really the key to [good relationships]. I can 
maintain good relationships with the people at the top, but it is really the 
stafp-to-staff piece." 

(continued) 
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Topic Quotation 
Cooperation "Among the CEOs, they like one more than the other. They have their 
(continued) preferences about which they rather do business with. But at the actual 

service level we are struggling over a transfer (that's what we usually 
struggle over), but at the same moment be dealing with them with another 
client's hospitalization. There's no overlap between one and the other. 
Wherever the tensions are id one area they just don't spill over into the 
other area at all." 

"We're operating for months and months and doing lots of business with 
[an agency] and then I'll overhear at a meeting that our CEO and their 
CEO said Aey would never do business. And the rest of us, we hear that 
and say 'Nonsense!' If they knew what it would mean if we no longer did 
business with them, so much would come apart. So we like to keep them 
ui the dark on these matters of importance." 

Information "Most of our relationships are good. What it depends on, the thing that 
Flow makes the most dijBference, is consistent communication with that agency. 

Providing them with knowledge of who we are and what we do." 

'It is very difficult to transmit information both vertically and 
horizontally. The weak-link is the transformation of information on both 
administrative issues as well as clinical information. It has to move 
swiftly, efficiently. There can be no obstacles because that will lead to 
tension, friction. This perception about the intention of others because 
there is always the fear that someone is trying to screw you. This can 
come out at any moment if the information flow is disturbed in any form 
or fashion. It is the thing that takes the most of my time -information 
flow." 

Personal 'T have a relationship with [Agency X]. But I have to tell you, because I 
Contacts know the person there in charge of the service is why I get good service. 

Nobody else does." 

"The people who are well liked and well received are able to get better 
services out there. It is just how it is." 

Competition "Competitive? No, we're not competitive. We are all under-funded and 
overenroUed. Everybody already has more than they can handle. There is 
no need to try and steal from the others. If they want more, we'd be 
happy to give them away." 

(continued) 
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Topic Quotation 
Competition "If there were cash cows, I think you would have seen more competition, 
(continued) But there are no cash cows." 

"There is a clear premise, even if implicit, on the part of the RBHA that 
they want balance maintained in the system. They don't want a 300 lb. 
Gorilla becoming an 800 lb. Gorilla. What you see, though, is others 
seeking certain providers out to work collaboratively while others have a 
more guarded, competitive perspective." 

System "The evolution in the &st couple of years was wild. It was what I like to 
Stability call anti-chaos." 

"It would, be very detrimental and ludicrous to change the system at this 
point." 

"The most stabilizing effect has been the award with CPS A stating that 
they have another 5 years of life." 

"I think the sense that it is being run like a business lends more credibility 
to the stability." 

"I think it has been a difficult process, but it is a pretty strong system right 
now." 

"This is the healthiest the system has felt." 

"The networks are probably not going to provide the level of services they 
[the clients] need." 

'T think CPS A has done a good bottom line thing. They have made it. 
But what's the price? What is the cost to the community?" 

(continued) 
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Topic Quotation 
System "CPSA is planning on RFPing the whole system out again next year. 
Stability after they win their bid. Some of us have concerns that this could serve 
(continued) to destabilize." 

"Most of the people that are doing it right now have been doing it at the 
community-based level for a long time. I think they are kind of used to 
doing things in an underfunded way. The community-based agencies are 
going to hang in there. They are going to weather it. They are going to 
weather it because they have always weathered it." 

Case ''You have people with inordinate size case loads that they were 
Management responsible for" 

'T see the same people over and over with the same complaint. And they 
are upset because they need to respond to a case manager they don't 
know. It is just one more thing that is frustrating for them" 

"So often the new people [case managers], they cant' see the forest 
through the trees. They are sitting there trying to put out fires and they're 
not thinking 'hey, if I get a person into an employment activity, I won't 
have so many fires down the road'. They can't think that far. There's 
too much happening on their plate right at that point in time to be 
anticipating doing the more long-range planning". 

"constantly failing to meet the mark and they have trouble deciding to I 
deal with emergency or do I regularize my charts. .. .1 believe it can be 
done and I keep trying to tell them it can be done especially if they get 
more procedural about the way they conduct their jobs and less crisis 
oriented, less random" 

"Our caseloads are going up all the time. I don't know if it's the increase 
in the population, the acuity of the patients, the lack of case 
management? It's probably more than one factor." 

"This whole system is upside down. The most important people in this 
system are the case manager. They are the most poorly paid, the least 
supported." 

'T think in order to keep track of your folks appropriately, the niunbers 
can't be as high as they are" 
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Topic Quotation 
Quality of "What you see is the people "getting treatment". Even if they are in the 
Services system, you wonder if they are getting treatment because you get them in 

and they are living in a pigsty with garbage everywhere. No one could 
possibly be visiting them there at their house..." 

"They [CPSA] claim that this is a state-of-the-art system and this is THE 
system... Some of the things they say just aren't true. It sounds good on 
paper, but individuals have a right to be treated with dignity and respect. 
Well, they really aren't. They don't live with dignity. It's just in 
theory." 

"drive through psychiatry" 

'Tn terms of your elderly folks who are SMI, in terms of having 
appropriate service delivery —you can forget it! That's a dream. Not a 
reaUty." 

"When there was ACCM, the system wasn't so fragmented. We would 
just have to call one case management site. Usually there was always a 
case manager available. The caseloads were lighter, there was an 
emergency person, and folks would get taken care of. Now, when we 
have suicidal individuals, we have to sit with them sometimes 5 hours 
before anybody from any of the networks will show up. So were end up 
doing far more critical case management interventions than we ever had 
to have done before." 

"You can't do everything for everybody, but you can do a lot of what 
most people need. This system has allowed us to do that" 

"Someone has to be responsive if there is a problem that isn't just going 
to come in, cuff them, and take them away" (regarding the usefulness of 
the RAP team) 

"What I see is patients that really are not getting quality treatment, in 
general. I am generalizing. I am not saying that the doctors and the 
people don't care, I thin they generally care. It's the way the system is 
set up. They do the best they can with the resources they have." 

(continued) 
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Topic Quotation 
Quality of "Ironically, right now [the person with the worst services] it's that poor 
Services son-of-a-gun who is sitting in front of the TV day in and day out smoking 
(continued) cigarettes and taking his medication and not doing anything else. This is 

the guy who is pretty stable who has nothing of a life but does not have 
symptoms flaring up because he is compliant enough with the 
medication, he does what we tell him. He goes home and is collecting 
disability, his rent is paid, no trouble staying and keeping a roof over his 
head, but his quality of life is atrocious. But these are the people who we 
would really have to go out and spend a lot of time with to engage, to 
persuade to come with us to one or two events at a clubhouse just to get a 
little bit more inside the mainstream. And there was a time when we 
could do that. When we could turn more of our attention to the standard 
-the classic SMI profile: the person who just stays at home, doesn't go 
outside, smokes cigarettes, drinks cofiFee all day, and watches TV. But 
frankly, when our case managers hear the 'John Smith is doing fine. He's 
still just sitting there watching TV but he says he's OK. He says he has 
what he needs.' My preference would be, isn't there more of a life for 
this guy? But am I going to try to tell a case manager who has 15 other 
messages on the phone right now waiting, sayiog 'I have an emergency', 
'I've been evicted', 'I need meds', 'I've got to move', the parents of 
someone who lives outin the desert hasn't seen him in two weeks-
what's going on with him?- so we have got to send out an APB. So, the 
guy sitting in front of the TV, smoking cigarettes is the last one we get to 
because he is not in crisis." 

Managed "The managed care model itself, creates clinical behavior on the part of 
Care psychiatrists, and case managers —not to mention administration -but 

really clinical behavior that is, in a sense, the most difficult, problematic 
patients cost a lot of money to the network. Cost a lot of time to the 
psychiatrist. Cost of lot of time and worry to the case manager. And the 
best way of dealing with it is getting the patient out of the system. That 
has now become something that is virtually institutionalized in the 
managed care system. This is, I think, exactly opposite of what the desire 
was with a capitated system for the seriously mentally ill. The idea was 
that the most ill people would be provided for better. But I think the 
reality is that the most problematic patients are actually — there is an 
incentive to get rid of them because they are so costly." 

^^cominue^ 
'Managed care in SMI is probably the right way to go' 
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Topic Quotation 
Managed "There is the threshold where you practice managed care and 
Care exclusionary delivery of care systems. Then your mission is to exclude 
(continued) people, not to include. There is a fine line you travel between managed 

care and exclusionary delivery health care systems... I think the system 
is set up to operate that way to show the rainmakers at the state level that 
they are a fiscally efficient entity and that they deserve another contract. 
Quality of service? That is always up for grabs. How do you define 
quality?" 

"Managed care is: you bid for a contract, you promise everything, you 
low-ball them, and you hope for the best. Do the best you can." 

"We are supposed to be doing this organized managed care kind of 
notion, it is much far adrift from that system. It is fimctioning much 
more like a public sector system where one organization is in charge and 
is running the show and tells everybody else what to do. You don't 
refiise the assignments... You need to vmderstand and come to terms with 
that notion or it will frustrate the hell out of you." 

"The incentive is, the way I perceive it, is to keep the client in the least 
expensive placement to, make bigger profits." 

"We are already skimming the red line of the ledger. But our CEO was 
very forcefiil and said if we are going to run this program - if we are not 
going to run it right, let's stop doing it -and if we are going to run it let's 
go ahead and beg, borrow, or steal some money from somewhere else 
and get another case manager." 

"Of course, the diagnosis follows the dollars. Nobody that works in this 
system does it because they want to deny healthcare to people. If you get 
someone that is a GMH client, they get nothing. It is really tragic. What 
is the difference between depression and major depression? Come on! 
Sure they do, but is simply a fimction of the fact that the system is so 
underfimded. If there were adequate services and adequate dollars for 
individuals who are general mental health services and addiction 
services, you wouldn't see that happening to the extent that it does." 

Financial 
Management 

" the safety of community is sacrificed for dollars" 
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Topic 
Financial 
Management 
(continued) 

Quotation 
"This carries over to all the networks. TTiere is no money, so it has to be 
about the dollar because if you don't maintain fiscal responsibility... but 
none of the networks have adequate services. None of them have 
adequate therapy for people." 

"The culture of the system has been shaped by dollars rather than 
programmatic inaovation. And is continually shaped by doUars -or the 
lack of. It doesn't necessarily bring out the best in people." 

"When someone else is assuming the risk, let's say ACCM is assuming 
the risk, I can advocate for all the client's needs and feel that I am staying 
true to what my position in the whole picture is. I am advocating for 
their needs, and I am putting together the relevant data to support my 
advocacy and so on. But over here, I know that all these things are 
needed and how expensive they are, and so we are making clinical 
decisions with financial ends in mind. The physicians are saying 'can I 
make a sound decision when I know that I am also paying for it.' When I 
am at risk can I cut comers financially and still make the right choices." 

" My philosophy is if I can just mind my own business and stay afloat, 
that will be good. There's a fine line between 'the least restrictive 
environment' and them [the patient] not functioning 

"I think there was some good heart in ACCM, but was fairly loosely run 
so that people got paranoid. They got upset. They got frustrated -and I 
think that was a problem. I think CPSA has really made an attempt to 
work the RBHA in a more efficient, financially sound manner. I think 
that is probably good for them. Possibly not good for the people who are 
not getting services. I think because the system is run more tightly now 
that has put some strain on the CSPs and it has made them be worried 
about their own pot of money. I think with ACCM money was falling 
fi-om the sky." 

" what happened was some of the agencies figured out how to do this, so 
now that has allowed us to move to an outcome focus. That will be 
where the next phase of the system looks to" 

" I am not happy that CPSA has been able to get away with a $19.2 
million reserve" 

(continued) 
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Topic Quotation 
Financial Financial stability allows providers to focus on quality "You are not 
Management reacting all the time [in the CPSA system]" 
(continued) 
Politics "One of the biggest messages of the whole system is the issue of how 

politics and political decisions have influenced, transformed, and 
basically played the ruling hand in throughout. The whole history of the 
mental health system in Arizona is replete with examples. AN example 
of this: Ed Moore was attacking Kino Hospital, and specifically was 
attacking Jose Santiago. What he wanted to do was to audit Jose 
Santiago's books. Jose did not feel this was an acceptable thing and he 
resigned. This was an amazing thing because he was the person who 
created the department of psychiatry in 1977, and he resigned because of 
this sort of political challenge -the gaimtlet that was thrown down by Ed 
Moore about looking at the books. What happened after that was that a 
deal was arranged between the Board of Supervisors, with Greg Lunt, I 
believe, was the Chairman of the Board at that time, Elinor Schorr, who 
was a personal Mend of Jose Santiago and the head of AMISA -and, at 
that time, a legislator in Phoenix, and the Department of Health Services 
to send all of the money that had gone to Jose Santiago at Kino Hospital 
up to Phoenix. And Phoenix, the Department of Health Services, would 
in turn, send it back down to Tucson and in create a new organization 
called ACCM (Arizona Center for Clinical Management). And the 
medical director of ACCM was to be Jose Santiago. That was all part of 
the deal. I stiU find that completely amazing.. .The new system was bom 
in complete chaos." 

"ACCM was a victim in the learning process for everybody overall" 

ACCM " was asked to have ACCM apply for the bid [against ADAPT] 
because there were people who wanted to see ADAPT lose the contract" 

"We were sort of the stepchildren in the system since we were unable to 
contract directly with CPSA. It puts us in an awkward position to call 
attention to the deficits without having any connection to CPSA. We 
were sort of the squeaky wheel, so they got tired of hearing the squeaky 
wheel -that's what I think." 
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Topic QiMotation 
Politics 'T will be candid about it. There is a good old boy network in existence, 
(continued) Or good old girl, sometimes. Sonne people are allowed to play in the 

system and some are not. It is sinaply because of the politics." 

"you know you are being compared, so you don't want to be the bottom 
of the class" 

System "This town is very interesting because I've been in mental health for 20 
Entrenchment years _ started at Kino doing case work. You do work a lot on your own 

reputation. That I know hasn't changed any. Which is why in this 
position I am able to operate very well within my different capacity, but 
different capacities. The people vwho are well liked and well received 
are able, to get better services out there. It is just how it is. I always 
thought that was an interesting dyMiamic and always known it existed 
here. That I as a case manager comild go to AGENCY X and get my 
clients into a service quicker becamise I have a relationship with the 
intake worker." 

"This system is very incestuous. 'You have to be very careful in mental 
health not to piss anyone off becauise they could be your boss next." 

"I have a relationship with AGElsTCY X. But I have to tell you, because 
I know the person there in charge of the service, is why I get good 
service —nobody else does. I am calling someone I used to work with 
and they want a relationship with |{my agency]. I am not going to lead 
anyone down a path of why I am getting what I need from them." 

This is an exclusionary system[foir providers]. The glass ceiling still 
exists in our system. I think that Ls a treatment issue. As clinicians, we 
can not take our clients past our O'wn point of growth. When you are 
implementing and designing a system of care you have to take those 
social issues on. Those are the things that trickle down to the patient 
population that you are dealing with. 

"I have old, old, relationships witlh people in this system. That is how I 
got here, in this position" 

'Tt is a good old boys network" 
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Topic Quotation 
Bureaucracy "It is always a struggle because it is a big bureaucracy the really 

provides nothing except for a pass through of dollars. So there is always 
that impetus for it to grow and do more monitoring and watch and send 
more monitors out. So there is more of that than is necessary, but it 
hasn't reached a critical mass where the providers would rise up and 
slap them down" 

"certain individuals are shifted back and forth from SMI and GMH" 

"It is a running battle to get people properly diagnosed to qualify them. 
A running battle." 

"I have gone to some pretty great lengths to get someone into the system 
-even those people I know have already been in the system. This 
includes going to individuals that I know and asking them to do things 
that they really shouldn't be doing to try to get somebody back into they 
system who need services and I don't have any other way." 

Transfers: The member will make a request. It will go directly from the 
departing agency to the agency the client wants to go to. My response is 
always that I can not take them, I am overwhelmed. I know that I am 
actually going to be forced to take the transfer, and the other agency 
knows I am going to be forced to take it. So what they do is send it to 
CPSA and say I refused to take this client, so you have to step in and 
intervene. And then CPSA sends it to me and basically says you have to 
take it. (My only hope in doing this is to aggravate them so much that I 
make a point long-term) 

CPSA '1 think they've done a great job. ... In general their systems have been 
fair and reasonable and they've place most of the responsibility for the 
system at the network level." 

"They do audit you endlessly, to tell you the truth" 

"CPSA still pays lip service to algorithm notion [of ARP assignment]. 
But clients are frequently assigned outside the algorithm based upon 
preference or previous assignment, or thinking a client would be better 
with us." 

(continued) 
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Topic Quotation 
CPSA My question to [CPS A] was 'Are they in the business of providing 
(continued) behavioral health to the community? Or are they in the business of 

rescuing financially at-risk networks? 

"CPSA takes absolutely no responsibility for what the providers are 
doing" 

I think that basically AMISA has been bought off by CPSA. AMISA 
used to be an advocacy group. They used to really advocate the clients. 
That has really changed. I rarely see any advocacy on the part of 
AMISA. They now are very tied into CPSA in a number of different 
ways. I think they have completely changed. Another group, by the 
way, who used to advocate for clients and has completely disappeared is 
the Center for Law in the Public Interest. They were big. They are just 
gone. 
"I feel a Uttle bit more secure that it is being run more soundly as a 
business. So from that standpoint yes. But at What expense? That is a 
whole other issue. At the expense of case management salaries? I don't 
know. At the expense of limiting expenditures on consumers to X 
amount of dollars a month? I don't know how that all works. As a 
community program, I.think the sense that it is being run like a business 
lends more credibility to the stability." 

"You have to really go after them [providers] and then CPSA will get 
uivolved, but it is more of a covering feel" 

CPSA's job is always a little bit more than anyone can be reasonable 
expected to handle because they are beholden to ADHS and then they 
have to keep aU of us fairly sane and well-fed and happy. I do not get 
the impression it is any easier for them than it was 

" Looking at the evolution of the system since before Adapt to PAC, it 
was like being in the third grade. We have come a long way in creating 
sophisticated, accountable systems." 

"SMI has been a dog from the start" (in reference to the consistency of 
losing money on the program) 

" Neal Cash has been wonderful since he has been in that job" 
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Topic Quotation 
CPSA "So you didn't collect data when ACCM was a RBHA? That's too bad, 
(continued) it was sort of like the dark ages for all of us." 

"There was a point there when ACCM collapsed and CPSA was taking 
over when you couldn't get a referral. The way they did this was they 
took people who had had the same psychiatrist and case managers for a 
fairly long length of time, and they had established relationships. Then 
they said, 'here's your caseload. Let's deal them like a deck of cards. A 
goes to La Frontera, B goes to Carondelet, C goes to COPE. Well, the 
dislocation of people was great. That was terrible. If you wanted or 
needed a referral, you didn't know who to call because all the case 
managers were gone and all new ones came in". 

"We end up having to go into CPSA to have some of the resolution of 
some of the grievances of some of the problems, service delivery 
problems anyway. So I am not real sure how the CSP system is better 
than the umbrella system that ACCM had." 

'T)uring that time when it went from ACCM to CPSA, the clients didn't 
have anyone in their lives stable to deal with" 

"I think previously making the decisions at more of a base level of the 
person that is interacting, as opposed to at the administrative level, 
creates better care for the individual. " (in support of ACCM) 



Table C.3 
1996 Non-Confirmed (Raw) Network Descriptive Statistics 

,Link Type n Density Degree Centrality Betweenness Centrality 
mean s.d. range max. mean s.d. range max. 

Contracts 204 0.082 4.862 4.654 17 17 34.262 71.103 280.108 280.108 

Referrals Sent 670 0.23 15.953 8.942 37 40 , 27.279 49.549 237.774 237.774 

Referrals Received 588 0.204 14 9.107 35 37 29.651 52.771 242.388 242.388 

N = 42 

to 

o 



Table C.4 
1996 Confirmed Network Descriptive Statistics 

, Link Type n Density Degree Centrality Betweenness Centrality 
mean s.d. range max. mean s.d. range max. 

Contracts 84 0.049 2 2.82 13 13 8.786 23.338 121.7 121.7 

Referrals 222 0.086 5.381 5.278 17 17 . 22.143 47.346 258.394 258.394 

All 282 0.125 6.714 5.977 23 23 32.786 65.883 261.07 261.07 

N = 42 

to 



Table C.5 
1999 Non-Confirmed (Raw) Network Descriptive Statistics 

, Link Type n Density 

Contracts 230 0.092 

Shared Information 946 0.378 

Referrals Sent 858 0.295 

Referrals Received 716 0.242 

N = 44 

Degree Centrality 
mean s.d. range max. 
5.227 5.217 19 19 

21.5 9.543 36 43 

19.5 9.099 34 39 

16.273 9.119 34 36 

Betweenness Centrality 
mean s.d. range max. 
33.932 60.079 247.627 247.627 

24.205 42.421 192.56 192.56 

26.955 42.706 179.978 179.978 

30.523 56.577 261.911 261.911 

to 
-J (O 
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Table C.6 
1999 Confirmed Network Descriptive Statistics 

, Link Type n Density Degree Centrality Betweenness Centrality 
mean s.d. range max. mean s.d. range max. 

Contracts 118 0.062 2.682 3.547 14 14 11.341 24.417 96.881 96.881 

Shared Information 486 0.257 11.045 8.118 32 32 14.25 30.618 150.988 150.988 

Referrals 366 0.133 8.318 6.745 30 30 32.091 69.137 322.148 322.148 

All 0.16 9.091 6.865 32 32 39.75 86.509 450.515 450.515 

N = 44 

to 
U) 
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Table C.7 
Provider Acronyms and Service Emphasis* 

Agency Name Acronym Service Emphasis 
Adaptive Living Institute ali maintenance 
Adult Protective Services aps crisis 
Alliance for the Mentally 111, Southern Arizona amisa community 
Arizona State Hospital ash inpatient 
Brewster Center brew crisis 
Carondelet Hospitals car at-risk provider 
Cases de Esperanza cde maintenance 
Codac Behavioral Health codac at-risk provider 
Community Partnership of Southern Arizona cpsa regional authority 
Community Psych and Educational Services cpes residential 
Community Rehabilitation Division crd rehabilitation 
Compass Healthcare comp substance abuse 
Cope, Inc. cope at-risk provider 
Dorothy Kret and Associates dka rehabilitation 
El Rio Community Hospital rio maintenance 
Goodwill Industries good rehabilitation 
Help on Call Crisis Line help crisis 
Hope, Inc. hope residential 
Intermountain Centers imtn residential 
Kino Community Hospital kino inpatient 
Kords Ambulance Service kord other 
La Frontera Center Ifc at-risk provider 
La Hacienda/Devereaux hac residential 
La Primavera Services prim residential 
Las Familias fam maintenance 
Marana Health Center mar case management 
Our Place Clubhouse/Coyote Task Force opc rehabilitation 
Palo Verde Hospital pvh maintenance 
Pima County Attorneys Office pcao legal 
Pima County Jail pcj legal 
Pima County Public Fiduciary pcpf case management 
Pima County Sheriffs OfSce peso legal 
Pima County Superior Court pcsc legal 
PPEP Behavioral Health ppep maintenance 
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Agency Name Acronym Service Emphasis 
Project Home . home social services 
RISE rise rehabilitation 
Scope scope social services 
Southern Arizona Mental Health Corporation samhc crisis 
St. Elizabeth of Hungary Hospital sliz maintenance 
TAAPA taapa rehabilitation 
Tetra Corporation tetra rehabilitation 
Travelers Aid Society trav residential 
Tucson Department of Housing tdh residential 
Tucson Police Deprtment tpd legal 
University Medical Center umc inpatient 
Vocational Rehabilitation vocr rehabilitation 

* Service emphasis determined from responses to Question 9 
on survey instrument, knowledge of agency, and field interview data. 
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APPENDIX D 

DATA CODING 
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General Information 

1. What is the total nvimber of filll-time equivalent employees in your 
agency/organization? 

• Raw number reported was used 

2. What is the total number of employees working at least half time on services or 
programs for adults with serious mental iUness in your agency? 

• Raw number reported was used 

3. Approximately how many adult clients with serious mental illness does your agency 
serve on a "typical" day? 

• Raw number reported was used 

4. What is the total number of clients of aU types your agency serves on a "typical" 
day? 

• Raw number reported was used 

5. Approximately what percent of your adult SMI clients do you also treat for drug 
and/or alcohol abuse? 

• Raw number reported was used 

6. What was your agency's total budget in each of the past three fiscal years (i.e. for 
programs and services in all areas)? 

• Raw numbers reported were used 

7. Approximately what percentage of this total for 1999 was devoted to the 
administration and delivery of services for adults with serious mental illness (SMI)? 
If you do not have exact figures, please provide the best estimate you can. 

• Percentage reported was used 

8. Overall, how important would you say is the provision of services to adult SMI 
clients to the overall mission of your agency? Please use a scale ranging fi-om 1 = 
very little importance, to 7 = great importance. 

• Rating reported was used 
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9. Following is a list of adult SMI services. Please go through the list and indicate those 
services that your organization has been providing to SMI adults over the past six 
months or so. If you provide services that are not listed, please indicate these in the 
"other" category. Please respond in the space to the left of each service listed by 
giving your best estimate as to the percent of your agency's total adult SMI resources 
devoted to that service area. The percent figures should add up to 100%. 

• In most cases the percentages reported were coded. However, two possible 
adjustments were made to some of the surveys. 

• In some cases, services reported in the "other" category should have 
been reported in an existing category. The percentages reported were 
reallocated to the appropriate category. 

• In some cases, the percentages listed summed to more than 100%. The 
reported figures were normed to a 100% scale, maintaining the 
original proportions reported. 

10. Links to Agencies Serving SMI Adults in Pima County 

• This question is the network portion of the survey. The coding process for 
this question is detailed in Chapter Three: Methodology. 

11. Now, please go back through your answers to the previous question and indicate 
which links have been most critical to your agency. To do this, circle the check 
marks you made for those links that you believe are especially important. Please 
circle no more than five (5) checkmarks for each type of involvement (i.e. the most 
important links for the service contracts, referrals sent, etc.). 

• The responses to this question have not been coded. 

12. The following is a list of potential reasons why you and your agency might normally 
choose to be involved with another agency for provision of services to SMI adult 
clients. Please go through the list and rate each one as to the importance of that 
reason. Circle the munber that corresponds to your reason using the following scale: 

1 = almost never the reason for involvement 
2 = seldom the reason 
3 = sometimes the reason 
4 = often the reason 
5 = almost always the reason for involvement 

• The likert scale response circled was coded 

13. Because most agencies are involved with other organizations in one way or another, 
agencies must often consider these other organizations when making decisions. 
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Please list up to six (6) organizations within the local community whose needs, goals, 
decisions, and/or expectations are generally taken into consideration by your agency 
when major decisions are made related to the services it provides to adults with 
serious mental illness. If you feel that your agency's decisions about SML services 
are affected by fewer than six other organizations, list only these. 

• A matrix was made to record the responses of this question. Respondents 
were placed on the vertical axis and all agencies in the network were listed on 
the horizontal axis. A "1" was scored in the respondent's row in the colimm 
pertaining to the named organization(s). This enables the analysis of which 
agencies named what other agencies, as well as how many times each agency 
was named. 

14. We would now like to know which agencies in the community you believe have 
professional norms, values, and methods that are most similar to yours in the ways in 
which they deal with adult SMI clients. These agencies do not need to be providing 
the same services your agency does. Rather, they are agencies that may have 
professional staff with similar training to yours, similar SMI treatment philosophies, 
etc. Please list up to six such agencies. Use the list in question 10 if it helps. 

• A matrix was made to record the responses of this question. Respondents 
were placed on the vertical axis and all agencies in the network were listed on 
the horizontal axis. A "1" was scored in the respondent's row in the column 
pertaining to the named organization(s). This enables the analysis of which 
agencies named what other agencies, as well as how many times each agency 
was named. 

15. Do you, or any members of your agency staff participate in regular meetings with 
and sponsored by CPSA? Yes, No 

• A "1" was scored if the response was "yes", a "0" was scored if the response 
was "no" 

16. If you answered "yes", how often are these meetings with CPSA staff generally 
held? Times/month 

• Many of the providers responded in terms of times per year. These responses 
were divided by 12 so that the metric of times/month was obtained. The 
monthly total was recorded. 
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17. Do you, or any staff of your agency participate in regular meetings with any of the 
four At-Risk-Providers (not counting CPSA sponsored meetings covered in the 
previous questions)? Yes, No 

• A "1" was scored if the response was "yes", a "0" was scored if the response 
was "no" 

18. If you answered "yes", how often are these meetings generally held and with which 
ARP? 

• Many of the providers responded in terms of times per year. These responses 
were divided by 12 so that the metric of times/month was obtained. The 
monthly total was recorded for each At-Risk-Provider. 

19. Please list and/or describe any other mechanisms or approaches that have been used 
by CPSA and any of the four ARPs to manage and coordinate the relationships your 
agency maintains with other agencies regarding SMI services. List only those 
approaches that you believe have been especially useful and effective. 

• Most providers skipped this question. The responses that were given have not 
been coded. 

20. Do you and your agency's staff generally believe that the overall management and 
governance of the adult SMI delivery system has improved or deteriorated since the 
CPSA system was implemented back in 1995? Please check one response: 

• A "1" was coded for the response "System management is much worse than 
before" 

• A "2" was coded for the response "System management is somewhat worse 
than before" 

• A "3" was coded for the response "System management is about the same as 
before" 

• A "4" was coded for the response "System management is somewhat better 
than before" 

• A "5" was coded for the response "System management is much better than 
before" 

• A "6" was coded for the response "No opinion" 
• This response was recoded as a null value when statistics were run so 

as not to skew the results with a high score (6) or a low score (0). 
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21. As you know, the CPS A system is based on principles of managed care, which 
involves financial risk for the four main SMI provider agencies. Please go through 
the list below, and for each, indicate the extent to which you believe that this at-risk 
system has affected your agency's adult SMI services and operations since the 
system's implementation in 1995. Circle the number that best matches your answer 
and use the following scale: 

1 = At-risk system has had a significant negative impact in this area 
2 = The impact has mostly been negative 
3 = The impact has been pretty much neutral 
4 = The impact has mostly been positive 
5 = At-risk system has had a significant positive impact in this area 

• The likert scale response circled was coded 
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Table E.l 
Characteristics of the Four At-Risk Providers - 1996 and 1999 

At-Risk Provider 

Assigned 
SMI 

Clients 

1996 

Actual Number of 
SMI Clients 

Served 

1996 1999 

SMI Funding* 

1996** 1999 

SMI Service Focus 

Carondelet 1,000 1265 1411 $4,193,969 $5,336,568 Out-patient Therapy 

Codac 250 334 436 $446,460 $1,333,650 
Community Mental 
Health Treatment 

Cope, Inc. 1200 1418 1608 $5,032,764 $6,403,882 Behavioral Rehabilitation 

La Frontera Center 1150 1459 1595 $5,405,698 $6,137,545 
Comprehensive Community 

Mental Health Center 

Totals 3600 4476 5050 
$15,098,891 

($3373/client) 
$19,211,645 

($3804/client) 

* Funding Based on case rate data 

** Fiscal Year 1996 was only 9 months long. Reported figures are extrapolated to 12 months. 
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Table E.2 
Characteristics of the Average Agency 

Mean Standard Deviation Min Max 
Total # PTEs 96.92 157.66 2 800 
# SMI Employees (>= half-time) 21.69 43.11 0 184 
# SMI clients per day 49.73 62.56 0 280 
# All Clients per day 185.56 163.33 0 600 
% SMI treated for SA 19.91 29.80 0 100 
% budget devoted to SMI 31.48 33.85 0 100 
Importance of SMI to agency* 5.62 1.82 1 7 

N = 39 

* scale ranging from 1= very little importance, to 7 = great importance 



Table E.3 

Types of Services Provided to SMI Adults 

# Agencies with 
# Agencies significant Proportion of overall 
providing service service emphasis for all 

each service emphasis* agencies 

Crisis Care 19 12 10.84 

Inpatient Psychiatric Care 8 5 4.36 
Case Management 19 15 12.45 
Psycho-Social Rehabilitation 16 9 16.70 

Residential 14 12 15.06 

Clinical Maintenance 11 . 10 11.39 
Community Education/Advocacy 17 5 6.27 
Legal and Criminal Justice 10 4 6.51 
Non-Psychiatric Medical 8 3 1.03 
Substance Abuse 12 6 2.75 
Social Services 15 6 5.77 

Other 6 6 6.87 

Mean 12.92 7.75 

Average # of categories reported by each agency 4.03 
Average # of critical categories reported by each agenc 2.44 

N = 39 
* Significant service emphasis defined as at least 10% of total resources expended in category 
** Proportions are determined by the cumulative percentages reported by each agency in each 
category to the total of all percentages. 



Table E.4 

Influence and Relationship Quality 

Average 
Influence Relationship 

Agency Acronym Frequency Quality 

Arizona State Hospital ASH 2 2.32 

Carondelet (St. Mary's &/or St. Joseph's) CAR •14 3.38 

CODAC CODAC 9 3.13 
Community Partnership of Southern Arizona CPSA 22 3.52 
Community Psych and Educational Services CPES 0 3.56 

COPE COPE 12 3.00 
DES Vocational Rebilitation VOCR 5 3.32 
Kino Community Hospital KINO 5 2.96 
La Frontera Center LFC 14 3.29 
Southem Arizona Mental Health Corporation SAMHC 5 3.14 

Mean 2.5 3.17 

Max 22 (CPSA) 3.56 (CPES) 

Min 0 2.32 (ASH) 

N=44 



Table E.5 
Agency Attitudes Toward CPS A Management of SMI System 

Response Score Frequency Agency Percentage 
Much worse 1 3 6.8 
Somewhat worse 2 3 6.8 
Same 3 5 11.4 
Somewhat better 4 14 31.8 
Much better 5 8 18.2 
No response 11 25 

System Average 3.6364 

N = 33 



Table E.6 
Impact of Managed Care System on Adult SMI Services 

Mean Standard Deviation 
# of Services Offered 2.60 1.09 
# of SMI served 2.83 1.10 
Quality of SMI Services 3.03 1.07 
Cost control of SMI Services 3.09 1.14 
Coordination of SMI Care 2.94 1.21 
SMI System Stability 3.14 1.33 

Overall Scale 2.95 0.2017 
Overall Correlation (Cronbach's Alpha) 0.8717 

N = 34 

Response Scale: 
1 = significant negative impact 
2 = mostly negative impact 
3= neutral impact 
4 = mostly positive impact 
5= significant positive impact 
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Table E.7 

Comparative Statistics for the Four At-Risk Provider 
(ARP) Networks — 1996 and 1999 

Comparative Statistics for the Four At Risk Provider 
(ARP) Netwrorks -1996 and 1999 

Links 
ARP and Network 
Measures 

Contracts 

1996 1999 

Referrals 

1996 1999 

Combined 

1996 1999 

Sharec 
Informat 

1999 

Carondelet 
Number of Agencies 
Linked to the ARP 8 12 9 21 16 23 13 

ARP Density .195 .279' .220 .488 .390 .535 .302 

Within-network Density .417 .308 .444 .279 .276 .295 .725 

CODAC 
Number of Agencies 
Linked to the ARP 6 9 6 17 11 19 29 

ARP Density .146 .209 .146 .395 .268 .442 .674 

Within-network Density .619 .489 .333 .359 .409 .371 .448 

COPE 
Number of Agencies 
Linked to the ARP 

; 

9 13 14 24 21 27 27 

ARP Density | 
1 

.220 .302 -.341 .558 .512 .628 .628 

Within-network Density .311 .396 .267 .268 .242 .265 .479 

La Frontera Center 
Number of Agencies 
Linked to the ARP 13 14 17 30 23 32 32 

ARP Density .317 .326 .415 .698 .561 .744 .774 

Within-network Density .308 .343 .261 .226 .226 .232 .383 
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Table E.8 
Linkages and Multiplexity Scores for the Four At-Risk Provider 

(ARP) Networks -1996 and 1999 

At-Risk Provider Carondeiet COP AC Cope, Inc. La Frontera 

Carondelet 
Number of Links 13 3 

CODAC 
Number of Links 1 2 3 

Cope, Inc. 
Number of Links 0 1 3 

La Frontera 
Center 
Number of Links 2 11 

Upper half of matrix (in bold) = ARP to ARP links in 1999 
Lower half of matrix = ARP to ARP links in 1996 



Table E.9 

Comparison of Relative and Total Costs of SMI Treatment 

Using 1996 to 1999 Service Encounter Data 

Service Category 1996 1997 1998 1999 

Percent Change 

1996 to 1999 

Inpatient 5.40% 3.70% 4.20% 3.30% -38.90% 

Medication 16.80% 21% 22.80% 23.70% 41.10% 

Case Management 37.40% 37.40%' 40.10% 32.20% -13.90% 

Behavior Management 27.40% 27.30% 23% 31.80% 16.10% 

Total Encounter Costs $18,670,000 $20,250,000 $22,870,000 $27,780,000 48.80% 

* Annualized costs- CPS A system in operation for only 9 months in FY 1996 



Table E.IO 

Multiplexity Scores for the Four At-Risk Provider 
(ARP) Networks - 1996 and 1999 

ARP-Network ARP - ARP 
Multiplexity Multiplexity 

At-Risk Provider 1996 1999 1996 1999 
Carondelet 1.313 2.000 1.500 2.333 

COD AC 1.091 1.579 1.000 1.000 

Cope, Inc. 1.333 2.185 1.000 2.667 

La Frontera Center 1.522 1.902 1.333 3.000 



Table E.ll 
Comparison of Total Costs Per Year for SMI Treatment 

of Samples of Three Client Groups 

1994-1995 Percent Change 
Client Group (fce-for-servicc) 1995-1996 1997-1998 1998-1999 1995 to 1999 

Low Cost (n=13) $2,760 $4,945 $5,355 $4,200 52.20% 

Mid-Cost (n=13) $15,000 $9,775 $18,900 $17,000 13.30% 

Hugh Cost (n=27) $63,600 $36,800 $25,200 $31,000 -51.30% 

Note: No data were available for the 1996-1997 year. The three periods from 1995 to 1999 
were all under a system of managed care. 



Figure E.l 

Quality Management Performance Profile 
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Figure E.2 

Contract and Referral Links to ARPs 
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Figure E.3 

Contract and Referral Links to ARPs - 1999 
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Figure E.4 
Level of Connectedness to At-Risk Provider CODAC -1999 
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Figure E.5 
Level of Connectedness to At-Risk Provider La Frontera Center -1999 
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Figure E.6 
Level of Connectedness to At-Risk Provider Cope, Inc. -1999 
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Figure E.7 
Level of Connectedness to At-Risk Provider Carondelet -1999 

ppep 
cde 

tdh 

brew pcsc 

peso 

prim 

ash 

home 

all 

hope 

umc 

dka 

no 
good 

rise tpd O O 



301 

REFERENCES 

Aiken, M. and J. Hage. 1968. Organizational Interdependence and Intraorganizational 
Structure. American Sociological Review. 33:912-930. 

Akerlof, G.A. 1970. The Market for 'Lemons': Quality Uncertainty and the Market 
Mechanism. Quarterly Journal of Economics. 488-500. 

Alchian, A. and H. Demsetz. 1972. Production, Information Costs, and Economic 
Organization. American Economic Review 62: 777-95. 

Alter, C. and J. Hage. 1993. Organizations Working Together. Newbury Park: Sage. 

Anderson, et al. 1996. Managed Behavioral Health Care Services.. In The Managed 
Health Care Handbook 3 ed. P.R. Kongstvedt (ed). Gaithersburg, MD: Aspen. 
341-366. 

Axelrod, R. 1984. The Evolution of Cooperation. New York: Basic Books. 

Axelrod, R. 1981. The Emergence of Cooperation Among Egoists. American Political 
Science Review 75:306-318. 

Banaszak-Holl, J., S. Allen, V. Mor, and T. Schott. 1998. Organizational Characteristics 
Associated with Agency Position in Commxmity Care Networks. Journal of 
Health and Social Behavior. 39: 368-385. 

Bendor, J. 1988. Formal Models of Bureaucracy. British Journal of Political Science 
18: 353-395. 

Bickman, L. 1996. Implications of a Children's Mental Health Managed Care 
Demonstration Evaluation. Journal of Mental Health Administration. 23: 107-
117. 

Boorman, S.A. and H.C. White. 1976. Social Structures from Multiple Networks: II. 
Role Structures. American Journal of Sociology 81: 1384-1446. 

Borgatti, S. P., M. G. Everett, and L. C. Freeman. 1999. UCINET V. Columbia: 
Analytic Technology. 

Breiger, R.L. 1974. The Duality of Persons and Groups. Social Forces 53: 1^1-190. 

Breiger, R.L. and P.E. Pattison. 1986. Cululated Social Roles: The Duality of Persons 
and their Algebras. Social Networks 8:215-256. 



302 

Breiger, R.L. and P.E. Pattison. 1983. The Joint Role Structure of Two Communities' 
Elites. In Applied Network Analysis: A Methodological Introduction. R.S. Burt 
and M.J. Minor (eds.). Beverly Hills, CA: Sage. 326-336. 

Bums, L.R., G.J. Bazzoli, et al 2000. Impact of HMO Market Structure on Physician-
Hospital Strategic Alliances. Health Services Research. 35(1): 101-132. 

Chisholm, R.F. 1998. Developing Network Organizations: Learning from Practice and 
Theory. Reading: Addison-Wesley. 

Clegg, S. 1981. Organization and Control. Administrative Science Quarterly 26: 545-562. 

Coleman, J., E. Katz, and H. Menzel. 1957. The Diffusion of an Innovation among 
Physicians. Reprinted in S. Leinhardt (ed.) Social Networks: A Developing 
Paradigm. 1977. Academic Press. 

Crawford, S. and E. Ostrom. 1995. A Grammar of Institutions. American Political 
Science Review. 89(3): 582-599. 

Cyert, R.M. and J.G. March. \962. A Behavioral Theory of the Firm. Maiden, MA: 
Blackwell. 

Degerme, A. and M. Forse. 1999. Introducing Social Networks. London: Sage. 

Dill, A.E.P. and D. A. Rochefort. 1989. Coordination, Continuity, and Centralized 
Control: A Policy Perspective on Service Strategies for the Chronic Mentally 111. 
Journal of Social Issues. 45(3): 145-159. 

DiMaggio, P.J. and W.W. Powell. 1991. Introduction. . In The New Institutionalism in 
Organizational Analysis. Eds. Powell and DiMaggio. Chicago, IL: University of 
Chicago. 1-40. 

DiMaggio, P.J. and W.W. Powell. 1983. The Iron Cage Revisited: Institutional 
Isomorphism and Collective Rationality in Organizational Fields. American 
Sociological Review. 48: 147-160. 

Downs, A. 1967. Inside Bureaucracy. Boston, MA: Little Brown. 

Durham, M.L. 1995. Can HMOs Manage the Mental Health Benefit? Health Affairs 
14(3): 116-123. 

Else, B. 1990. Legal. Legislative, and Grassroots... Arizona Daily Star October 23, 
1990. 



303 

Enthoven, A.C. 1995. The History and Principles of Managed Competition. In Readings 
in Public Policy. J. Pogodzinski (ed.), Cambridge, MA: Blackwell. 3-27. 

Epstein, R.A. 1999. Managed Care Under Siege. Journal of Medicine and Philosophy. 
24(5): 434-460. 

Erikson, J. 1999. State Health Chief Resigns, Cites 'Enormity of the Task'. Arizona 
Daily Star. August 19, 1999. 

Essock, S.M. and H.H. Goldman. 1995. States' Embrace of Managed Mental Health 
Care. Health Affairs 14(3): 34-44. 

Fama, E. 1980. Agency Problems and the Theory of the Firm. Journal of Political 
Economy 88: 288-307. 

Fama, E. F., and M. C. Jensen. 1983. Separation of Ownership and Control. Journal of 
Law and Economics. 26:2 (June 1983): 301-325. 

Fox, P.D. 1996. An Overview of Managed Care. In The Managed Health Care 
Handbook 3 ed. P.R. Kongstvedt (ed). Gaithersburg, MD: Aspen. 3-15. 

Frank, R.G. and M. Gaynor. 1994. Fiscal Decentralization of Public Mental Health Care 
and the Robert Wood Johnson Foundation Program on Chronic Mental Illness. 
Milbank Memorial Quarterly. 72(1): 1994. 

Frank, R.G. and H.H. Goldman. 1989. Financing Care of the Severely Mentally 111: 
Incentives, Contracts, and Public Responsibility. Journal of Social Issues 45(3): 
131-144. 

Freeman, L. 1989. Social Networks and the Structure Experiment. Research Methods 
in Social Network Analysis L.C Freeman, D.R> White, and A.K. Ronmey (eds.). 
George Mason University Press. 11-40. 

Goldman, H.H. et al. 1992. Lessons from the Program on Chronic Mental Illness. 
Health Affairs (fall): 51-68. 

Grob, G.N. 1992, Mental Health Policy in America: Myths and Realities. Health Affairs. 
(fall): 7-22. 

Grob, G.N. 1991. From Hospital to Community: Mental Health Policy in Modem 
America. Psychiatric Quarterly. 62(3): 187-212. 



304 

Grubb, W.N. and L.M. McDonnell. 1996. Combating Program Fragmentation: Local 
Systems of Vocational Education and Job Training. Journal of Policy Analysis 
and Management. 15(2): 252-270. 

Grusky, O. etall986. Models of local Mental Health Delivery Systems. IxiThe 
Organization of Mental Health Services: Societal and Community Systems. W.R. 
Scott and B.L. Black (eds.). Beverly Hills, CA: Sage. 159-195. 

Gulati, R. 1995. Does Familiarity Breed Trust? The Implications of Repeated Ties for 
Contractual Choice in Alliances. Academy of Management Journal. 38: 85-112. 

Gulick, L. 1937. Notes on the Theory of Organization. Papers on the Science of 
Administration. Eds. Gulick and Urwick. New York: Columbia. 3-45. 

Hall, R., 1996. Organizations: Structures, Processes, and Outcomes. 6 ed. Englewood 
Cliffs: Prentice HzilL 

Hannan, M. T. and J. Freeman. 1977. Obstacles to Comparative Studies. In Goodman 
and Pennings New Perspectives on Organizational Effectiveness. 106-131. 

Hardin, G. 1968. The Tragedy of the Commons, Science. 162: 1243-1248. 

Hatry, H. 1994. Collecting Data from Agency Records. In Handbook of Practical 
Program Evaluation. Wholey, Hatry, and Newcomer (eds.). San Francisco: 
Jossey-Bass. 374-385. 

Himmelstein, D., S. Woolhandler, et al. 1999. Quality of Care in Investor-Owned vs 
Not-for-Profit HMOs. Journal of the American Medical Association. 282(2): 
159-163). 

Holmstrom, B. 1982. Moral Hazard in Teams. Bell Journal of Economics. 13:2 
(Autumn 1982): 324-340. 

Holmstrom, B. 1979. Moral Hazard and Observability. Bell Journal of Economics. 74-
91. 

Human, S.E. and K.G. Pro van. 2000. Legitimacy Building in the Evolution of Small-
Firm Multilateral Networks: A Comparative Study of Success and Demise. 
Administrative Science Quarterly 45(2): 327-365. 

Isett, K.R. and T. Heikkila. 2001. Points of Convergence in Institutional Theories: 
Crossing Disciplinary Boundaries. Presented at The Western Political Science 
Association Annual Meeting. Las Vegas, Nevada, March 15-17, 2001. 



305 

Jepperson, R.L. 1991. Institutions, Institutional Effects, and Institutionalism. ID. The 
New Institutionalism in Organizational Analysis. Eds. Powell and DiMaggio. 
Chicago, IL: University of Chicago. 143-163. 

Joint Legislative Ad Hoc Committee on Mental Health Services. 1993. Minutes from 
Committee Meeting March 24, 1993. Phoenix, Arizona, 

Johnsen, M.C. et al. 1998. The Impact of Managed Care on Service Systems for Persons 
who are Homeless and Mentally III. In Research in Community and Mental 
Health. J. P. Morrissey (ed.) 9: 115-138. 

Kastan, J. 2000. School-Based Mental Health Program Development: A Case Study of 
Interorganizational Collaboration. Journal of Health Politics, Policy and Law. 
25(5): 845-862. 

Kessler, R.C. et al. 1998. A Methodology for Estimating the 12-Month Prevalence of 
Serious Mental Illness. Mental Health, United States 1998. U.S. Department of 
Health and Human Services, Substance Abuse and Mental Health Services 
Administration, Center for Mental Health Services. 

King, G. and R.O. Keohane, and S. Verba. 1994. Designing Social Inquiry: Scientific 
Inference in Qualitative Research. Princeton, NJ: Princeton University Press. 

Kiser, L.L. and E. Ostrom 1982. The Three Worlds of Action: A Metatheoretical 
Synthesis of Institutional Approaches. In Strategies of Political Inquiry, Ed. 
Elinor Ostrom. Beverly Hills: Sage. 

Klein, B., R. Crawford, and A. Alchian. 1978. Vertical Integration, Appropriable Rents, 
and the Competitive Contracting Process. Journal of Law and Economics 21: 
297-326. 

Knight, W. 1998. Managed Care: What it is and How it Works. Aspen, CO: Aspen. 

Knoke, D. and J. H. Kuklinski. 1982. Network Analysis. Newbury Park: Sage. 

Knott, J.H. and G.J. Miller. 1987. Reforming Bureaucracy: The Politics of Institutional 
Choice. Englewood Cliffs, New Jersey: Prentice-Hall. 

Koyanagi, C. and J. Manes. 1995. What did the Health Care Reform Debate Mean for 
Mental Health Policy? Health Affairs. 14(3): 124-130. 

Kralewski, J.E., A. deVries, B. Dowd, and S. Potthoff. 1995. The Development of 
Integrated Service Networks in Minnesota. Health Care Management Review. 
20(4): 42-56. 



306 

Kuhn, T.S. 1962. The Structure of Scientific Revolutions. Chicago, IL: University of 
Chicago Press. 

Larson, A. 1992. Network Dyads in Entrepreneurial Settings: A Study of the Governance 
of Exchange Relationships. Administrative Science Quarterly. 37: 76-104. 

Lazerson, M. 1995. A New Phoenix?: Modem Putting-out in the Modena Knitwear 
Industry. Administrative Science Quarterly. 40 (1995): 34-59. 

Lehman, A. 1995. Measuring Quality of Life in a Reformed Health system. Health 
Affairs 14(3): 90-101. 

Lehman, A. 1989. Strategies for Improving Services for the Chronically Mentally 111. 
Hospital and Community Psychiatry. 40(9): 916-920. 

Lehman, A. et al. 1994. Continuity of Care and Client Outcomes in the Robert Wood 
Johnson Foundation Program on Chronic Mental Illness. Milbank Memorial 
Quarterly. 72(1): 105-122. 

Lipsky, M. 1980. Street-Level Bureaucracy. New York: Russell Sage. 

Managed Care Online. 2000. Managed Care Fact Sheets: Managed Care National 
Statistics, http://www.mcareol.com/factshts/factnati.htm. 4/16/01. 

Mansfield, E. 1994. Microeconomics: Theory/Applications, 8ed. New York: Norton. 

Marsden, P.V. 1990. Network Data and Measurement. Annual Review of Sociology 16: 
435-63. 

Mechanic, D. and D.D. McAlpine. 1999. Mission Unfulfilled: Potholes on the Road to 
Mental Health Parity. Health Affairs 18(5): 7-21. 

Mechanic, D. and D.A. Rochefort. 1990. Deinstitutionalization: An Appraisal of 
Reform. Annual Review of Sociology. 16:301-327. 

Meyer, J.W. and B. Rowan. 1983. Institutionalized Organizations: Formal Structure as 
Myth and Ceremony. American Journal of Sociology. 83(2): 340-63. 

Miller, T. I. 1997. Designing and Conducting Surveys. In Handbook of Practical 
Program Evaluation. Wholey, Hatry, and Newcomer (eds.). San Francisco: 
Jossey-Bass. 271-291. 

http://www.mcareol.com/factshts/factnati.htm


307 

Milward, H.B. and K.G. Provan. 2000. Governing the Hollow State. Journal of Public 
Administration Research and Theory. 10(2): 359-379. 

Milward, H.B. and K.G. Provan. 1993. The Hollow State: Private Provision of Public 
Services. Public Policy for Democracy. Eds. Ingram and Smith. Washington: 
Brookings. 222-237. 

Milward, H.B., K.G. Provan, and L.J. Smith. 1994. Human Service Contracting and 
Coordination: The Market for Mental Health Services. Research in Public 
Administration 3: 231-279. 

Mizruchi, M.S. and L.C. Fein. 1999. The Social Construction of Organizational 
Knowledge: A Study of the Uses of Coercive, Mimetic, and Normative 
Isomorphism. Administrative Science Quarterly. 44(4): 653-683. 

Moe, T. 1990. The Plitics of Structural Choice: Toward a Theory of Public 
Bureaucracy. In Organization Theory: From Chester Barnard to the Present and 
Beyond. O. Williamson (ed.) New York: Oxford University Press. 116-153. 

Moreno, J.L. 1945. Sociometry, Comtism, and Marxism. Sociometry \\1-\\9. 

Morrissey, J.P., M. Calloway, et al. 1994. Local Mental Health Authorities and Service 
System Change: Evidence from the Robert Wood Johnson Program on Chronic 
Mental Illness. Milbank Memorial Quarterly. 72(1): 49-79. 

Morrissey, J.P., M.C. Johnsen, and M.O. Calloway. 1997. Evaluating Performance and 
Change in Mental Health Systems Serving Children and Youth: An 
Interorganizational Network Approach. Journal of Mental Health Administration. 
24(1): 4-22. 

Morrissey, J.P., M. Tausig, and M.I. Lindsey. 1986. Interorganizational Networks in 
Mental Health Systems: Assessing Community Support Programs for the 
Chronically Mentally 111. In The Organization of Mental Health Services: Societal 
and Community Systems. W.R. Scott and B.L. Black (eds.). Beverly Hills, CA: 
Sage. 197-230. 

Morrow, J.D. 1994. Game Theory for Political Scientists. Princeton, NJ: Princeton 
University Press. 

Mulroy, E.A. 1997. Building a Neighborhood Network: Interorganizational 
Collaboration to Prevent Child Abuse and Neglect. Social Work. 42(3): 255-264. 

Oakerson, R.J. 1999. Governing Local Public Economies: Creating the Civic 
Metropolis. Oakland, Ca: ICS Press. 



308 

Oliver, C. 1990. Determinants of Interorganizational Relationships: Integration and 
Future Directions. Academy of Management Review. 15(2): 241-265. 

Olson, M. 1965. The Logic of Collective Action: Public Goods and the Theory of 
Groups. Cambridge, MA: Harvard University Press. 

O'Toole, L.J. 1997. Treating Network Seriously: Practical and Research-Based Agendas 
in Public Administration. Public Administration Review. 57(1): 45-52. 

Osborne, D. And T. Gaebler. 1993. Reinventing Government: How the Entrepreneurial 
Spirit is Transforming the Public Sector. Reading: Addison-Wesley. 

Ostrom, E. 1999. "Institutional Rational Choice; An Assessment of the IAD 
Framework." in Theories of the Policy Process. Ed. Paul Sabatier. Boulder, CO: 
Westview Press. 

Ostrom, E. 1998. A Behavioral Approach to the Rational Choice Theory of Colelctive 
Action: Presidential Address, American Political Science Association, 1997. 
American Political Science Review. 92(1): 1-22. 

Ostrom, E. 1990. Governing the Commons: The Evolution of Institutions for Collective 
Action. New York, NY: Cambridge University Press. 

Ostrom, E. 1986. An Agenda for the Study of Institutions. Public Choice 48(1): 3-25. 

Ostrom, E., R. Gardner, and J. Walker. 1994. Rules, Games, & Common-Pool Resources. 
An Arbor, MI: University of Michigan Press. 

Pfeffer, J. 1993. Barriers to the advancement of organizational science: paradigm 
development as a dependent variable. Academy of Management Review. 18: 599-
620. 

Piore, M. and C. Sabel. 1984. The Second Industrial Divide. Basic Books. 

Powell, W.W. 1990. Neither Market nor Hierarchy: Network Forms of Organization. 
Research in Organizational Behavior 12: 295-336. 

Powell, W. W., et al. 1996. Interorganizational Collaboration and the Locus of 
Innovation: Networks of Learning in Biotechnology. Administrative Science 
Quarterly. 41 (1996): 116-145. 



309 

Pratt, J. and R. Zeckhauser. 1985. Principals and Agents: An Overview. Principals and 
Agents: The Structure of Business Eds. Pratt and Zeckhauser. Boston: Harvard 
Business, 1-35. 

Provan, K. G. 1998. Collaboration Among Nonprofit Agencies Under Managed Care. 
Grant proposal submitted to The Aspen Institute. 

Provan, K.G. 1983. The Frederation as an Interorganizational Linkage Network. 
Academy of Management Review 9: 79-89. 

Provan, K.G., J.M. Beyer, and C. Kruytbosch. 1980. Environmental Linkages and 
Power in Resource Dependence Relations Between Organizations. 
Administrative Science Quarterly. 25: 200-225. 

Provan, K. G. and H. B. Milward. 1995. A Preliminary Theory of Interorganizational 
Network effectiveness: A Comparative Study of Four Corrmiunity Mental Health 
Systems. Administrative Science Quarterly AO'. 1-33. 

Provan, K. G., H. B. Milward, and K. Roussin. 1998. Network Evolution to a system of 
Managed Care for Adults with Serious Mental Illness: A case Study of the Tucson 
Experiment. In Research in Community and Mental Health. J. P. Morrissey (ed.) 
9: 89-113. 

Provan, K. G. and J. G. Sebastian. 1998. Networks within Networks: Service Link 
Overlap, Organizational Cliques, and Network Effectiveness. Academy of 
Management Journal 41(4): 453-463. 

Raab, J. 2000. "Politik im Sparmungsfeld zwischen okonomischen Zwangen und sozialen 
Noten. Steuerungsstrukturen politisierter GroBprivatisierungen in Ostdeutschland 
1990 - 1994. Eine Netzwerkanalyse am Beispiel der Werft- und Stahlindustrie." 
Dissertation am Fachbereich ftir Politik- und Verwaltungswissenschaft der 
Universitat Konstanz. 

Rosen, H.S. 1995. Public Finance 4ed. Chicago, IL: Irwin. 

Sabel, C.F. 1989. Flexible Specialisation and the Reemergence of Regional Economies. 
In Reversing Industrial Decline. Hirst and Zeitlin eds. Berg. 17-69. 

Sabel, C.F. and J. Zeitlin. 1985. Historical Alternatives to Mass Production. Past and 
Present. 133-176. 

Salancik,G.R. 1995. Wanted: A Good Network Theory of Organization. Administrative 
Science Quarterly. 40:345-349. 



310 

Schlager, E. 1999. "A Comparison of Frameworks, Theories, and Models of Policy 
Processes." in Theories of the Policy Process. Ed. Paul Sabatier. Boulder, CO: 
Westview Press. 

Scott, J. 1991. Social Network Analysis: A Handbook. London: Sage. 

Scott, W.R. 1981. Organizations: Rational, Natural, and Open Systems. Englewood 
Cliffs: Prentice Hall. 

Sel2aiick, P. 1949. TVA and the Grass Roots: A Study in the Sociology of Formal 
Organization. Berkley, CA: University of California Press. 

Sharpf, F.W. 1997. Games Real Actors Play. Boulder, CO: Westview. 

Simon, H.A. 1945. Administrative Behavior. New York: Free Press. 

Steinwachs, D.M. et al. 1992. Service Systems Research. Schizophrenia Bulletin 18: 
627-668. 

Stinchcombe, A. L. 1986. The Development of Scholasticism. In Approaches to 
Social Theory. S. Lindenberg, J.S. Coleman, and S. Nowak (eds.) Chicago: 
Russel Sage Foundation. 45-51. 

Stinchcombe, A. L. 1965. Social Structure and Organizations. In Handbook of 
Organizations J.G. March (ed.). New York: Rand McNally. 142-193. 

Suchman, M. C. 1995. Managing Legitimacy: Strategic and Institutional Approaches. 
Academy of Management Review. 20(3): 571-610. 

Surgeon General of the United States. 1999. "Mental Health: A Report of the Surgeon 
General. 
http://www.surgeongeneral.gov/Library/MentalHealth/chapter4/sec5.html. April 
16, 2001. 

Surles, R.C. 1995. Broadening the Ethical Analysis of Managed Care. Health Affairs 
14(3): 29-31. 

Taylor, F.W. 1911. Scientific Management. Norton. 

Thompson, J.D. 1967. Organizations in Action. New York: McGraw-Hill. 

Tolbert, P.S. and L.G. Zucker. 1983. Institutional Sources of Change in the Formal 
Structure of Organizations: The Diffusion of Civil Service Reform, 1880-1935. 
Administrative Science Quarterly. 28: 22-39. 

http://www.surgeongeneral.gov/Library/MentalHealth/chapter4/sec5.html


311 

Topping, S. and M. Calloway. 2000. Does Resource Scarcity Create Interorganizational 
Coordination and Formal Service Linkages? A Case Study of a Rural Mental 
Health System. Advances in Healthcare Management 1: 393-419. 

United States General Accounting Office. 2000. Report to the Committee on Finance, 
U.S. Senate, "Mental Health: Community-Based Care Increases for People With 
Serious Mental Illness. GAO-01-224. December 2000. 

United States Government. 2000. The Budget for Fiscal Year 2001. 

Uzzi, B. 1997. Social Structure and Competition in Interfirm Networks: The Paradox of 
Embeddedness. Administrative Science Quarterly. 42:35-67. 

Van De Ven, A.H. and G. Walker. 1984. The Dynamics of Interorganizational 
Coordination. Administrative Science Quarterly. 29:598-621. 

Wasserman, S. and K. Faust. 1994. Social Network Analysis: Methods and Applications. 
Cambridge: Cambridge University Press. 

Webster's Encyclopedic Unabridged Dictionary of the English Language. 1996. New 
York: Gramercy. 

Weimer, D.L. and A.R. Vining. 1992. Policy Analysis: Concepts and Practice 2ed. 
Englewood Cliffs, NJ: Prentice HaU. 

Weiner, B.J. and J.A. Alexander. 1998. The Challenge of Governing Public-Private 
Community Health Partnerships. Health Care Management Review. 23 (2): 39-
55. 

Weiss, J. A. 1990. Ideas and Inducements in Mental Health Policy. Journal of Public 
Policy Analysis and Management. 9(2): 178-200. 

Wellman, B. 1988. Structural Analysis: From Method and Metaphor to Theory and 
Substance. In B. Wellman and S.D. Berkov^dtz (eds.) Social Structures: A 
Network Approach. Boulder, CO: Westview. 19-61. 

White, H. C., S. A. Boorman, and R. L. Breiger. 1976. Social Structure from Multiple 
Networks: I. Blockmodels of Roles and Positions. American Journal of 
Sociology 81: 730-780. 

Williamson, O. 1985. The Economic Institutions of Capitalism. New York, NY: The Free 
Press. 



312 

Williamson, O. 1981. The Economics of Organization: The Transaction Cost Approach. 
American Journal of Sociology. 87(3): 548-577. 

Williamson, O. 1975. Markets and Hierarchies: Analysis and Antitrust Implications. 
New York: Free Press. 

Wright, E.R. and I.M. Shuff. 1995. Specifying the Integration of Mental Health and 
Primary Health Care Services for Persons with HIV/AIDS: The Indiana 
Integration of Care Project. Social Networks. 17: 319-340. 


