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Original sponsor: M.M.Miller and Clocksin

BY THE HEALTH, EDUCATION AND
IN THE HOUSE SOCIAL SERVICES COMMITTEE

CS FOR SPONSOR SUBSTITUTE FOR HOUSE BILL NO. 412 (HESS)
IN THE LEGISLATURE OF THE STATE OF ALASKA
FOURTEENTH LEGISLATURE - SECOND SESSION
A BILL
For an Act entitled: "An Act relating t . the chronically mentally ill."
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:
* Section 1. AS 47.30 is amended by adding new sections to read:

Sec. 47.30.545. TREATMENT OF THE CHRONICALLY MENTALLY ILL. The
department shall provide for community based and locally or regionally
coordinated care and treatment of the chronically mentally ill.

Sec. 47.30.547. COMMUNITY SUPPORT SERVICES FOR THE CHRONICALLY
MENTALLY ILL. Communities that provide eligible mental health ser—
vices for the chronically mentally 1ill may receive funds from the
department for the following program elements:

(1) a shcrt-term residential treatment program for indivi—
duals experiencing an acute episode or a situational crisis requiring
temporary removal from their home environment?

2) a long-term residential treatment program with a full
day treatment component for persons who require intensive support;

3) a transitional residential treatment program designed
fo persons who are able to take part 1in programs in the general
community, but who without continued support would be at risk of
returning to a hospital;

4 a semi-supervised, 1independent, but structured Iliving
arrangement for persons who without some support and structure would
be at risk of returning to the hospital;

(5) a day treatment program capable of providing services

for clients whose residential needs are being met but who require
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additional or extended treatment services;

(6) supported work and vocational training programs that
provide opportunities for clients to experience the benefits of mean—
ingful and productive work experiences with graduated levels of skill
and energy required;

() socialization centers designed to serve a broad range
of clients, as well as persons living in the community in general.

Sec. 47.30.548. STANDARDS FOR COMMUNITY SUPPORT SERVICES FOR THE
CHRONICALLY MENTALLY ILL. Communities providing mental health ser-
vices shall meet and maintain the following treatment standards;

(¢)) facilities shall consist of small residential or day
treatment centers, in as close to a normal home, or non-institutional
environment as possible without sacrificing client safety or care;

(2) staffing patterns shall reflect the cultural, linguis—
tic, and other social characteristics of the community, and shall
incorporate multidisciplinary professional staff to meet client diag—
nostic and treatment needs;

(3) programs shall be designed r.0o encourage self-sufficient
and independent functioning through prevocational and vocational
training;

(4) programs shall promote client participation 1in plan—
ning, operating, and evaluating daily treatment and rehabilitation;

(5) programs shall be designed to coordinate with the
social service system as a whole and in particular shall b~ designed
to include the following three elements;

(A) emergenc¥ or crisis care iIn an emergency center or
at home by an emergency response team;
(B) an acute hospital for evaluation, diagnosis,

treatment and referral for persons who are in need of acute care;
CSSSHB 412 (HESS) -2-



and

©) a case management system in which the cas
serves as a coordinator of the various elements of the system and
as an advocate for the clients 1in the system: all case managers
shall be under direct supervision of a psychiatrist, psycholo—
gist, or a mental health clinician with a master®"s degree;

(6) programs shall contain standards for staff
including training 1in community outreach services and orientation in
cross-cultural 1issues.

Sec. 2. AS 47.30.550 is amended by adding a new subsection to read:

(0))] Notwithstanding (@) of this section, the department shall
purchase 100 percent of the eligible costs of services provided for
the chronically mentally 1ill, subject to the availability of state
funds to the department for implementing AS 47.30.520 - 47.30.620.

Sec. 3. AS 47.30.570 1is amended to read:

Sec. 47.30.570. ET.IGIBLE COSTS; MAINTENANCE OF LOCAL EFFORT.
The department shall adopt regulations specifying the types of ser—
vices and program costs eligible for state participation. These regu—
lations shall 1include

(1) a provision excluding capital expenditures as eligible
costs; [AND]

(2) a requirement that the community entity contractor or
applicant agrees as a condition of contract approval that it will not
supplant existing local fund support of community mental health ser—
vices with funds received under AS 47.30.520 - 47.30.620 and that it
will continue local funding support of community mental health ser—
vices, 1In any year 1in which it contracts with the department, at a
level that 1is at least equal to the 1local funding support 1in the

previous yearj_

-3- CSSSHB 412(HESS)



3) a provision that costs of services providet
chronically mentally 5.11 under AS 47.30.550(b) that are paid by
insuranr—, indemnity, or other third-party may not be 1included as

elifiib3c costs.

CSSSKB A 12(HESS) _4-
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Original sponsor: M.M_Miller and Clocksin

BY THE HEALTH, EDUCATION AND
IN THE HOUSE SOCIAL SERVICES COMMITTEE

CS FOR HOUSE BILL NO. 412 (HESS)
IN THE LEGISLATURE OF THE STATE OF ALASKA
FOURTEENTH LEGISLATURE - SECOND SESSION
A BILL
For an Act entitled: "An Act relating to the chronically mentally ill."
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:
* Section 1. AS 47.30 1is amendedby adding new sections to read:

Sec. 47.30.545. TREATMENT OF THE CHRONICALLY MENTALLY ILL. The
department shall provide for community based and locally or regionally
coordinated care and treatment of the chronically mentally ill.

Sec. 47.30.547. COMMUNITY SUPPORT SERVICES FOR THE CHRONICALLY
MENTALLY ILL. Communities that provide eligible mental health ser—
vices for the chronically mentally ill may receive funds from the
department for the following program elements:

(1) a short-term residential treatment program for indivi—
duals experiencing an acute episode or a situational crisis requiring
temporary removal from their home environment;

2 a long-te™m residential treatment program with a Tfull
day treatment component for persons who require intensive support;

3) a transitional residential treatment program designed
for percons who are able to take part in programs 1in the general
community, but who without <continued support would be at risk of
returning to a hospital;

(4~ a semi-supervised, 1independent, but structured living
arrangement for persons who without some support and structure would
be at risk of returning to the hospital;

(5) a day treatment program capable of providing
for clients whose residential needs are being met but who require
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additional or extended treatment services;

(6) supported work and vocational training programs that
provide opportunities for clients to experience the benefits of
meaningful and productive work experiences with graduated levels of
skill and energy required;

@) socialization centers designed to serve a broad range
of clients, as well as persons living in the community in general.

Sec. 47.30.548. STANDARDS FOR COMMUNITY SUPPORT SERVICES FOR THE
CHRONICALLY MENTALLY ILL. Communitiet. providing mental health ser—
vices shall meet and maintain the following treatment standards:

(¢)) facilities shall consist of small residential or day
treatment centers, in as close to a normal home or non-institutional
environment as possible without sacrificing client safety or care;

(2) staffing patterns shall reflect the cultural, linguis—
tic, and other social characteristics of the community, and shall
incorporate multidisciplinary professional staff to meet client diag-

cic and treatment needs;

(3) pr~rams shall be designed to encourage self-sufficient
and independent functioning through prevocational and vocational
training;

4 programs shall promote client participation in
planning, operating, and evaluating daily treatment and
rehabilitation;

(5) programs shall be designed to coordinate with the
social service system as a whole and in particular shall be designed
to include the following three elements:

(A) emergency or crisis care in an emergency center or
at home by an emergency response team;

(B) an acute hospital for evaluation, diagnosis,
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treatment and referral for persons who are in need of acute care;
and

© a case management system 1in which the cas
serves as a coordinator of the various elements of the system and
as an advocate for the clients in the system; all case managers
shall Dbe under direct supervision of a psychiatrist, psycholo—
gist, or a mental health clinician with a master®s degree;

(6) programs shall contain standards for staff
including training in community outreach services and orientation 1in
cross-cultura® : ".sues.

Sec. 2. AS A7.ju.s50 1is amended by adding a new subsection to read:

(b) Notwithstanding (@) of this section, the department st
purchase 100 percent of the eligible costs of services provided for
the chronically mentally 1ill, subject to the availability of state

funds to the department for implementing AS 47.30.520 - 47.30.620.
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INTRODUCTION

The following discussion describes the Division's program proposal for
the implementation of CSHB 412. The proposal calls for an augmentation of
existing services as well as an expansion of new service* to meet 50" of the

ential.need of the Chronically Mentally 111 (CMI) statewide at a cost of
B6° 606" oot

Currently, 1394 chronically mentally ill persons are actively being
served through the community mental health system on a statewide basis. This
figure (1394) represents approximately 30% of the universe of persons at risk
(5,500) and in need of services. Unfortunately, for the 1394 clients bheing
served, the delivery system is still inadequate, piecemeal, fragmented,
inaccessible and unavailable in some places, and lacks comprehensiveness.
Therefore, the first level of priority is that of bringing the current system
up to a basic level of services that will guarantee to every client a basic
level of care to assure the maintenance of a minimum standard of protection,
health and safety as wellas a minimum standard of decency and dignity.

In addition, another1300 clients would be identified from existing
waiting lists and broughtinto the service delivery system, The basic level
of services would also beavailable for these new clients. Thus the system
would now bhe serving approximately 2700 clients or approximately 50% of the
total population at risk.

After basic needs have heen met, the service system would be expanded to
provide differentiated services to meet the specific needs of clients based
on diagnosed functional levels. Although the system would not be able to
meet every need of a given client, a comprehensive range of services would be
available to assure not only the maintenance of one's functional level, but
to improve it, and perhaps achieve additional goals toward self-help and
independence.

Naturally, to implement a new system, an administrative structure must
be in place. Because an administrative system is already in place, our
request for personnel, travel, supplies and equipment will be modest.
Currently, two half-time regional administrators exist in Fairbanks and
Juneau. These positions should be made fulltime.

These two positions will provide program monitoring,technical
assistance, consultation ana represents the Division'spresence in the
Northern and Southeast regions of the State.

For Anchorage and the Southcentral Region, 2 fulltime facility surveyors
and one Regional Administrator are recommended. These surveyors would work
out of the Anchorage Regional Office and provide coverage for Anchorage and
the Southcentral, South Western and Western Regions of the State. The two
regional administrators in Juneau will be taken to fulltime to assist in
pre set-up of programs in those respective areas, and an additional position
will be needed in Fairbanks to serve the Interior, Northern and North Western
Regions of the State.
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Personnel and Admin. Cost.s Within the
Mental Health Administration Component

1 Juneau (Southeast Region)
a) M.h. Clinician IV part-timeto fulltime R-23L
01 salary andbenefits 43.7
02 travel 4.6
46.3 48.3
2. Fail banks (Northern Region)
a) M.H. Clinician IV part-timeto fulltime R-23L
0l salary andbenefits 50.2
02 travel 4.6
54.8 54.8
b) Health facilities surveyor 1-FTE R-18A
01 salary and benefits 56.3
02 travel 8.0
03 contractual .6
04 supplies i
65.0 65.0
3. Anchorage (Southcentral Region)
a) Mental Health Clinician IV FTE R-23A
0l salary and benefits 67.8
0? travel 8.0
03 contractual 3.0
04 supplies 1.0
79.8 79.8
bl health facilities surveyors 2-FTE R-18A
01 salary and benefits 101.7
02 travel 14.0
03 contractual 1.2
04 supplies 2
117.1 1171
Total Administrative cost "365.0
PROGRAM ASSUMPTIONS
1 Every community mental health center would be given funds for a minimum

service package for the chronically mentally J 1. The minimum service package
includes residential care and case management. A full time case manager wil
be available for 15 or more clients at a cost of $36,000 per year, including
benefits.

2. Residential care includes a variety of options such as transitional
living center, supervised apartment living, group homes, and adult foster
care. The cost will vary according to the choice of residential facility.

Residential care is bhasic to one's well being and sense of worth and dignity.
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3. Programs will experience a COLA of 3.70/anually.

4. Programs are not comprehensively funded, but theydo meet basic needs as
well as significant improvements toward client independence. Optimum funding
for this population would approximate $19,000,000 instead of the $10,000,000
being recommended.

5. Not all services will be available in all communities; consequently,
a client may have to travel to another site to receive all the services
he/she may need.

6. In Southeast Alaska $465,083.00 is for designated beds to be purchased
in Juneau and Sitka. These will complement the designatedbeds available at
Fairbanks for the Northern region and at Anchorage for the South Central
area. This allows involuntary hospital care to be delivered in local
facilities.

7. The data for this fiscal note came from the "Boston Study" a
computerized data-hased Statewide needs assessment of the CMI population in
Alaska. Data and costs are available for the entire population in need or
any portion thereof.

8. This program addresses approximately 50% of the population in need of
services.

Services For The CMI Population

The services for the chronically mentally ill are divided into five major

categories:

CM: Case management which is the key to community support for the chronically
mentally ill.

RES: Residential services which include: Inpatient Hospitalization board and

care, adult family care, halfway huuse, supervised apartments, and
crisis/respite beds.

TX: Treatment services which include: crisis, day treatment, out-patient
psychotherapy, and medication management.

RHB: Rehabilitation services which include: Training in daily living skills,
socialization, pre-vocational and vocational training, and sheltered
workshop experience.

SUP: Support services which include: case management, support to the
client's family, legal, recreation, and transportation.
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Increment for Services for the Chronically Mentally

Clients
Mental Health Currently
Center Served
Aleut/Prib 6
Anchorage 625
Aniak 3
Barrow 19
Bethel 92
Copper Cnt. 2
Cordove 5
Craig 6
Dillingham 30
Fairbanks 135
Ft. Yukon 0
Galena 13
Haines 3
Homer 28
Juneau 34
Kenai 17
Ketchikan 32
Kodiak 58
Kotz 7
McGrath 9
Nome 74
Seward 53
Sitka 30
Tanana 7
Tok 16
Valdez 5
Wasil la 85
Administration
TOTAL* 1,394

*A comprehensive array of services for the chronically mentally
Fairbanks area is currently funded through the Division
bhase budget.

**Funds for Juneau and Sitka for designated beds are

Developmental Disabilities

502 of
Clients
At-Risk
24
1,245
7
40
78
10
13
13
34
361
7
12
10
47
159
147
106
67
33
7
49
49
42
6
10
18
205

2,799

CM,
CM,
CM,
CM,
CM,
CM,
CM,
CM,
CM,
CM,
M

CM,
CM,
CM,
CM,
CM,
CM,
CM,
CM,
CM,
CM,
CM,
CM,
CM,
CM,
CM,
CM,

RES,
RES,
RES,
RES,
RES,
r

RES,
RES,
RES,
RES,

RES,
TX
RES,
RES,
RES,
RES,
RES,
RES,
RES,
RES
RES,
RES,
RES,
RES,
RES,
RES,

Description

of

Increment

TX
RHB,
TX
TX
RHB,

TX
TX
RHB,
RHB,

TX

RHB,
RHB,
RHB,
RHB,
Rh'3,
TX
TX
RHB,
X
TX
TX
TX
TX
RHB,

SUP,

SUP,

SUP,
SUP,

SUP,
SUP,
SUP,
SUP,
SUP,

SUP,

SUP,

of Mental

X

TX

TX
TX

TX
TX
TX
TX
TX

TX

TX

included.

111

Cost
38.520
4,298,568
27,720
127,091
615,388
18,000
27,720
27,720
200,670
0*

18,000
56,520
18,000
187,292
646,775**
491,164
354,517
387,972
100,724
45,720
494,986
100,335
550,753**
27,720
57,520
27,720
688,967
364,928

10,000,000

in the

Health and

Detail of Major Categories of Service and Cost follow
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Detail of Major Cateao>-ies of Service and Cost

Case Management Services (CM)
Costs: 1 Manager/15 clients 0 36,000 Per Year

1. Case Management services

a. Screening and evaluation of potential clients to determine the
client's eligibility for services, and provide a fixed point of entry
into the services of the community support unit;

b. Individualized Treatment Plans for each client accepted for services.
The plan includes the client's history; an assessment of the client's
personal strengths and weaknesses; and a plan of action to meet the
client's basic life net-... and enhance or maintain the client's level
of functioning.

c. Assistance in applying for aid for which the client is entitled.

Staff will routinely help clients secure resources such as Social
Security, general assistance, vocational rehabilitation, and housing
subsidies.

d. Assume the leadership role in coordinating services with other
agencies and resources. Resources other thai agencies include:
landlords, employers and volunteers.,

e. Emotional support and counseling to clients throughout the provision
of all other services listed; and

f. Assure that clients are informed about the 24-hour per day services
that are available through the community mental health program and
are trained in their use.

2. Outreach services to include:

a. Contact with psychiatric hospital to identify appropriate clients and
to offer services to potential clients. With the cooperation of the
hospitals, staff will participate in hospital discharge planning, and

b. Contacts at the client's residence and other community settings to
help the client engage in treatment.

3. Medication management to include: Coordination w th che client's
physician to assure that the client's medication nueds are met. Program
staff will routinely observe and collect observation: on the client's
behavior and provide ongoing feedback to the client's physician.

4., Daily structure and support to include:

a. The provision or arranging for skill training. Skill training will as
needed include, but not be limited to, household skills, money
management, personal hygiene, and self-management of medications; and

h. Socialization activities for clients. These activities will be
provided in formal settings where clients can develop communication
skills and friendships.

5. Vocational skill development to include:
a. Referral of clients to vocational rehabilitation services, and
working with those services to develop individual programs to meet the
special needs of each client.
b. Outreach contact to clients who are working in community settings.
Staff will provide back-up support to clients and their employers.
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6.

Residential resource development to include:

a. Assisting clients to find an appropriate (e.g., safe, sanitary) living
situation.

b. Providing independent living skill training (cooking, hygiene, etc.)
in the client's residence.

c. The progisin may use program funds to pay for rent deposits and basic
housing needs when no other funds are available. These funds may be
considered as loans to clients and mechanisms will be established to
accept reimbursement from clients.

Throughout the provision of community support services, staff will observe
and help secure the client's rights to confidentiality and treatment with
human dignity.

TREATMENT SERVICES (TX)

1.

Crisis/Emergency. These services include immediate, $ 60/hr.

face-to-face 24-hour per day clinical care with the

abil

ity to admit clients to all service components

of the local mental health system. Call back response
to telephone emergencies must be within 15 minutes.

2.

Day Treatment: The treatment services which are provided $ 15/hr,

include more than conventional out-patient treatment but less

than
for

24-hour per day care. Treatment services are delivered
a minimum of two hours per day through a structured program

which is related to the client's treatment plan.

3.

Qut-patient psychotherapy: Theraputic services provided $ 90/hr.

on an individual or group basis according to the client's
formal, written treatment plan.

4.

Medication Management: The evaluation and $130/'nr.

monitoring of medications by a physician. Also

the

dispensing of medication by nursing staff.

REHABILITATION SERVICES (RHB)

1

inte

ADL/Socialization: A planned treatment program which $ 15/hi.
focuses on self care, community survival, and social
ractions.
Pre-vocational Training: A treatment program which $ 15/hr.

2.

focuses on the skills and behaviors necessary to begin
vocational training or work experiences.

3.

Sheltered Workshop: A vocational training program $ 15/hr.

that provides clients with valid work experiences. The

work

is performed at less than competitive skill and

productivity levels.
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4, Vocational Training: A training program in which the
goal for all participants is the achievement of competitive
employment. The program provides clients with support and
specific skill training.

SUPPORT SERVICES (SUP)

1 Case management: The case manager is aware

of the client's needs and resources and provides advocacy
resource management, personal support, and treatment
coordination.

2. Support to Family: The support provided to family
members and significant other by mental health system
personnel,

3. Legal: Services provided by legal or mental health
professionals during the commitment process. Also included
are other legal services required by clients.

4. Recreation: The activities involved in the constructive

use of leisure time.

5. Transportation: The transportation services which are
used by a client. These may include services supported by
the Department or any other transportation system,

$ 15/hr.

$ 40/hr.

$ 6a/hr.

$100/hr.

$ 15/nr.

$ 5/hr.



MEMORANDUM

TO: House HESS Committee Members

FROM: Lisa McLaren, Aide to HESS Committee
DATE: February 3, 1986

RE: HB 412

The Committee Substitute for HB 412 (HESS) is a copy of the
Department of Health and Social Services draft legislation
put into the form of HESS committee substitute at the
sponsor's request.

The draft CSHB 412 (HESS) is substantially the same as SSHB
412 with the exception of some sectional rearrangement and
language.

Changes

Line 11 - 16. The language [The department may enter into
a contract with an eligible community entity under which
the department purchases community mental health services
for the chronically mentally ill from the entity if the
local community plan also provides for meeting and
maintaining the following treatment standards:] has been
deleted from the SSHB 412.

The treatment standards (page 1, lines 17 -229 and page 2,
lines 1 - 8 of the SSHB 412) have been put into a separate
section - Standards for Commu.ity Services for the
Chronically Mentally 111 in (Sec. 47.30.D48 page 2, lines
8 - 29 and page 3, lines 1 - 10 of CSHB 412 HESS).

W ithin that section, language is identical except (3) from
the sponsor substitute is broken into two parts (into (3)
and (4) of the committee substitute). (5) of the committee

substitute requires 3 rather than 2 required elements:

The committee substitute requires:

(A) emergency or crisis care in an emergency ce ter or
at home by an emergency response team;

and
(B) an acute m'spital for evaluation, diagnosis,
treatmer. nd referral for persons who are in need
of acute care; and

versus the sponsor substitute which requires:



(A) an acute hospital or a crisis unit for evaluation,
diagnosis, and disposition planning for persons in
psychiatric crisis; and

(C) from the committee substitute states "a case management
system in which the case manager serves as coordinator of
the various elements of the system and as an advocate for
the clients in the system; all case managers shall be wunder
direct supervision of a psychiatric, psychologist, or a
mental health clinician with a master's degree" is
identical to (B) of the sponsor substitute.

Sec. 47.30.547 Community Support Services for the
Chronically Mental 111 is identical 1in the sponsor
substitute and the committee substitute with the exception
of (6) where the language "supported work and vocational
training programs" has been substituted for "sheltered

workshops".

Finally, Sec. 2 is identical in the committee substitute to

the sponsor substitute version.

Concerns Not Addressed;

Sec. 2 - Corcerns raised by Rep. Koponen and others that

levels of cost need to be defined - that existing language

doesn't specify how the 100% funding will be prorated or

otherwise managed when less than that amount is available.

Also, doesn't expressly require seeking 3rd party

reimbursement when available.

Sharon Lobaugh requested that:

1) a definition of chronically mentalxy ill be included -
suggested the one in the regulations

2) that maintenance of effort clause.

3) that there be incentive to collect 3rd party payments.

Does new language meet Sherry Aldrich, Director of

Vocational Services, REACH, request for

employment and day treatment programs"? -
Dr. Schrader suggested maintenance of effort
inc ude "case management".

clause

sheltered
No.

also



POS'T'ON F"PE?/[HHWYHU Health & Social Services

SPONSOR SUBSTITUTE FOR
HOUSE BILL 412

INTRODUCTION

Services for the chronically mentally ill population in Alaska continue
to be plagued by inadequate or no programs, lack of funds for community
services, continuing service fragmentation, and lack of workers to
implement programs. Because of its small population, severe weather

and relatively young history, Alaska has not yet joined the rest of the
nation in the severe problem of the homeless chronically mentally ill
Alaska can be grateful that it has been given a head start to plan for a
situation which is inevitable.

Who are the chronically mentally ill in Alaska? By definition, a
chronically mentally ill (CMI) person is one who has heen officially
diagnosed as having major psychiatric disorder with a documented history
of c”ronicity and persistence, and which impairs the individual's
occupatiorid i, family, social, and persona' living skills. Frequently,
the individual's behavior and/or circumstances are such that

intervention by the State is warranted. Applying national mental health
data which states that five percent of the population suffers from one
or more mental disorders, Alaskan's population in need of services would
be approximately 25,000. Currently about 10,000 persons are heing seen
in the Alaska Mental Health system - 1,200 at Alaska Psychiatric
Institute (API), and 8,800 through the community mental health system.

The prevalence rate for the specific category under which the CMI falls
is about one percent of the total population, or 25 percent of al

mental disorders. This would suggest that there are approximately 5,000
persons in Alaska in the category of CMI

CMI Study
During FY 86, the Division of Mental Health and Developmental
Disabilities (DMHDD) compiled a scientific study (the Boston Study) of
the numbers and functional categories of CMI who were receiving services
within the mental health system during a specific period of the fiscal
year. This study indicated that there were 1,356 CMI persons actively
receiving services through the Division. The conclusion is inescapahle
only about one third of the CMI population is being served, and the
services offered are far from adequate as the study indicated.

Function Levels Number? Percent
1. Dangerous 69 5
2. Unable to function due to symptoms 95 7
3. lacks activity of daily living
skills 160 12
4. Llacks community living skills 197 15
5. Needs role support 403 30
6. Seeks treatment 364 26
7. Mental health system independent- 68 5
1356 100
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The Boston Study of CMI identified the above seven functional levels

among the CMI population,

and designed service packages for individual

clients at each functional level. Costs were also developed for each
service package. To estimate the effectiveness of each service package
a set of outcome measures from the database was developed and assigned
to each package. The current DMHDD budget for the planning population
The goal of the study was to apply a computer model
to these data in order to find affordable service strategies for the

was also estimated.
Division.

Services Components

The following list shows the services components available within the
system and the approximate cost for a unit of services. Services are
components; namely, residential, treatment,

categorized into four

rehabilitative, and support.

delivered through the

The most expensive unit of care is

inpatient system at APl at a cost of $S209.00 per

day. The least expensive is transportation

Services Component Unit

Residential Services

Inpatient/API days
Independent Living days
Street days
Board and Care days
Nursing Home days
Adult Fam. Care Home days
Supervised Apartment days
Crisis/Respite days
Treatment Services
Crisis/Emergency hr3
Day Treatment days
Geriatric Day Treatment days
Outpatient Psychotherapy days
Medication Management hrs
Medical/Dental Treatment hrs
Rehabilitation Services
Activities of Daily Living/
Socialization hrs
Prevocational Training hrs
Sheltered Workshop hrs
Vocational Training hrs
Support Services
Case Management hrs
Support to Families hrs
Legal hrs
Recreation hrs
Transportation hrs

at $1.00 per day.

Unit Cost

$209

33

70
30
139

15
15
90
130

100

15
15
15
$ 40

100
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From the above list of client services, service packages for each
functional level were developed to reflect service comprehensiveness and
intensity; basic, adaptive, promotive. A fourth level was identified to
reflect services currently being offered by the mental health system. A
mixture of components is involved.

Basic Services Package Options

Basic service packages include the services neededtoassure the health
and safety of clients and communities. Basic services can include room,
board, physical health care, and psychoactive medications.

Adaptive Service Package Options

Adaptive service packages include basic services and services designed
to adjust or adapt clients to the current level of functioning.

Adaptive services are primarily the traditional psychotherapies; milieu,
individual, group, etc.

Promotive Service Package Options

Promotive service packages include services specifically designed to
improve the client's level of functioning. Promotive service packages
can include basic and adaptive services, b*»t focus onareas such as
activities of daily living and vocational training.

Given this model, a service package may be developed for any client with
an identifiable cost. If new funds were allocated to the Division, new
clients and their level of funding would be identified and service
packages developed at the basic, adaptive improved level.

Budgetary Considerations

Several affordabhle strategies that would improve system benefit-cost
were suggested. These strategies call for enriched service packages for
clients at the lower levels of functioning. The goal is to improve
overall client progress, reduce the need and dependency on inpatient
beds (API), promote community-residential living, and increase the
number of clients becoming independent of the mental health system.

Currently, the mental health system (APl and community mental health
centers) is operated at a cost of approximately $22981.6. It is
estimated that these resources serve the CMI by providing one or more of
the above four service component at a base cost, of $11685.8.

Data frcr Boston Study suggests that approximately a 15 percent
increase ' current funding ($1752.9}is needed tc bring the current
service pacruda level up to the basic level. Once this i?vel has been
achieved, additional increments of 9 percent would be needed to achieve
gach the adaptive and promotive levels. This means that approximately

BWS\/ABERN
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$4,280.7 is needed to service the existing clients (1,356) at the level
which will maximize their goal of system independence.

It should be noted that a 4,280.7 increment addresses only the adequacy
of funding for the current system, and does not address the issue of new
admissions into the system. With 1,356 clients, the Division is only
serving 27 percent of the potential population of 5,000 CMI. The
immediate goal is to service a minimum of 50 percent of the eligible
population.

Increments Needed: Adequate Funding Current System

"(@) 15 percent above current level (15% of $11655.8} $§1752.9
(b) 9&5 for Adaptive Services (9% of 13438.7) 1209.5
(c) /Ofor Promotive Services (9% of 14648.2) 1318.3

Total of Increment # 4280.7

[ New Admissions

Current system cost for 1,356 clients 11685.8
Basic/Adaptive/Promotive Levels of care 4280.7
Total Cost of new and current services 16966.5

1356 clients represent 273 of potential population of 5,000

[f 27% of need costs ' 15966.5
100% of need will cost 59135.2
and 50% of need will cost N 29567.6
Less cost for 27% already served (15966.5)

#2 increment cost to fully serve 50% of population eligible $13601.1

The Department recognizes the need for increased services for the

CMI, and supports HB 412. This bill mandates continuum of services for
the CMI population. The ultimate goal of the bill is to help the CMI to
reach their capacity to function as independently as possible within
their local communities.

The Department does recommend some changes to HB 412:

Section one, page one, line 11, add statewide hefore the word
coordinated;

Section one, line 12-16, eliminate this sentence;

Section one, page one, line 17, to page two, line nine, should be
designated sec. 47.30.545, standards for Community Support Services
for the Chronically Mentally 111 and follow Sec. 47.30.547
Community Support Services for the Chronically Mentally 111,

Section one, page one, line 21, the word sexual does not seem
appropriate and should be eliminated;

Section one, page one, line 26, this is a new concept and should be
separated from number (3);
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Section one, page two, line one, the element of emergency or crisis
care should be added as (A);

Section one, page two, line 9, orientation in cross-cultural issues
should be added;

In addition to these changes, the Department would suggest a full
discussion on the issue of not requiring matching funds from the
programs for these particular services (section two, page three, line
seven) and on the overall issue of the projected fiscal impact.

Y A

RECOMMENDED BY: i
rfel Henry, Director’
Division of Mental Health
and Developmental
Disabilities

DATE:

APPROVED BY:
jfann R. Pugh, Commissioner
Department of Health and
Social Services



IN THE HOUSE BY M.H. MILLER AND CLOCKSIfI

SPONSOR SUBSTITUTE FOR HOUSE BILL NO. 412
IN THE LEGISLATURE OF THE STATE OF ALASKA
FOURTEENTH LEGISLATURE - SECOND SESSION

A BILL

For an Act ntitled: ™ An Act relating to the chronically mentally
i

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

*Section 1. AS47.30 is amended by adding new sections to read:
Sec. 47.30.545. TREATMENT OF THE CHRONICALLY MENTALLY ILL.

The department shall provide for community-based and locally,

regionally, and statewide coordinated care and treatment of the

chronically ‘'entally ill.

Section 47.30.547 COMMUNITY-BASED SERVICES FOR THE CHRONICALLY
MENTALLY ILL. Communities that provide eligible mental health
services for the chronically mentally ill may receive funds from

the department for the following program elements:



(1) a short-term residential treatment program for
individuals experiencing an acute episode or a situational crisis
requiring temporary removal from their home environment;

(2) a long-term residential treatment program with a full day
treatment component for persons who require intensive support;

(3) a transitional residential treatment program designed for
persons who are able to take part in programs in the general
communitybut who without continued support would be at risk of
returning to a hospital;

(4) a semi-supervised, independent, but strurcured living
arrangement for persons wno without some support and structure
would be at risk of returning to the hospital;

(5) a day treatment program capable of providing services for
clients whose residential needs are being met but who requiring
additional or extended treatment services;

(6) supported work and vocational training programs that
provide opportunities for clients to experience the benefits of
meaningful and productive work experiences with graduated levels of
skill and energy required;

(7)socialization centers designed to serve a broad range of
clients, as well as persons living in the community in general,
Sec. 47.30.548 STANDARDS FOR COMMUNITY SUPPORT SERVICES FOR THE
CHRONICALLY MENTALLY iJ_

(1) facilities shall consist of small residential or day
treatment centers, in as close +o0o a normal home or
non-institutional environment as possible without sacrificing

client safety or care;



(2) staffing patterns shall reflect the cultural, linguistic,
ethnic, and other social characteristics of the community, and
shall incorporate multidisciplinary professional staff to meet
client diagnostic and treatment needs;

(3) programs shall be designed to encourage self-sufficient
and independent functioning through prevocational and vocationa
training;

(4) programs shall promote client participation in planning
operating, and evaluating daily treatment and rehabilitation.

(5) programs shall be designed to coordinate with the socia
service system as a whole and in particular shall be designed to
include the following three elements; (A) Emergency or crisis care
in an emergency center or at home by an emergency response team;
and (B) an acute hospital for the evaluation, disagnosis, treatment
and referral for persons who are in need of acute care; (C) a case
management system in which the case manager serves as a coordinator
of the various service elements of the system and as an advocate
for the clients in the system; all case managers shall be under
direct supervision of a psychiatrist, psychologist, or a mental
health clinician with a master's degree;

(6) prorams shall contain standards for staff training,
including training in community outreach services and orientation
in cross-cultural issues.

*sec. 2. AS 47.30.5E''1 is amended by adding a new subsection to
read:

(b) Notwithstanding (a) of this section, the department shal

purchase 100 percent of t.. eligible costs of services provided for



the chronically mentally ill, subject to the availability of the
state funds to the department for implementing AS 47.30.520

47.30.620.
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"An affiliate of the National Alliance for the Mentally [II"

TESTIMONY: January 27

HOUSE HEALTH AND SOCIAL SERVICES COMMITTEE

REGARDING: H.B. 412 AN ACT RELATING TO CHRONICALLY MENTALLY
ILL

PRESENTED BY: Sharron Lobaugh AAMI Vice President

The Alaska A lliance for the Mentally 111 strongly endorses
this legislation.

W hile there has been some growth in programs for this
population/ the majority of communities lack a comprehensive

system which we believe is necessary to reduce recidivism and
provide opportunities for these persons to lead a reasonably
normal life in their communities.

This bill will provide the department with the Ilegislative
structure to implement a COMMUNITY SUPPORT SYSTEM on a State
level. Federal funds have Dbeen allocated for a number of

years encouraging this type of approach and some state funds
are already being wused for this purpose. Last year 800,000 of
the allotment for Community Mental Health Centers was
designated for community support programs. The bulk of the
programs however, operated by community mental health centers
are providing a more general outpatient service dealing with
mental health clients who are experiencing problems of a less

disabling nature and whose prognosis with intervention does
indeed yield more immediate results (problems like family
crisis, youth and adolescent problems, divorce, life changes

and other emotional problems)

The chronically mentally ,ill are persons suffering from major
mental illness such as schizophrenia, manic depression, major
depression and other long term conditions which significantly
affect their ability to function in daily life. Many of
those persons who are without a support system wind up in API
on a regular "revolving door" basis. A recent report from
the division demonstrates that the Ilength of stay has now
been reduced to about two weeks and that the average
readmission rate is five times for each new admission

Research has shown that with appropriate community programs

providing housing, case management, day treatment, vocational

and social opportunities, this revolving door syndrom breaks

and the length of time out of the hospital increases.

A good indicator of this is demonstrated by the Transitional

Living Center in Anchorage (see attachment pages 18-20 of

TLC two year summary); which indicates a 56% decrease in

rehospitilization and a 68% decrease in the number of

hospital days for those who have been in the TLC program.

The primary rehabilitative effort of the Transitional Living

Center is the preparation of clients for independent living.
Fairbanks Alliance Galeway Alliance Juneau Alliance Kenai Peninsula Am hcrage Alliance

Box787 80x211247 1 PO Box 4-242

PO. Box 2543 00x 30
Fairbanks AK 99707 Ward Cove, AK 99928 Auk Bay,AK99821 Soldolna, AK 99669 Anchorage, AK 99509



There are no other progams similar to this in other parts of
the state where patients can upon dismissal receive a
structured living arrangement with a treatment program.

There are a few other programs however that are good
beginnings:

Ketchikan, has developed a community support program

with several components and seems to have the most
comprehensive program thus far. It was started by Wes
Terwilliger with Federal CSP monies as a dissemination
program from Oregon models. Ketchikan has intensive active
case management (taey actually do outreach to assist clients
to come for programs and treatment), they have a fully
developed day treatment program with a range of activities
such as cooking, financial management, leisure skills,
health and recreation activities and social programs. They
also maintain two apartment complexes with four males and
four females occupying an independent living unit.

New programs have been approved for the Northern Region in
Fairbanks which are the beginnings of needed housing,
vocational, group homes, children and adolescent diagnosis
and treatment facilities and day treatment components.
Enclosed for your examination are portions of the RFP issued
in December which describes the type of programs which are
being initiated.

Perhaps we need to clarify then, with so many new programs
being started, do we need this legislation?

Because up to now, the programs for the chronically mentally

ill have received less than top priority in the community
mental health centers. We certainly do not intend to erode
the need for these centers expecially in rural areas where
there must be responses to all kinds of problems. It is our

concern that seperate monies and seperate programs be
targeted for these -prog-rams for a number of reasons:

-it will allow CMHC's and other local service providers
to submit proposals for programs which are not in direct
competition to CMHC's other programs

-it will allow for full funding (there is a 25% match
now required for CMHC grants which encourages them

to seek clients who are most likely to pay)

-it will encourage service providers to design a

comprehensive care system for this population

-it will decrease the responsibility of large centers
such as Anchorage day treatment program to provide
services for persons from other communities (currently
they have 30% of the clients from other communities)

-it will provide the administrative structure for



determining the kinds of programs which are appropriate
for this population and provide the department direction

-MOST IMPORTANTLY it will allow families the chance to
have their loved ones cared for appropriately near their
own homes and provide an opportunity for a quality of

meaningful life for those suffering from mental illness.
We do have some specific recommendations on this bills
We would like to see a definition of chronically mentally ill
included. The one used in the present standards distributed
to you by the department is an appropriate definition. We
recommend that the DSM classifications remain as regulation
however, because there 1is a high probability that as the
state of the art progresses, there will be further refinement
of each type of mental illness.
Additionaly we would recommend a "maintenance of effort"
clause so that programs will not be reduced as a result of
this legislation or funds will not be supplanted.
Finally, we recommend adding a section clarifying line 8 on

page 3 which either encourages service providers to seek
third party payments or provides some incentive to do so in

the application process. While many persons cannot afford
treatment, many are covered by insurances and programs which
can collect from disability coverage or insurances should be

encouraged to do so.
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The Respite Program has had a substantial impact upon the use
of hospital bedS by the clients served. The average length of
stay at APl has been rePorted to be 33 days, thereforé that
would be the best guess at the |ikely duration of a predicted
1ospitalization, "The hospitalization risk data in Figure 17
indicate that 50 or more of the 73 Respite admissions™ would
have led to hospitalization if not for the program, 0

the Risk Level 5°<3 peop le>,Q0-90"/, of the Level 4 <24 peogle)
and 75/. of the Level 3 <24 people) would probably have been
in the hospital within days.  Based upon these assumpv *ns,
Figure 20 "indicates the probable impact of the program upon

hospital use.

Fig. 20. RESPITE IMPACT UPON HOSPITALI 2ATIQN
PROBABLE " ACTUAL SALED
HOSP. /S DAYS HQSP. ™S DAYS HOSP."S DAYS
43-50 1584 8 264 340 1320
Days = # hospitalizations x 33 da

S
For comparison, all hospltal»zat|gns assumed
to be 33 days

w

Figure 20 shows a probable savings of 1320 days of hospital
care.  That number represents 3.62 years of tontinuous stay
iIn a hospital for one person.

The collective data indicate that the Respite Program is ver¥
successful in helping th§ clients it serves.  Ninety percen
of the clients returfied to community I|V|n% and at |east
1320 days of hospitalization were saved. he impact of the
program would be greater if it could become looked upon as a
viable resource “and if it would be more heavily utilized by
the mental health system.

2. Rehabilitation Propram Effeetiveness - The Purpose of the
Rehabilitation Program is to prevent the repeated hospital-
ization, of the chron|call¥ mentally il through |ncrea31nﬁ
community adjustment skills and helping the clients establis
semi-independent or_independent living™ situations with goo
follow-uyp  care.  The following data indicate the extent to
which the program met this goal

A. Hospitalization:
The broad jmpact upon hospitalization was measured through
the comparison of ‘the number of hospitalizations and the days
of hospital care for equal time periods before and after the
exposure to the program. ~ For each client, the time period
was based upon the time since he or she had been d|schar%ed
from the program. ,quure,21 depicts the |m£act upon hosP| al
care for thoSe clients discharged from the progrcum at least



Six months.

Fig. 21. REHAB. PROGRAM IMPACT UPON HOSPITALIZATION

TIME OUT NO. OF PRE-TLC HOSP. POST TLC HOSP.

of. 1kC CLIENTS  HOSP.'S DAYS HOSP.'S DAYS

i 1/2-2

YEARS 1 30 2072 3 313

1-1 1/2

YEARS 27 38 1890 19 795

1/ 2-1

YEAR 31 31 2026 17 783

TOTAL 71 99 5988 44 1891
FIG. 21. (CONTINUED)

TIME OUT CHANGE [N CHANGE IN

OF TLC NO. OF HOSP.'S PERCENT  HOSP DAYS PERCENT

1 1/2-2

YEARS -22 -73/ -1759 -35/

1-1 1/2

YEARS -19 -50/ -1095 -58/

1/ 2-1

YEAR -14 -45/ -1243 -61/

TOTAL -55 -56/ -4097 - 68/

Data were not included for cl ients out of the Transitional
L|V|nq Center from 0-1/2 year, as that data would be biased
heavily in favor of the pro?ram. Since. most clients come to
the Réhabilitation Program from a hospital, there would be at
least one EJre—TLC admission for nearly all clients during the
meaf,uremen Penod., Using longer time frames provides more
reali stic information,

Figure 21 shows a very substantial decrease in the number of
hospitalizations and” in the number of hospital days from the
pre-TLC to the post-TLC Penod. The,?,reatest,charge was Seen
with those clients out of the Transitional Living Center the
greatest amount of time. This fm,dmg has been seen in other
Stu

[
rea
tudies of programs for the chronically mentally ill (eg. a



recent report in the December 1934, issue of Hospitel end
Commun i ty Psych|atrg The data suggest that programs must
continue” -for a period _od seueral years be-fore the real impact
becomes evident. The 73/ decrease” in hospitalizations and the
85/ decrease in hospital days in the 1 1/2-2 year group is a
phenomenal change and is excéeded by -few_ if any, programs in
the country. he overall decreases of 56/ in admissions and
63/ |n hospital days are probab ¥ Very con1 etitive, but few
standards of comparison exist. The 56/ d ecrease in number of
hosp|ta|zat|ons s statistically significant beyond the .001
con idence level, as Is the 68/ decrease in hospital days

his means that a change that large would occur by chance one
t|me in a thousand. Using these Clients as their own control
%roup the change was Very significant from the pre-TLC to
he post-TLC periods.

The ~data indicate that the average length of a hospital stay
declined. Calculation of the average Jéngth of hospital stay
shows a mean of 60.49 da KS in the pre-TLC period and 42.93 in
the post-TLC Per|od The overall decrease of 4097 hospital
days represents 11.23 years of continuous hospitalization for
ong client, a rather significant savings.

Comparison of the success of the Rehab
similar ﬁrograms Is possible when consider
clients nospitalized after residence in the program,  as data
from these pro%rams IS expressed in those_terms.  Figure 22
compares the rate of rehospitalization of Transitional L|wn?
Center clients with Fountain House clignts and with a contro
groyp of clients discharged from hospital care and not in a
fesidential program. Fountain House js the oldest program in
the country offéring psych-social rehabilitation services to
the chronically mentally ill, and is considered to be the
model program.

ilitation Program with
ring the percent of

Fig. 22. PERCENT OF CLIENTS REHOSPITALIZED

TIME FOUNTAIN HOUSE TLC CONTROLS
6 MO. 16 17.86 37
2 YR. 38 39.44 60
5 YR. 53 N/A 10

(Control data reported by Fountain House)

Figure 22 indicates that the Transitional L|V|n% Center has
produced results almost identical to that_of the Dest program
In the country for the first two years. The TLG has not been
in operation long enough for a five-year comparison. The TLC
has clearly had a very significant impact upon hospital stay.

A2rke. 10
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B. Rehabjlitation: 2. B4y, sttferZTe

The decrease in hospitalization seen in the previous section
|s the result of three -forces interacting to assist clients
In community adjustment. First, the treatment at the Alaska
Psychiatric™ InStitute and other hospitals provides the basic
stabilization necess,arﬁ/ to begin the process of adjustment,
Second, the Transitional Living Center provides residential
sycho-social rehabilitation training to -further the process
o-f stabilization and add speci-fic community adjustment skills
and se 1-f-management skills. Third, the -follow-up services of
the Aftercare "Unit of the Southcentral Counceling Center, and
other providers, offer continuing care to clientS leaving the
program. The Aftercare Unit provides day treatment, theraﬁy,
outreach, case-managemert, psychjatric services, and other

services ,necessamt/, to epable on—gom_(t;, community ad&ustment.
The relative position of the Transitional L|V|ng enter in
the changes seen is that of a rehabilitative Dbridge between

1qood hospital care and quality outpatient follow-up care.
he credit for the success belongs to the total system, with
each element playing its part.

The primary rehabilitative effort of the Transitional Living
Center = is” the preparation of clients for independent living:
In addition to the impact upon hospitalization, the transfer
of clients to independent living is a predominant measure of
Brogram success.  Figure 23 depicts the movement of clients
etween housing types. The Pre-TLC ,housmg represents the
most usual housing occupied by the client fdr a year prior to
entering the  program,  The  Post-TLC housing reﬁresents the
Rlace_ment at termination from the Program. Tne Follow-up
ousing was the housing occupied as of December 31, 1934

Fig. 23. CHANGE INI RESIDENTIAL STATUS

HOUSING PRE-TLC POST-TLC  FOLLOW-UP
P NO.JIT) (NO. .7) (NO.77.)

NO HOUSING, ON STREET 117 lo.s?y. 137 12.37( 31 2.970.
HOSPITAL, INSTITUTION 41 3.967. 81 7.92¢ 5/ 4.957.

BOARD & CARE, FOSTER CARE 9/ 8.917. 11/ o .307. 14/ 13.367.
WITH FAMILY, DEPENDENT 48 | 47.521. 24 | 23.767. 14 | 13.367.

HALF-WAY HOUSE 0/ 07 0/ 07. 2] 1.93%
SEMI-IND. (TRANS. APT.) 0/ 07. 31 2.977. 21 1.987.
INDEPENDENT LICING 28 [ 27.721. 41 | 40.597. 33 | 32.677.

UNKNOWN 1/ .9*7, |/ .997. 29 | 27.727



Ning of the 110 Rehabrlrtatron Pro

residence at the end of the v alu

Figure 23 indicates that 48 0-f he 01 clients who termjnated
were living with their families for most of the year Prror to
enterrn% the Transitional Living Center.  Nine clients lived
in board and care facilities, four had spent most of the year
in an institution, and 11 were living on the streets. A total
of 72 were Irvrng dep endentl% or were homeless. Twenty-eight
were |iving independently, ‘but were considered to. be jn need
8|f reﬁhabrlrtatrve services. Pre-TLC data was missing for one

r

%ram clrents were still in
1ron period on 12/31/84.

Upon leaving the program, 44 clients entered independent c-r
semi- independent housing. Fifty-six clients entered some form
of dependent housing or were homeless.  Data was missing for
one client. At follow-up, 35 clients were known to pe Iiving
independently, 38 were Irvrng in a dependent situation, and
23 had dropped from sight.

A 1975 survey of 26 half-way _hoyses indicated that a medi'n
of 64V. of clients were glaced in independent living upon exit
from the prog rams and 33V were still Irvrng rndependently at
follow- UJ) Perro ranr};rng from 90 days to Years TLC
data indicates 44/ at termination and’ 35/ at follow- up The
Data suggests that the Transitio aI Living Center —is able to

e

r
living than many of the

n
n
place fewer clients into independ
s training that tends” to kee

programs surveyed, but provide
the” the clients placed more stable in_the community* The TL
showed an approximately 20/ decrease in clients living. in an
Independent or semi- independent setting, from termination to
follow-up, while the programs surveyed showed a 50/ decrease.

nt
tr

The 44/ placement into independent or semi-independent living
Is less than most of the programs surveyed,  although that IS
a rate that exceeds some of ‘the programs. The placément rate
i In part a function of the youth of the _program, in part
due to |ack of housing . alternatives, and in part due to' the
particular characteristics of the client population.

Analysis of the clients indicated that upon intake:

93/ were unemployed;

84/ lacked the mongy to meet even basic needs;

571 \évenr]et%gerrencrng moderate to severe psychotic

67/ wyerg not consistent with self-medication or
were resistive unless supervised,

171 aétselréde\detreatment sporadically or were

15/ had the stability of SSI and Medicaide.

The clients tended fto be unmotivated, with 66/ showing some
de?ree of non-compliance with the program.  Sixty-one percent
left program against medical adviCe or were ~expelled due



to major rule violations, particularly substance abuse.
Upon termination -from the program, analysis indicated:
65/, were unemployed;

63V. still lacked the money to meet most needs:
371. were g,mrsll experiencing moderate to Severe
66V. Were St HI havrn% problems with medication:
72N were still sporadic with treatment:

there was_ no srgnr icant increase in SSI
recipients.

Those clients that were among the 33V. that became employed,
the 2v. that maintained employment from intake, and the "lsv. on
SSI made up the majority of ‘the clients that had established
independent or_ semi- independent Irvrnr?1 few female clients
also went to live _with boyfriends or husbands as contributing
family members. The crrtrcal factor determining independence
apRears to be money. Lack of income blocked more clients from
achieving the goal "of independence.

The 56/ reduction in hospitalizations, the 63V. reduction in
hospital days, the 44V. placement in rndePendent living, and
33V. employment rate -indicate. a srgnrfrcan degree of success
for a program so new. In time, B %ram should develope
to the point that these data are even

3. Phase Il Prooram Effectiveness - The Phase Il _Program has
been the least eftectrve sub - program of the Trangsitional
Living Center. prrmary success was the demonstration that
transrtronal aﬁartments and a con?regate facility could be

establ rshed at landlords would TeaSe to a program involved
with the chronically mentally, and that community support in
the form of donations, could’ be obtained. Finantial problems
led to the demise of the tac lities, after serving 14 clients
for (1644 resident days. For clients graduated™ from them
to independent livin ? and the rest were removed due to the
closure of the acrlr es or due to management problems. At
the end of the report period, two clients received 43 days of
service in apartment beds rented dire ctIy from the landlord
by the c¢lients Additional funding to Cover operating costs
would allow thrs program to succeed

PROGRAM COSTS US. COST SAVINGS

The Transitional Living Center has o perated for twenty-five months
at a total cost of §1,212,060,.inc! drngsguannrng, development and

start—up costs. The funds expended,

rce were.

State Contribu tron 5892.698.00
Center & Utd ay. 5319.362.00

Total: S1,212,060.00



From December 3, 1932, throu gh December 31, 1994, the Transitional
Living Center provided 11,257 resident days of service.  The cost
0

per resident day is as follows:
Cost to the State: 9.30
Additional cost to Center: %28 37
Total:; $107.67

The cost per resident day is based upon
of 63.74'[.." At 100% occupancy,the total
the State contribution at $50.55. While
any increase. from the rate achieved w
cost per resident day.

an overaII occugancy rate
cost would he $6 with
100% occupancy is fantasK
i1l significantly lower t

While, this money was be|nq ent, the Respite Program prevented 40
hospitalizations at the Alaska Psych'atric Institite. The cost at
the APl is at_or above $300 per patient dag, and an average st %
is 33 dag The savings. to the State was $396,000 (40 hosp
days X $300 In ad |t|on the Rehabrlitation Program heIpe to
reduce §|tahzat|on bg a%s The additional savings to the
State was 4097 da S .. The total savings were
% . | the cost of e| ht hos italizations not prévented
y the ResP|te Program $$79 200) is subtracted from_the savings as
a’ "fine", the savings still amount to $1,545900. The total State
contribution to the Transitional Living Center has been $392,698,
as noted above. Subtract|ng the contr|butU|on from the savings
leaves a net saV|n?s of $653,202, repr'esenting more than a year 0f
State expendi ture for the program,
Based_upon  the previous data and the information in this section,
the Transitional. Living Center has shown itself to be both
clinically effective and cost-effective.

PROBLEMS ENCOUNTERED

The primary Broblem encountered b¥ the Tran3|t|onal Living  Center
Brogram haS Dbeen the uncertain fu ure 0f program. =~ Funding has
een shaky from the early stages of the operat|0n and the program
has suffered from the situation. Referral sources were not sure
that the program would survive, and had stopped referring to jt on
several occasions,  Nearly constant community education efforts
were needed to inform these agencies the the program was operating
and accepting referrals.

Staff morale was very low at times due to the constant threat of
program closure. he program had several periods of h|?h staff
ment 0f

fa

turnover, causing chags in the program and effecting trea

clients. Only oné staff member, the supervisor, has remained from
the ori |naI staff st rtin q the ?ro?ram Seven of the ten s ff
had Wor eight months or Tes December 31, 1984,  Client
morale Was alSo effe cted by th e fundlng uncertainty.  Many -of the
cl iep t eft the program for a more secure setting, as, they were
fear of losing thelr place to stay. On several occasions, case



Resists. 83, October 1982

(3) assessment or community and client
reaction to services, which may include ques-
tionnaircs, surveys, or board reports; and

(4) the center’'s evaluation of the degree of
achievement of the annual plan. (Eff. 9/1/82,
Reg. 83)

Authority: AS 47.30.530

7 AAC T71.125.
() A center must have systematic procedures
for the review of the quality of care and the use
of services and facilities.

QUALITY ASSURANCE.A

(b) There must be a wri ten description of
current quality assurance procedures that is
reviewed and revised annually.

(c) At least two utilization reviews must be
completed each year as described in 7 AAC
7.155(g). (Eff. 9/1/82, Reg. 83)

Authority: AS 47.30.530

7 AAC 71.130. PLAN OF SERVICES. A
cer?_tehr must have a written plan of services
whic

(1) the center staff reviews annually and
revises as necessary to reflect changing com-
munity needs;

(2) includes the center’s annual goals, the
stepls and resources necessary to implement the
goals;

(3) includes a review of compliance with or
reasons for exceptions to relevant regional and
state planning documents; and

(4) includes a five-year plan for development
and delivery of mental health services to the
service area. (Eff. 9/1/82, Reg. S3)

Authority: AS 47.30.530
AS 47.30.540

7 AAC 71.135. TYPES OF. SERVICES AND

POPULATIONS TO BE SERVED, (a) A center
must serve, to the extent that mental health
services are not available to them from other
providers, the following populations in priori-
tized order:

(1) acutely disturbed persons;

HEALTH AND SOCIAL SERVICES

TAACT1.120
7 AAC 71.135

"(2)/ chronically, severely disturbed persons;

(3) children and adolescents;

(4) other persons or agencies requirr direct

mental health intervention: and

~(5) other persons or agencies requiring non-
direct mental health services such as consulta-
tion or education.

(b) A center must provide the following
services to the above listed populations in prior-
itized order:

(1) evaluation services, including

(A) diagnosis using the DSM-III classifi-
cation: and

(B) evaluations for persons being con-
sidered for involuntary commitment under
AS 47.30.700 —47.30.915; this service is to
include both court-ordered screening investi-
gations and evaluations for commitment, if
the necessary facilities and personnel are
available: and

~(2) treatment services, both voluntary and
involuntary, which emphasize a brief therapy
and crisis intervention model, including

(A) 24-hour inpatient psychiatric treat-
ment for both voluntary and involuntary
patients as close to the patient's home as
possible; for involuntary pathnts, this service
must include a written cooperative agreement
with the Alaska Psychiatric Institute or other
stadte-designated inpatient psychiatric facility;
an

(B) outpatient care, including

(i) 24-hour direct emergency services for
crisis intervention;

(ii) individual counseling/psychotherapy;
(iii) group counseling/psychotherapy;

(iv) case management
care for chronic patients;

and supportive

(v) referral services to other agencies;
and



EXECUTIVE SUMMARY

"ubmitted for Juneau Needs i j
Assessment by Dr. Gary Anders
University of Alaska Juneau

A Needs Assessment is a exercise in inform aticn
collection and analysis that contributes to an accurate
understanding of com plex, interrelated issues. The objective
of this needs study is to provide inform ation on the service
needs of the local population of chronically mentally ill in

Juneau.

The National Institute of Mental Health (NIMH)
estim ate: that about 15% of the total adult population needs
mental health services at any given time, and that the mere
severe mental disorders such as schizophrenia and
schizophreniform disorders are to be found in about 1% of
the general population. If Juneau is comparable to the
national averages (and there are strong reasons to believe
that the local incidence of mental illness is higher) the
number of Juneau residents with schizophrenia would be about
260. Altogether’ about 10.6% of the over age 15 population
cr approximately 2,724 people in Juneau are estimated to

have major mental disorders.

Given the difficulty of establishing precise
guantitative estim ates, this needs assessemerit should be
looked upon as a preliminary effort until the data allow
utilizing new more rigorous techniques to estim ate the
number mentally ill at different functional levels within a

given population.

Based upon an extensive research effort which included
statistical analysis of existing data, and interviews with
over 55 key people in the com munity mental health service
delivery system , the study found that there were a number of
serious defficiencies in the quality and availability of

mental health services far Juneau residents.

Among the most pressing of these are the need for an
alternative to institutionalization at the Alaska
T’'sycm afioc Institute (API) in Anchorage, and the creation

of day treatment, psychosocial and housing programs.

As the research report discusses, one of the most
significant problem s with the current situation is the lack
of a sufficiently high level of funding to support even a
minimal level of needed services for the chronically
mentally ill. Because of the |imited amount of existing
resources, funding and services are typically directed
towards higher functioning cases or patients with

appropriate medical insurance.



A comprehensive range cf services with special
provisions of adaptability and flexihihtv is needed to meet
the needs of local residents. These services include
housing, in-patient care, after care, socialization
programs, voca tional and living skills trair rig7
recreational opportunities, respite care, a place to triage
patients referred by the medical oo mmunity, and emergency

crisis assistance. Acute care is needed on a 24 hour DAsis.

These services should be designed to provide crisis
intervention and emergency psychiciatric services to
faaliate in-dake of crisis cases thereby overcome extensive
delays. Similarly a prevention program where people can go

far emergency counseling was identified as necessary.

Due to the shortage of beds at the state facility in
Anchorage there has been a dramatic increase in patient
turnover in recent years. Juneau and Southeast area
residents have been seriously affected by this trend.
Because API is already overtaxed and considering the
cfstance and cost in transporting patients to Anchorage,
local residents would be better served by a local in-patient

psychiatric unit.

A primary question that policy-makers must consider
with regard to such a project is the oost of the fadity and
ils potential utilization. W hile the data do not allow

making precise estim ates it is possible to make a very rough

estim ate of need. On the basis of the number of psychiatric
adm issions to Bartlett hospital and the number of el gl
involuntary com m ittm ents from Juneau, an inpatient facility
with between 6 and 8 beds w id be needed.

The construction and operation of a local in-patient__
.unit-capable of serving com munity needs wouTd-~reailt in a
significant cost savings over the existing centralized
treatment approach. I'n most instances a patient in crisis
could be stablized without a costly com m ittm ent procedure
and the accompaning transportation cost- Fam ily members
could help play a more important role in the overall
treament program . There would be a lower rate of
recidivism . Personal and family dislocations would also be
m inimized through local treatment- M oreover, these services

would provide interventions which would reduce the demand

far acute care services.

Based upon the responses of numerous key informants and
an evaluation of the local Juneau/Douglas Community Mental
Health Clinic, the report stongly recom mends that a major
effort be directed at developing a broader range of services
for the chronically mentally ill. We endorse the continuum
of care model suggested by Dr. Leona Bachrach, a leading
writer in the area of mental health policy and one of the

consultants for this study. In addition to other components



such a model would em phasize an integrated program of

services including housing and a sheltered workshop.

Through such a program residents would have ;m
opportunity to participate in structured vocational
activities designed to give them an opportunity to earn an
income and develop job skills while social activities
complement their improved participation in com munity
activities under supervision. This living situation should

provide only the minim al necessary supervision to

participants who are able to engage in social and vocational

activities.
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effective, services must form a continuum in the true sense of the word.

To reach that goal, not only must components be added to the system, but
also existing and proposed components should be closely linked to ensure
ease of access for clients. Furthermore, personnel must be acquired to act
as 'case managers'" who will facilitate individualized program planning for
every client.

In defining the service needs for the chronically mentally ill, the Subcom—
mittee adopted several guiding principles. These principles include
emphasis on: 1) community-based rather than centralized/institutional
care; 2) maintenance of the highest achievable level of independent living
for each client; 3) programming which assures the maximum adaptive level of
functioning for each client; 4% procedures which allow an individual to
move through the service continuum as his/her needs change; 5" oppor—
tunities to engage in meaningful daily activities; 6) ”asy access to
services; and 7) tailoring of services to account for varying regional and
cultural needs. The philosophy of normalization underlies all planning
done to date.

Other guiding principles include: involvement of the client and family in
treatment planning; strong emphasis on case management; the need for
attention to aftercare and service follow-up and vregular involvement
educating the family and in some cases other members of the client"s
community about the client"s illness and appropriate means to aid in their
treatment.

The Subcommittee has identified a range of services necessary to meet the
needs of chronically mentally ill adults in the northern region.At this
time, available funds are insufficient to address all the needs. There—
fore, the State, with direction from the Resource Committee for SB 520, has
selected the following components for development in FY 1986 and FY 1987:

A.  Supervised Apartments (Client Capacity -- 161.
B. Group Home with Crisis Beds(Client Capacity -- five beds
in the group home section, with two additional beds reserved

for short-term crisis situations).

C. Multi-purpose Center (Client Capacity -- 30 per day or 50
per week).

D. Vocational Education Workshop (Client Capacity - 15 per
day on site).

Each of these components is elaborated under Part 111, Se tion 3-3 below.

2-2. DEFINITION OF CLIENT POPULATION

Respondents must confine their services to the chronically mentally ill. A
"chronically mentally ill person” is someone who 1is eighteen years of a.ge
or older and who satisfies two or more of the following criteria:



A. Is diagnosed as having a schizophrenic, major affective, or
paranoid disorder (DSM-111 diagnosis of 295.1, 2S5.2, 295.3,
295.4, 295.6, 295.7, 295.9, 296.2, 296.3, 296.4, 296.5,
296.6, 297.1, or 297.3) or another severe mental disorder,
with a documented history of persistent psychotic symptoms
other than those caused by substance abuse.

8. Has impaired role functioning in at least one of the follow—
ing:

1. Social role -- an inability to function indepen—
dently in the role of worker, student, or
homemaker .

2. Daily living skills - an inability to engage
independently in personal care (e.g., grooming,
personal  hygiene, etc ) or community living
activities (e.g., handling personal finances,
using community resources, performing household
chores, etc.).

3. Social acceptability -- an inability to exhibit
appropriate social behavior, which results in
demand for intervention by the mental health
and/or judicial system.

C. Is a danger to self or others.

Clients will include persons who show sporadic improvement as well as those
who experience occasional outbreaks of severe pathology. Many clients will
vary from day to day and month to month in their service requirements.
Therefore, programs should be designed flexibly to ensure tailoring of
services to changing individual needs.

=2-3. CLIENT APPROPRIATE SERVICES

Due to the range of different cultural, ethnic, age, gender and other
distinctions in the population to be served, services proposed should be
sensitive and appropriate to the maximum extent possible to the individual
client needs. These include but are not limited to: treatment, setting,
staff, activities and food.

2-4. WORK TO BE PERFORMED

Work to be performed resists of tactical program planning, start-up, and
implementation of the four service components of supervised apartments,
group home, multi-purpose center, and vocational education workshop. A
great deal of the effort in the first six months (January 1, 1986 - June
30, 1986) 1is expected to be of an organizational nature, including precise
program design, hiring of staff, and formalizing policies and procedures.
However, grantee(s) are expected to provide direct services in each compo—
nent. Respondents whose proposals demonstrate ability to bring direct
services on line quickly will have an advantage during proposal evaluation
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Articles of Incorporation

Bylaws

Board of Directors Roster

Organization Charts (for the existing organization, each
proposed component, and the "new" organization following
the award of a grant.

Accountants Report/Audit Report from most recent fiscal year
or other audit period

Position Descriptions and Resumes of Key Personnel

Agency Budget (overall) (if different from the proposed
budget)

Personnel Policies
Business Licenses
Proof of public Non-Profit Status.

Documentation of Community Support and Interagency
Coordination . (This section shall contain signed memoranda

of agreement with key organizations to assure
r.on-duplication of services and continuity* of care for
clients. Letters of support are also helpful®™ but less

essential.)

Names and Addresses of References (if the respondent is an
individual or has never before provided services within the

State of Alaskal

3-3. GUIDELINES FOR THE TECHNICAL PORTION OF PROPOSALS

The following material describes the State"s perspective on each component
of services addressed under thij RFP. Services and hours proposed and
numbers of clients to be served are minimums. Respondents 3re encouraged
to expand services and hours of operation basedon their resources.

A.  Supervised Apartments Component

Supervised apartments will provide residential services for
chronically mentally ill adults who need minimal support.
Residents will share an apartment with up to three other
chronically mentally ill adultsin a family-like setting.
The living arrangements shall encourage social interaction
and provide minimal supervision geared toward helping
residents function 1in as normal a capacity as possible
within the community. The program shall emphasize living
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skills, such as budgeting, shopping, paying bills, and
working at appropriate levels of functioning.

By July 1, 1986, the State intends to build or purchase a
six-unit block of apartments, with four units clients,
one unit for the live-in resident managers, and one unit for
a family hostel (a place for out-of-town family members to
stay while visiting with and/or participating in the treat—
ment of any client receiving state supported mental health

services. All the apartments will have double-occupancy
bedrooms. The apartments must be able to house a minimum of
sixteen chronically mentally ill clients. For this RFP

however, the respondent must find and lease space and be
responsible for all programming. The respondent must budget
for lease payments andrelatedfixed costs. The respondent
is expected to serve a minimum of sixteen clients and must
locate space which will support the services outlined under
this RFP.

The respondent shall incorporate the following 1ideas into
the program plan:

1. The apartments should encourage social
interactions among residents.

2. Residents of any one apartment should plan
meals and eat together regularly.

3. A live-in manager should serve as the case
manager for residen-: unless residents have
designated case managers within the mul—
ti-purpose center or elsewhere in the mental
health system. In the latter case, the
live-in manager should work closely with the
case manager. The apartment manager should
maintain daily contact with each resident;
assist residents in "normalizing activities"
(e.g., paying bills, shopping, pursuing jobs
or training, etc.); counsel residents with
routine problems and projects; and, schedule
occupancy of the family hostel. The manager
should also coordinate closely with other
mental health services and proyrams.

4. The manager should be a paraprofessional- or
professional-level mental health worker.

5. A manager or a designated alternate should he
available 24 hours per day.

6. Residents/clients should be assisted as
needed to obtain the range of services
necessary from a variety of agencies to
enable them to maintain viable functioning in
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the comiiiuni ty. The respondent must shew
proof that clients are eligible for services
provided by all- other components o* the
services continuum for chronically mentally
ill adults ”“see Part I11l, Section 3-5 belowl.

Multi-Purpose Center

The multi-purpose center shall proviae on-going assessment
and treatment for chronically mentally ill adults in order
to allow them to maintain themselves in the community. This
center, envisioned as the hub for services for chronically
mentally clients, will eventually be built and owned by the
State and operated by the grantee. It will be located
adjacent to the Adult Grojp Home, which will also eventually
be built and owned by the State. In this grant award,
however, the respondent must locate appropriate space and
budget for lease payments and related fixed costs.

Services shall include day treatment, group therapy, case

management, individual counseling, psychological and psychi—
atric evaluation*; and day respite. Average client load

should be a minimum of thirty clients per day or fifty

clients per week. In other words, although approximately

fifty individuals clients will receive service each week,

only about thirty clients will be served on any given day.

While some clients may attend daily, others may come to the

center only once or twice a week.

Respondents shall include provisions for ordering, storage,
arj dispensing of psychotropic medications, as well as
protocols for drug monitoring.

Activities shall be planned for each individual client in
accordance with his intelligence, functional, skill, and
interest levels. The program must b; flexible e.ouah to
accommodate differences between clients, as well as differ—
ences within clients over the course of time.

The respondent should plan to provide all but the most spe—
cialized services with in-houne staff. The core team of

in-house professionals should be supplemented through

consultation or contractual services on a case-by-case

basis. Because of the diverse treatment and therapy needs

anticipated in the target population, the respondent should

consider a multi-disciplinary team approach as generally the

most effective treatment mode.

Grantees are encouraged to cultivate team management rela—
tionships with a variety of private practice professionals.

While the Department is currently planning the center to be
a forty-hour-per-week operation, respondents are encouraged
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to extend hours as much as possible. It is widely recog—
nized that there 1is a need for this Tfacility to provide

24-hour services. Around-the-clock operation is the goal,

when and if additional fr become available.

The respondent shall ircorH rate the following ideas into
the program plan:

1. The multi-purpose center should be the
location of the case management team for the
entire service delivery system for chronical —
ly mentally ill adults in Fairbanks.

2. The multi-purpose center should be the hub of
services for chronically mentally ill adults.

3. Programming should encourage social inter—
action but also provide for various degrees
of privacy.

4. All programming should be client centered,
with individualized treatment plans.

5. One of the main functions of the multipurpose
center should be to evaluate psychological
functioning of tl.e clients. Assessments
should be done both formally and informally.

6. Possible staff for the multi-purpose center
include: 1) a clinician/director; 2" an
administrator; 3) case managers: 4i a psychi—
atric nurse; 5) social workers; 6) other
professional staff as needed; and 7) support
staff as needed.

7. Day treatment activities should include group
therapy, recreation, skill building, group

meetings, and occupational therapy. Pro—
vision should also be made for crisis inter—
vention.

8. A typical therapeutic regimen for a client

might include one hour per week with a case
manager, one hour per month with a psychia—
trist, and one hour per day with a case
manager or psychiatrist during a crisis.

9. Although clients may spend seme of their free
time at the center, the facility is not to be
merely a drop-in center. Therapy and group
activities shall be scheduled.

Group Home with Crisis Beds
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Like the multi-purpose center, the group home will eventual—
ly be built and owned by the State. In this grant award,

however, the respondent must Jlocate appropriate space and

must budget for lease payments and related fixed costs.

Respondents should be mindful of the State®"s intention to

co-locate the group home and multipurpose center when “hese

facilities are constructed. Proposals in response ro0 this

RFP should aim toward this eventuality to the extent, possi—
ble.

The adult group home shall provide intensively supervised

voluntary residential services for five chronically mentally

ill adults. Residents should be encouraged to participate

under supervision in household activities such as cooking,

cleaning, self-care, and other activities of daily living.

The group home should emulate a family-like "Hfestyle in

accordance with the philosophy of normalization. Both sexes

should live in the home and should be encouraged to partici—
pate in activities that promote self esteem.

As a place of residence, the group home must be designed to

incorporate normal features of community living. For
example, provision could be made for residents to have pets
and/or a garden. Residents should also be encouraged to

participate in appropriate recreational activities.

In addition to normal residential pursuits, residents should
be involved in structured therapy and vocational programs,
as appropriate, which are to be provided through other
components of this RFP and which are otherwise provided in
the community. The proximity to the multi-purpose center
will help to ensure use of therapy by group home residents.
The respondent should design other measures to ensure client
involvement in community services and social and vocational
opportunities.

Within the group home but structurally separate from the
main residential areas, two crisis beds shall be available
on a 24-hour basis for persons who have short-term problems
which require immediate, intensive care but which can be
managed outside of a hospital setting. Although group home
residents may use the crisisbeds periodically, these beds
should be available primarily for the larger community.
Group home staff should cover the crisis component but
should have a plan to call for additional help as needed.
Memoranda of agreement with other community services,
including Fairbanks Memorial Hospital, are essential for
this component. Proposals must include admission and
discharge criteria and protocols for these crisis beds.

Group home staff might include a program coordinator un all
shifts and a program aide during the evening and night
shifts. Since some vresidents will be participating in
activities at the multi-purpose center or other locations
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during the day, one program staff member at the group home
will probably be sufficient during the aay time. Additional
staff may be needed for extra coverage during times of the
day when intensive activity occurs. The respondent should
develop and justify an appropriate staffing pattern. The
respondent shall incorporate tha following 1ideas into the
program plan:

1. Residents must not be -discharged until such
time as they no longer need the help of this
facility. Programming should be flexible
enough, with individual case planning, to
accommodate the varying needs of individual
clients within the larger parameters of group
home capabilities.

2. Because of the nature of the clients”
disabilities, staffing arH programming should
be planned to provide almost constant super—
vision.

3. Adequate staffing is very important "o client
outcome and stability. It will probably be
necessary to have at least two staff on duty
at all times when clients are present.

4. Protocols should be developed to ensure
back-up for group home staff when crises =
occur or the client mix requires higher
staff-to-client ratios.

5. Clients, with appropriate supervision from
staff, should plan, shop for, and prepare
their own meals. = Residents should eat
together family style.

6. Programming should attempt to integrate
clients into the mainstream of community life
as much as possible.

Vocational Education Workshop

Vocational services shall be provided in space leased or
owned by the grantee; the respondent must include costs for
any leasers) in the proposed budget, along with maintenance,
utilities, insurance, and other, such costs.

This component shall serve a minimum of fifteen clients at a

time. The grantee must develop placements in community
businesses and other work sites to accommodate clients for
whom such placements are appropriate. Proposals must

include plans for developing and supervising these place—
ments.
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Vocational educational workshop services, as envisioned
under this RFP, should help chronically mentally ill adults
maintain, transition, or retransition into the labor market.
The overall goal for this component is to provide meaningful
employment appropriate to the individual®s level of func—
tioning, 1in a sheltered workshop environment and through

on-the-job assistance and support. Coordination with
existing services as well as integration with community
businesses is encouraged. The program shall complement

existing community programs and should provide new options
and opportunities for clients on a "no failure" basis.

The vocational program shall feature individual assessment

of client needs and capabilities and development of tai—
lor-made training programs. The program shall attempt to

create or enable as normal a work environment for the client

as possible. The respondent should recognize that clients

will have widely differing capabilities and needs and should

plan accordingly.

Education and training opportunities shall be provided to
every client at his or her own pace and within his or her
own level. The educational/training experience should be
meaningful. It should be a learning experience which will
provide 1income as well as give a feeling of personal
achievement.

For a client who would benefit from academic education
instead of or as an adjunct to vocational training, the
program shall assist the client to participate in existing
community-based programs and college courses.

The vocational training environment and services shall be
specific for people with chronic mental 1illness. However,
the respondent should explore opportunities to share some
services, purchasing, cr facilities- with existing agencies
or businesses in ways which will promote cost savings.

The respondent shall incorporate the following ideas into
the program plan:

1. Chronically mentally ill adults with all
levels of disability should be incorporated
into vocational training if they are in need

of such service. Program planning should
allow for a great diversity of abilities and
interests.

2. Work 1is a normal activity for adult Ameri—
cans. Therefore, this program should provide
vocational and training opportunities that
will constitute real work and preparation for
real work, not "make work."
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3. The program should be decentralized into
existing businesses and other normal work
sites as much as possible and on an individu—
al basis.

4. The staff of the vocational program should
have both psychology skills and work—
shop/vocational training experience. Anyone
providing academic instruction should" be
trained in adult education as well as his or
her subject matter.

Case Management Services

Respondents shall make provision for case management ser—
vices, whether they propose to provide one component under

this RFP or all four. Because many of the clients will be

involved with services beyond- those offered by the grantee

the respondent shall develop relationships with other

providers which will enable non-duplicative, comprehensive

services and continuity of care and Tfollow-up for each

client

For clients from communities outside of- the immediate
Fairbanks area, provisions should be developed for case
managers to provide follow-up to clients and their support
systems when the clients return to their home communities-

Management/Administration

All  four components under this RFP require administra—
tive/management support services. However, because of the

State’s intention that programs be client centered -nd

because of the desire to provide the most direct services

possible with limited funds, the department encourages

respondents to keep the number of administrative and support

staff as low as possible while maintaining quality. Respon—
dents should make ev ry attempt to promote cost savincs in

the administrative a:ea. Respondents proposing to provide

more than one component should document cost savings in

administrative areas that would accrue as a result of
providing more than one component.



G, Proaram Evaluation

AIl proposals shall include a description of the client
populations or sub-populations to be served under the
proposed component(s) and an analysis of expected benefits
for those populations: In addition, all proposals must
detail a plan for program evaluation.

3-4. SUPPORTING FACILITIES, EQUIPMENT, AND SUBCONTRACTORS

Each proposal shall describe where ;ervi:es will be offered and how such a
facility will be obtained. Proposals must address any anticipated problems
in obtaining a facility and discuss alternative solutions to these prob—
lems. Any planned su" .ontracts must be defined as a part of the proposal.

3-5. EVIDENCE OF COORDINATION

All proposals shall demonstrate development, expart.v-Jn, or direct linkage

to existing mental health and counseling programs and providers and to

existing social rehabilitation programs such as day treatment programs,

social clubs, or other models for social rehabilitation that are demon—
strated to be effective for chronically mentally ill persons. Proposals

shall demonstrate efficient utilization of existing treatment and reha—
bilitation resources. IT new programs are proposed or existing programs

expanded, evidence must be provided that there are direct linkages among

existing components of the system and that need exists to expand services.

It is of utmost concern to the State that services provided in accordance
with this RFP complement rather than duplicate existing programs and
services. The four components to be provided under this RFP must fill gaps
in community services ard promote comprehensiveness and continuity of care
for clients.

In the case that a respondent 1is a consortium of agencies and organiza—
tions, written memoranda of agreement between the consortium members must
accompany the proposal. Written menu. anda of agreement with unaffiliated
agencies and organizations with whom close working relationships and
transfer arrangements are essential to continuity of care should also be
included to the extent possible. The respondent shall include a plan for
developing formal relationships and memoranda of agreement which are
essential but which h*"ve not been practical to date. These memoranda must
document agreements regarding criteria of admission and eligibility for
services. The criteria shall be designed to ensure that clients of each
component of the continuum of services for the chronically mentally ill are
eligible for services provided by all other components, whether or not
particular components are operating in response to the RFP. Finally, the
respondent may wish to attach letters of support from more ‘'peripheral”
service providers, agencies, organizations, cid consumers,

During proposal evaluation, a heavy weighting will be given to interagency
coordination and avoidance of unnecessary duplication.
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CSS PROGRAM STANDARDS
CCE"MUNITY SUPPORT SERVICES FOR CHRONICALLY MENTALLY ILL PEOPLE
Purpose

These rules prescribe minimum standards and procedures for conmunity
support services for chronically mentally ill persons. Cccmmity support
services programs may appropriately develop more intense and specific
services. All programs must address all of these minimum standards.

The grantee agrees to provide services for chronically mentally ill (CMI)
people as required in 7 AAC 71.135 (a) (2). A ccmmunity support services
plan as outlined below must be submitted to your Regional Administrator.
Standards for minimum ccomunity support services for the CMI p “pulation
follow:

Definition

A. "Chronically mentally ill person”™ means a person who is 18 years of
age or older and who satisfies both of the following criteria:

1. Must be diagnosed as having a Schizophrenic, Major Affective or
Paranoid Disorder (DMS 111 diagnosis of 295.1, 2, 3, 4, 6, 7, 9; 296.2,
3,A, 5, 6,; or 297.1, 3), or another severe mental disorder with a
documented history of persistent psychotic symptoms other than those
caused by substance abuse; and

2. Inpaired role functioning, consisting of at least two of diS*—
following:
a. Social role: an inability to function independently in the role
of worker, student, or homemaker;
b. Daily living skills: an inability to engage independently in
personal care (grooming, personal hygiene, etc.) or community living
activities (handling personal finances, using ccnmunity resources,
performing household chorer etc.); or
c. Social acceptability: an inability to exhibit appropriate
social behavior, which results in demand for intervention by the
mental health and/or judicial system.

Minimum Standards

A Community support services plan: Each coarnunity mental health center
shall submit an acceptable conmmi ity support services plan to the
Division identifying the number of clients to be served, and the
arrangement and intensity of community support services to be provided.
An acceptable plan w ill identify the number of staff who w ill provide
corrmunity support services, their degrees, field s of study and hours per
week spent working in the conmunity support program . The plan w ill
identify the average number of clients maintained in the program
throughout the year. A lso, the plan w ill address the cornrunity support

services listed below:



Case management service to include:

a. Screening and evaluation of potential clients to determine the
client™s eligibility for services, and providing a fixed point of
entry into the services of the community support unit;

b. Individualized Treatment Plans for each client accepted for
services. The plan will include the client™s history; an assessment
of the client"s personal strengths and weaknesses; and a plan of
action to meet the client®s basic life needs and enhance or maintain
the client®s level of functioning. The plan will identify outcomes,
persons responsible, and target dates for staff action. These plans
will be updated as appropriate, but not less often than once every
six months. To the extent possible the plan will be prepared with
the participation of the client and, as appropriate, significant
others in the client"s life;

c. Assistance in applying for aid for which the client is entitled.
Staff will routinely help clients secure resources such as Social
Security, general assistance, vocational rehabilitation, and housing
subsidies. When needed, staff will go with clients to help them in
applying for these benefits;

d. Assume a leadership role in coordinating services with other
agencies and resources. Resources other than agencies include:
landlords, employers and volunteers. When necessary, staff will
organize and conduct case staffings with other agencies and
resources; and

e. Emotional support and counseling to clients throughout*the
provision of all other services listed in these rules; and

f. Assure that clients are informed about the 2A-hour per day
services that are available through the corrmunity mental health
program, and are trained in their use.

Outreach services to include:

a. contact with psychiatric hospitals to identify appropriate
clients and to offer services to potential clients. With the
cooperation of the hospitals, staff will participate in hospital
discharge planning; and

Medication management to include: Coordination with the client"s
physician to assure that the client™s medication needs are met.
Program staff will routinely observe and collect observations on the
client™s behavior and provide ongoing feedback to the client’s
physician.

Daily structure and support to include:

a. The provision or arranging for skill training. Skill training
will as needed include, but net be limited to, household skills,
money management, personal hygiene, and self-managment of
medications.

Some of this training will be provided in the client"s living
situation. When appropriate volunteers will provide skill trailing;
and



b. Socialization activities for clients. These activities will be
provided in informal settings vhere clients can develop corrmunication
skills and friendships.

Vocational skill development to include:

a. Referral of clients to vocational rehabilitation services, ana
working with those services to develop 1 dividual programs to meet
the special needs of each client. Whenever possible, staff will
develop supportive work arrangements to prepav clients for
vocational rehabilitation services.

b. Outreach contact to clients who are workor, in ccxnnunity
settings. Staff will provide backup support to clients and their
employers.

Residential resource development to include:

a. Assisting clients to find an appropriate (e.g., safe, sanitary)
living situation.

b. Providing independent living skill training (cooking, hygiene,
etc.) in the client"s residence.

c. Using program funds to pay for rent deposits and basic housing
needs when no other funds are available. The funds nay be considered
as loans to clients and mechanisms will be established to accept
reimbursement from clients.

Throughout the provision of coonunity support services, staff will
observe and help secure the client®s rights to confidentiality and
treatment with human dignity.
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Well-meant ref rms have shattered our system for treatlng the chronic

mentally 1ll-and left thousands of them to scrape by in the s

It satypical night at the Pine Street Inn,
aprivately run shelter for the homeless in
downtown Poston. One guest is quietly
threatening suicide. Another has curved a
three-inch gash in his cheek; the inn staff
and a cityjroliccmar. coax him into an am-
balance as blood sjiattcrs the floor. Two
women schizophrenics sit nearby; mutter-
ingdisconsolatcly. Around them ncurlyCOO
lost souls are settling in fur the night—
shuffling, snoring, murmuring, restlessly
rearranging their meager possessions, As
usual, the Pine Street Inn is overcrowded—
andas usual many ofitsguestsarc mentally
HL "Our old alcoholic guests think it's too
crazy to come here," sighs Palph Hughes,
the inn sdirector. "'It'cW become the stale's
largest mental institution.”

nd yet, strange as it seems, the
denizens of the Pine Street Inn
nre luckier than some. This win-,
ter a number of homeless persons
around the country will undoubt-
edly succumb to the eiTects of exposure on
city stree's. More often than not, these
men and women will be found to have a
history of chronic mental illness and to
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have spent at least some time in psychiat-
ric hospitals. To mental-henlth profession-
als, their deaths will be yet another exam-
ple of America's mentally ill "dying with
their rights on"—which is one way of say-
ing, as many in the field now believe, that
the nation's primary-care system for
chronic mental patients is in utter chaos.
That this isso is a monstrous irony, for the
current plight of America’s chronic men-
tally ill is the direct result of the nation’6
20-year flirtation with the seductive opti-
mism of reform.

That reform is broadly known as "deiii-
-titutionalization," a term that refers to
the hopeful goal of releasing most chronic
mental patients from state-run usylums
and returning'’hem to the community. The
goal was and is praiseworthy: the residen-
tial population at state and county menial
hospitals has dropped by nearly 450,000
since 1955, and the level of care for those
who remain in long term confinement has
generally improved. It is also true that up
to 65 percent of the liberated mental pa-
tients have successfully adapted to life out-

| side—though as any psychiatrist can tes-

reets

mentally ill is very much asometime thing.

But for the rest—for hundreds of thou-
sands of former inmates and younger
mental patients for whom long-term insti-
tutional care has never been available—
dcinstitulionalizntion is a brutal hoax.
Even longtime advocates of mcnlal-health
reform, like Dr. Leona Bachruch of the
University of Maryland, concede a "fail-
ure in implementation" because very lit-
tle of the hoped-for community psychiat-
ric support was ever provided. That
shortfall, she says, has created "a big
mess" for the mentally ill. Others arc less
charitable, and some critics, mindful of
the staggering neglect that many chronic
mental patients now endure, nre very an-
gry. "Let's stop playing games—dcinstitu-
tionalizntion stinks,”" says one psychia-
trist, Dr. Stephen Rnchlin of the Nassau
County, N.Y., Medim! Center. "Liberty to
be psychotic is not 'freedom' in any re-
sponsible sense of the word."

"Tcyld' had his first psychotic episode at
20, after a prcp-school career marked by
precocious brilliance in science, baseball

I tify, "success" among the long-term and thepiano. Hisfamily spent his college
. . "a“‘%‘ﬂ?@*%DEPeaa'r‘fSWﬁ‘Ei‘B‘F?éIer?f*«0 R
' *1_ Sy «onmre Cm mEo>ED 'mr» o un L R ok
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Aquestion cl freedom: A patient at New York j Crecdmoor Psychiatric Center, later released to lire in a halfway house
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A a troubled man huddles in a doorway
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ii hen their sut trig m<i - o

ferrrd him Inaslate mental institution In
andoutofhospitalsforyears. Tudd. nou 37.
recently was released toa U-anlinghome in
Worcester, Mass. Three ueehs lu>er he was
muffed—an eienl which precipitated yet
another psychotic breakdown. "He tried so
hard to make it. "his mothersays. "They all
try so hard, and they fail occausc they re-
celie no care. It's torture fur the families to
uatch that. Thesepcojilcarc toosick to be let
out into the community without any help.
It s a national disgrace."

There are two reasons why doinstitution-
a)ization has failed, The first isthat go\?m-
ment has fallen far short of providing the
kind of community-based mental-health
care that chronic schizophrenics like Todd
sodesperately need.Tobesure, sp mding by
state government on mental-health pro-
grams seems adequate: in 1981, the most
recent year for which figures are available,
that spending totaled 56.2 billion. But the
dollars, nsmental-healthprofessionnlssny,
have-not "followed thepat:'-nt6,"

Although G3 percent of the nation’s
chronic mentally ill ore at large in the
community, two-thirds ofall state and local
mental-health funding still goes to mental
institutions that now house only c fraction
of their former inmate population. The re-
sult: a slafT-to-patient ratio (chart, page 16)
that currently exceeds 1.5to 1in publicand
private hospitals nationwide—and a cata-
strophic shortage of psychiatric care for
those who ore struggling, in the streets of
hundreds of cities and towns, with the
crushing burden of liberty.

The constitutional right to liberty—and
the 20-year trend toward a much broader
assertion of mental patients’civil rights—
is the other reason why deinsdtutionaliz.a-
tion has failed. Liberty is a primnry value
in American society and in its legal system:
for the past decade the courts have consis-
tently held that no one—not psychiatrists,
not police, not even family members—may
arbitrarily abridge a mentally ill person’
right to freedom.

Legal standards: As a result, long-term in-
voluntary commitment has been abolished
in most states for all but the mostdanger-
ous mental patients—and even short-term
commitment can be extremely difficult to
achieve. The common legal standard isthat
a patient must be "a danger to himself or
others"—a phrase that, in practice, often
means the patient must commit some overt
act of violence before the courts will inter-
vene. "The rights of patients are impor-
tant, but as things stand now, everything
but his illness isbeing taken into account,”,
says Dr. Sara Warren, vice president ofthe
Pennsylvania Association of Slate Menial
Hospital Physicians. "In the end," says Dr.
Bertram S. Brown, one of the architects of



dfin'tituilocalization,"it may be the legal
profession that will largely determine the
fate of the chronic mentally ill."

The result of these twin trends, one with-
in the mental-health profession and the
other in the courts, has been no'hing short
of catastrophic. It is, of course, M furtive,
whispering catastrophe that most Ameri-
cans have ignored—much as they ignore
the shabby, muttering, homeless cmzies
who hnunt their streets. How many of the
mentally ill are homeless and how mnny of
the homeless ore mentally ill? No one
really knows—and the debate, which now
preoccup.es officialdom nnd acudemic re-
searchers alike, is largely beside the point.
Nevertheless, recent surveys indicate that
approximately a third of the nation’s
homeless are mentally ill—although the
total number of homeless Americans,
which is variously estimated from 350,000
to 3 million, itselfis in dispute.

The number of chronic mental patients
iseasier to come by. The National Institute
ofMental Health estimates that 2.4 million
Americans should be classified as chron-
ically mentally ill and that approximately
1.5 million ofthem (chart, page 19)nowlive
"in the community."” That broad category
includes those woo live in halfway houses,
those who live with their families or by
themselves in rooming houses and cheap
hotclsand those who have been referred for
short-term staysin the psychiatric wardsof
local hospitals—and those who simply live
on the streets.

In tryth, virtually any of those 1.5 mil-
lion patientscan be "homeless" at one time
or Bnolher, forachronic disease like schizo-
phrenia tends to be cyclical, nnd its victims
usually veer from periods of fragile stabil-
ity to intermittent breakdowns all (heir
lives. "Almost everyone in the organiza-
tion can say that at some time, their loved
onehasbeen homeless,” says Laurie Flynn,
director of the National Alliance for the
Mentally 111, a self-help organization for
the families of mental patients.

Earl Ruth is 47, partly deafand schizo-
phrenic. Hchcard voicesfor thefirst timeat
theagco'six, spent mostofhischildhood in
a foster home and an orphanage and has
lived much ofhis adult life in mental hos-
pitals—sornctinos voluntarily, sometimes
not Normally a gentle, apologetic man,
Ruth is capable of violence: he once told a
psychiatrist he was "fighting something
evil,soniethingpoiccrful. "He is both home-
less and rootless. Although he spends most
winter: at church shelters in New York
City, he usually heads across country each
spring in a solitary and always fruitless
searchfora better life. Thisycar, hesays, he
may take a trip to Houston.

Theycnll it"Greyhound therapy,”nnd it
is the opposite of "three hots and a cot”—

16 NEWSWEEK :JANUARY 6. 1986

tne Hospitals

Pflost funding still goes to institu-
I* Ilians that house a fraction of
their former population. Result; a
high staff-patient ratio—and a
shortage nfrare outside thp wank

Average Dally
* Population

State tnd County
Mental Hospitals

Ol THO13AM*

1955 1960 1965 1970 1975 1980 M*

i fTIUATIL -t o= . *
SOLWX NATIONAL INSTITinT Or MCNTAL HCALTH

* e, >

"iso Staff Per
10 100 Patients, I

State, Local andjt/.

™  Private Mental AfSS'rcVM
«e Hospital. m'+1s’

| S a
rthr3fey felB
1960 1965 1970 1978 , 19*1*

LATKTT AVAILAMX ' ~ Hy *

aqLI;;X .iujocan hospital AKgb;burul_MJ

»V>rd* r--cr~-.

mental-health workers’ slang for long-
term institutionalization. For Earl Ruth
and thousands like him, the days of three
hotsnnd acotore longgone, probably never
to return: life consists of aimless wander-
ing from city to city, a pattern that isinter-
rupted only by random encounters with the
police and periodic short-term visits to the
psychiatric wards of local hospitals. It is a
dreary’, nomadic and dangerouexistence.
Violence isnot uncommon, and the mental-
ly ill are more frequently the victims of
crime than its perpetrators. The young
tend lobe involved with drugs: according to
some experts the underlying psychiatric
problems of mnny younger patients nre of-
ten mistakenly dismissed as the efiVcts of
chronic drug abuse.

Housing iswhere you find it—in an alley-
way, a vacant building, a bus station or a
flophouse. Food is in the garbage can or at

the mission Ni-rhtmnresareeverywhcre—
but only the menially ill know the real pain
of their hallucinations and their dark
dreams "It all toils down to these people

1who follow me around and Lake my boy-
friends and soon," iiays"Lena." a paranoid
schizophrenicatthe PincStreet Inn. "They
live in empty buildings, they kill my family
members, they jeopardize me, tool 1want to
speak to President Carter nnd warn him to
6tny away from these people." "Kathy,"
another Pine Street Inn regular, &ays she
hasseen three friends die in the streets, ono
of them last October. "I’m gonna tell it to
you straight,” Kathy says. "All the pain,
the suffering, the craziness—it hrrU, it
hurts.” (Shortly before Christmas. Kathy
was barred from the Pine Street Inn after
staging n suicide attempt. No one knows
where she is nov/.)

Minimel cars: W hat is missing from their
lives is effective community care—nnd
without exception, mental health profes-
sionals say the nation has r. neged on that
promise. The age of mental-health reform
really began in 1963, when John F. Kenne-
dy signed into legislation a network ofcoro-
munity centers to support deinstitutional-
ized patients nationwide; though 2,000 are
needed, only about 700 were ever built.
There are, to be sure, a handful of highly
praised outreach programs, like The
Bridge in Chicago (page 18), which offer
intensive caseworker support to chronical-
ly disturbed people. But the norm in most
state or local agencies is a level of care so
minimal as to approach official negli-
gence—and in city after city, despairing
mental-health workers concede that the
system as a whole foils abysmally.

One problem is that reformers have
greatly misjudged the difficulty of caring
for the most severely disturbed patients.
Hard-core street crazies are notoriously
tough lodeal with: they are often paranoid,
manipulative and deeply resistant to treat-
ment, and many deny they are disturbed
at all. Deinstitutiona’ization was largely
predicated on the therapeutic power of
modern pharmacology. Even chronicschiz-
ophrenics, it was widely believed, could be
released to the community if they were
given regular doses oftranquilizcrs or anti-
psychotic drugs. But many patients resist
taking their prescriptions, just as they re-
sist any direction. "This is a system that
leaves it up to the patient to keep up with
his medication and psychiatric care," says
Gloria Harrell, a mental-health coordina-
tor in Detroit. "A few get help, but tne
majority wont.”

Even with cooperative patients, the usu-
al combination ofdrugsand a littie counsel-
ling is far from adequate. Many arc simply
too disoriented, too volatile, too isolated to
cone with mode ui society. A recent si udy of
the chronic mentally ill in Boston, for ex-
ample, showed that 75 percent had no con-



tart with anyone—family member, friend,
doctor or counselor—who could help them
in a crisis 'They can't name one person
they can cJI or talk to,"says Ellen Rassuk,
un associate professor of psychiatry at
Harvard Medical School. "It's a hideous
existence that shoves them further into
craziness."

The consequence, for many, is what
professionals call the revolving-door syn-
drome. Getting only minimal support from
the local merilal-health agency, the patient
gradually loses his grip on reality. In the
jargon of psychiatry, he "decompensates":
stops taking his medication, loses touch
with his caseworker nnd eventually gets
into trouble.

In many cases, hisnext contact with civil
authority is through a patrolman on the
beat: the San Francisco police department,
forexample,handles 18,000 calls involving
emotionally disturbed citizens every year.
The police may make a "mercy arrest,”
sending the patient tojail for a minor of-
fense like disturbing the peace. Or they
send the patient to a local psychiatric word
to cool out Th->n the cycle begins all over
again. "These patients ore pushed back
nnd forth in circles," says Dr. Igbal Ahmed
of Boston City Hospital.

Daniel Thornton is a 34-ycar-old schizo-
phrenic with u long history ofviolence who
lii<csin San Francisco. In and out ofmental
institutions for years, he has recently been
under the care of a state mental-health
counselor and a psychiatrist; during that
time he rvceii'cd the usual regimen ofanti-
psychotic drtgs. Ixistfall, however, his case
management broke down: the psychiatrist
retired and his counselor could notsec him
because ofillness. Daniel began to deterio-
rate. Iri desperation, his brother took him to

Lifeline: Medication at a church shelter

San Francisco General Hospital, where he
received more medication end was released.
It didn 7 help. On Dec. 1 Daniel stabbed a
76-ycar-old woman todeath. He told police
it uos the only way he knew to get the
psychiatric care he needed.

Therehavebeen dozensofcases like Dan-
iel Thornton's since the advent of dcinsti-
tulionnlizalion, and each case inflames the
public, alerting them to the policy's risks.
In New York last November a 44-year-old
paranoid schizophrenic named Lois Lang
walked into the offices of Deak-Perera, a
leading currency broker, and allegedly
shotand killed .'he firi 's president, Nicho-

Her own space: A former mentalpatient in her apartment kitchen

i las Deak. and his rKvptiomst. In spnng-
field, Po.. 25-year-old Sylvia Soiyrist was
charged with punning 10 people in asubur-
ban shopping mail i n Oct. 30. killing three
of them. Jkcgrist's mother had tried to
have her committed for months. In Ona-
laska, Wis., lust February, Bryan Stanley,
30, was arrested forthe murders ofa priest,
a lay minister and a church custodian; he
had recently been discharged fiom a state
mental-health center.

The pattern in nil these cases is nearly
identical: although the suspect had a histo-
ry of mental disorder and a known propen-
,ity for vio* nee, the system failed to pro-
iect either the patient or the public, Daniel
Thornton, for example, had been proposed
for long-term commitment in 1982; on the
recommendation ofstate mental-health of-
ficials, a California court turned the com-
mitment petition down. "The Thornton
case snyseverything that's wrong with the
mental-health system,” says Thornton's
public defender, JefT Brown. "We have an
all-or-nothing proposition in the system. A
person is either in an institution or not in
one—and if he's out, we operate on a hope
and proyerthathe’s not going lodohnrm to
himselfor another person.”

The obvious conclusion is that the sys-
tem has failed. But the real iss *eruns deep-
er: the law's bias in favor of the rights of
the mentally ill has significantly raised the
barriers to involuntary commitment. The
law works on the presumption that liberty
isthe highest value, and psychiatrists, who
can never predict a patient's behavior with
total certainty, must work within that lib-
ertarian bias.

Smoking gun: Dr. Darold TrefiTert, chair-
man of the board of the Wisconsin State
Medical Society, says that conflict was fun-
damental in the Bryan Stanley case. "The
guy was crazy—and nfler the smoking gun
everybody said, '‘Oh, my God, he should
have been committed.” The fact is, under
our laws he conldn 7be committed because
he wasn’t considered a danger.” Or as a
study by the American Psychiatric Associ-
ation putsit, "Clinicians believe itisbetter
that IOpersonsbehospitalized unnecessar-
ily than one suffer serious harm unneces-
sarily. The judiciary believes, however,
that it isbetter for 10 people to go free than
for one 'innocent' person to be confined."”

It usually takes a splashy murder case to
raise these questions for laymen—but the
issues of protecting the public and caring
for the mentally ill are really one and the
same. The law inhibits psychiatric inter-
vention at many levels. There is the basic
stipulation that a mentally ill person must
be a demonstrable danger to himself or
others; in most states that standard is ap-
plied rigorously and narrowly. There is
nlsoa widespread recognition ofa patient’s
right to refuse medication. According to
the American Psychiatric Association, 25
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states have such laws And fi-
nally. there is the tradition of
ugcrossive advocacy on behalf
of the mentally ill. Legal ethics
donotencourage an attorney to
ignore his client’s wishes—
which meansthat a mental pa-
tient’s lawyer must normally
fight for his client’s release
even if that decision stymies
treatment.

In New York City, where au-
thorities are struggling to cope
with thousands of homeless
mental patients, the tension be-
tween liberty and care has be-
come almost hizarrely politi-
cized. The city'6 goal is modest:
preventing street crazies from
freezing to death. City hall has
advised the police that state
law allows them to round up
anyone who appears lobe men-
tally ill and refuses shelter,
and transport that person to a
hospital for observation when
the temperature drops below
32 degrees. The police are do-
ing so, but the program has
prompted bitter criticism from
the New York Civil Liberties
Union, which has mounted ita
own "freeze patrol” to advise
the homeless of their right to
resist this minimal form of
treatment AnNYCLU spokes-
man likened the city's round-
up to kidnapping and insisted
that the basic issue was hous-
ing—an assertion Mayor Ed
Koch labeled "idiocy.”

Legal absotntec In many re-
spects the current fracas in
New Y ork isamicrocosm ofthe
whole era ormental-health re-
form nationwide Over the
years, says Joel Klein, counsel
to the American Psychiatric
Association, advocates for the
rights of the mentally ill have
”had an agenda they succeeded in imple-
menting. Then they said, ’It’syour respon-
sibility to put the pieces back together’”
Getting peopleout of hospitals is "the easi-
est thing in the world," Klein 3dds. "The
hardest thing is to get them alternative
care, and that’s what hasn't happened.”
The result isa mental-health system that
tends to define the wide range of patients’
needs in termsoflcgal absolutes. But men-
tal illness "is adisease like any other,” says
Anita Pyatt ofthc Massachusetts Alliance
for the Mentally 111 "You don’t have to be
in a conm to be hospitalized for diabetes—
and our people shouldn't have to become
suicidal to gel help.”

There isnowagrowing recognition that
deinstitutionalization may have gone loo

Estimates ofthe nationZ
homeless population

range from 350,000t03 « .
million,'and many experts
think that the chronicemC.i

somm; Na\tﬂ(m\llimBTpvn or Um/ﬂ'aALm-EAl_

| residential settings.

far, too fast—and if there isasyet no firm
consensus on the remedy, the seeds ofsome
limited counterreform seer-. to be taking
rooL The American Psychiatric Associ-
ation has proposed changes in mental-
health law to make involuntary treatment
easier. Says Klein: "We need intelligent
programs—not programs that appeal to
some civil-rights lawyer’s sense of where
people ought to be."

The legal profession has begun to re-
think the issues as well. The broadest ap-
proach is to amend the prevailing "danger
to himself and others" standard”in the
law—a proposal that is already controver-
sial among mental-health professionals.
Dr. Darold Treirert, for example, is push-
ing for new language in Wisconsin law

The Mentally Il Among Us

Last resorts short term haven run by New York City

mentally ill make up about
a third of the total—moving’
on and ofTthe streets from

h variety of neighborhood /°’
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to aflow involuntary commit
ment for the "obviously men-
tally ill"; others urge the use of
wording such as "gravely im-
paired.” zMthough TrefTerl in-
sists there would be no revival
of the bod old days of indefinite
incarceration, no one doubta
that such changes in the law
would result in n substantial
increase in the number of insti-
tutionalized patients.

The memory of the bad old
days—of mammoth state asy-
lums packed with infnntilized,
ill-treated patients—still fig-
ures powerfully in the debate.
Some professionals insist there
is no alternative for the most
severely ill patients. Others,
like Thomas Romeo, director of
Rhode Island’'s Department of
Mental Health, are "terrified"
by the possibility—though pro-
ponents say the worst abuses
nre unlikely to recur.

Footing the bill: There is no dis-
pute whatever that the quality
of community-based care must
be improved. Butthere isample
doubt whether the taxpayers
are ready to foot the bill. The
verdict of 20 years' experience
is that deinstitutionalization,
if it is ever to succeed, will re-
quire at least as much stafTnnd
at least as much spending as
long-term institutional care.
The "aggressive case-mnnage-
ment" approach used by The
Bridge program, for example,
relies on low caseloads and
young, energetic staffers. Fed-
eral funding, as always, is a
major problem—though the
Department of Housing and
Urban Development has now
joined hands with private phil-
anthropy to improve housing
and other services for the men-
tally ill. The program, sponsored by the
RobertWood Johnson Foundation,will pro-
vide $28 million to eight of the nation’s
largest cities. Those cities will then be eligi-
ble for HUD rent subsidies of up to $75
million over 15years.

The greatest need of the mentally ill,
of course, is to overcome the public’s con-
tinued indifference. Everyone "accepts
the need,” says Associate Prof. Thomas
McGuire ofBoston University, "but nobody
accepts the responsibility.” The wretched
quality oftheirlivcsisan affront tocivilized
society—and so far, at least, society mostly
has tricd to look the otherway

Tom Morgan htN' us n Agjiest
in AVic Ygoak NTM %‘ rﬁfeno
in Huston an Georce eln an ranuso
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A neighborhood agency helps fragile souls survive

n n blustery ChristmaB

Eve in Chicago, busi-

nesses were closing their
doors early so employees
could dash out for last-minute
shopping. But31-year-old Jim
Sajdak, in boots and cordu-
roys, was still making his
rounds : i the late afternoon
on the city's north side, visit-
ing members ofthe communi-
ty he treats like a family. Saj-
dak isoneuf25social workers
at The Bridge, a cilywide
agency that enables 200 men-
tally ill men and women to
lead near-normal lives out-
side an institution.

The Bridge isjust what its
name suggests—a link to re-
ality for the most difficult to
treat of the mentally ill. Its
clients are sometimes inad-
equately housed, often re-
sistant to standard therapy,
reluctant to visit most social-
scrvice agencies, hospitalized
over and over pgain. Started
eightyears ago as a pilot pro-
gram by Thresholds, a social-
service agency, The Bridge
takes on people only after
they’ve landed repeatedly in
mental wards. Ml or mostare
supposed to take medication
to keep their equilibrium.
Nearly all rely on federal dis-
ability checks. Bridge clients
mayhavelivedonthestreetor
in shelters before The Bridge
put them under more perma-
nent roofs. But all live on the
edge, and the dedicated cadre
of caseworkers does every-
thing it can to make sure that
nothing willpush them over.

Routine activities: The goal is
to keep clients out of psychi-
atric wards and to cut tax-
supported hospital costs in
the bargain. To do it, Bridge
staffers go where their pa-
tients live, using four unpre-
tentious offices around the
city more as message centers
than counseling rooms. They
often suggest clients sign

overtheir various social-secu-
rity nnd welfare checks; then
Bridge counselors manage
their money and help them
buy clothes nnd food. They
nlsohclpthe mentally ill navi-
gate bureaucratic shoalB for
their fairshai e of Medicaid, to
find an'npartment or other
proper* ncconim. Jations—re-
connecting them with norma]
social goals and functions. "A
grent success for one of our
members can be that he final-
ly took a bath,"” says pro-
gram director Tom Wither-
idge. Without help, routine
activities can pose insur-
mountable hurdles for Bridge
clients, unhinging their grip
onreality.' 'v'* * ' . m

In a story with too fewhap-
py endings, The Bridge has
reduced both the number of
times clients are confined to
hospitals and the length of
.. 1 B B R A
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Where the problems,are: ZAQOISKI on the street with client o
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their stays. "The success pat-
tern Is clear,” 6ays Michael
Belletire, an Illinois mental-
health official."This works
for some of the’most difficult
clients” And the approach,
program advocates contend,
is not simply more humane
but more cost-effective. Hos-
pitalization costs for the
first 41 participants in the
program dropped $242,000 in
the first year. With a rel-

atively small budget—$1.3
million yearly, all of it from
state funds—The Bridge

needs patients to make it
work. "The members them-
selves really deserve the
credit,” says David Zagorski,
a three-year veteran of the
The Bridge staff. 'They real-
ly do the hard work.".-T" ¢

- Butthe lives redeemed by
The Bridge are’measured in
more than dollars. Tfike Ma-

5

rie, @ heart patient aban-
doned by her family who now
has a place of her own to live
in. Or Millie, who had been
struggling with private de-
monsin institutions forovera
third of her 62 years. When
caseworkers found hor six
years ago, Millie wns wearing
three hats at once, hearing
conspiratorial voices in the
television, brawling with hos-
pital personnel. Staffers gen-
tly took over the daily tasks
that used to defeat her. Now
they mnnage her financesand
take her to the hospital regu-
larly for medication. Wheth-
er or not Millie’s mental ill-
ness isever cured, she has the
semblance of a normal life.
With the security of The
Bridge solidly behind her, she

reports, "l can handle my
problems myself." .
Rich rtiource: Sometimes,

of course, The Bridge fails.
About5 percent of its 350 cli-
ents since 1978 have walked
away from the help. But its
triumphs arc so impressive
thatmany other communities
are considering similar pro-
grams. ridge makes a
diffcre 17.-gely because it
1s rich in a resource all too
scarce among those who help
the disadvantaged: casework-
erswho nre flexible, willing to
help patients bathe or Kkill
reaches—or just listen to
their problems. - ¢
Those who do that work—
forannual salariesstarting at
$13,000—arc streetwise and
dedicated. Sajdak, a Bridge
worker for little more than a
year, worked earlier in a psy-
chiatric lockup and once stud-
ied for the priesthood; now
his office is sometimes a
park bench. There isa former
VISTA volunteer and a para-
legal worker who used tohelp _
the elderly. "We are not suc-
cessful because we’ve stum-
bled over some new school of
psychotherapy," says Wither-
idge. Butbygivingclicntsgifls
they’re not accustomed to—
encouragement, patience, re-
sist and firm guidance—
they may have stumbled on
somcthingbetler.

COLLEKN 0 “Cil.N Nn Ru ith
Patricia King inChicago



Register 83, October 1982

(3) assessment of community and client 7

reaction to services, which may include ques
tionnaircs, surveys, or board reports; and

(4)  the center's evaluation of the degree of
achievement of the annual plan. (EIf. 9/1/82,
Reg. 83)

Authority: AS 47.30.530

7 AAC 71.125. QUALITY ASSURANCE"
(a) A center must have systematic procedures*
for the review of the quality of care and the use
of services and facilities.

(b) There must be a written description of
current quality assurance procedures that is
reviewed and revised annually.

(c) At least two utilization reviev.s must be
completed each year as described in 7 AAC
7.155(g). (Eff. 9/1/82, Reg. 83)

Authority: AS 47.30.530

7 AAC 71.130. PLAN OF SERVICES. A
cer?_tehr must have a written plan of services
whic

(1) the center staff reviews annually and
revises as necessary to reflect changing com-
munity needs;

(2) includes the center's annual goals, the
stepls and resources necessary to implement the
goals;

(3) includes a review of compliance with or
reasons for exceptions to relevant regional and
state planning documents; and

(4) includes a five-year plan for development
and delivery of mental health services to the
service area. (Eff. 9/1/82, Reg. 33)

Authority: AS 47.30.530
AS 47.30.540

Tnust serve, to the;extent that mental health
services are not available to them U~
providers, the following populations
"tized'brder:

(T) acutely disturbed persons;

HEALTH AND SOCIAL SERVICES

TAAC 71.120
7T AAC 71.135

N (7) sehronically, severely disturbed persons;

y
(3) children and adolescents;

(4) other persons or agencies requiring direct
mental health intervention; and

(5) other persons or agencies requiring non-
d_|rect mental_health services such as consulta
tion or education.

(b) A center must provide the following
services to the above listed populations in prior-
itized order:

(1) evaluation services, including

(A) diagnosis using the DSM-III classifi-
cation; and

(B) evaluations for persons being con-
sidered for involuntary commitment under
AS 47.30.700 —47.30.915; this service is to
include both court-ordered screening investi-
gations and evaluations for commitment, if
the necessary facilities and personnel are
available; and

~ (2) treatment services, both voluntary and
involuntary, which emphasize a brief therapy
and crisis intervention model, including

(A) 24-hour inpatient psychiatric treat-
ment for both voluntary and involuntary
patients as close to the patient’s home as
possible; for involuntary patients, this service
must include a written cooperative agreement
with the Alaska Psychiatric Institute or other
state-designated inpatient psychiatric facility;
and

(B) outpatient care, including

() 24-hour direct emergency services for
Crisis intervention;

(i) individual counseling/psychotherapy;
(i1i) group counseling/psychotherapy;

(iv) case management and supportive
care for chronic patients;

(v) ".fcrral services to other agencies;
and



-mAnthony M. Mander, Ph.D., P.C.

Licensed

Jerry L. Schrader, M.D., P.C.

Clinical Psychologist Practice Limited to Psychiatry
2239 N. Jordan Avenue
Juneau, Alaska 99801
(907) 789-5912
January 27, 1986

The Honorable M a x Gruenberg

Co-Chairman

House Health, Education and

Social Services Committee
Pouch )
Juneau, Alaska 9981 1
Re HB 412

Sponsor: M. M. Miller
Cosponsor: D. Clocksin
Community Support System
for the Mentally 111

bear Representative Gruenberg:

| believe this bi;ll should be passed with very few changes.

1 suggest two amendments:

9

1. Include case management in types of services;

2. Include a maintenance of effort clause s 0 new money is
not just used to replace existing programs.

| understand questions have arisen as to the need to have

the state pay 100% of the cost. There are several reasons:

1. Virtually none of the chronically mentally [ have
health insura.u'e.

2. The chronically mentally il are disabled and although
they can sometimes qualify for Social Security the
nature of their illness inter feres with their
application. For example, when asked if they are
mentally [ they answer "no" because massive denial of
reality is a hallmark of their illness.

3. Social securit3d has been administered in a manner w hich
discriminates against the mentally il

4. Health insurance does not pay for the types of services
they need (ruch as those defined in the bill.) Health
insurance viill pay for a uoctor visit but even this is
on a discriminatory basis. A visit to the psychiatrist
is paid at a rate lower than a visit to a family doctor
(50% Vs. 90% for office visit in the State Employees



The Honorable

M a x Gruenberg

However,

of a chr

t

e

d

heir tr

Program
with th
90 % in
mental
admitte
appare
options

being n

1975 i
mental
derahble
e able

I'n fa

rvices

nt can
These

in the

Institute

the actual amount of
onic mental patient
eatment.

started in every

e state paying 50%
poverty areas. |t
health services would
d to state hospitals.
nt that the clinics
and the difficult
eglected.

n Oregon mental
patients were funded
progress in these

to exercise

ct, it could
ratner than
be collected

funds could

same manner

consideration

January 27, 1986

Page 2
health insurance program.
physician time in the care
represents a small part of

5. The Community Mental Health
state as a matching program
to 75% of the cost and up t
was believed that community
prevent patients from being
After a short time it becam
were exercising their local
seriousily mentally il were
I'n 1976 in Califormnia and i
health services for chronic
100%. This has led to cons
states because the states a
control over these programs
designated as contractual s
services.

6. Some , hird party reimbursem
portions of these services.
returned to the general fun
the Alaska Psychiatriec

Thank you for your thoughtful

S

ncerely,

Schrader, M.

complete

be
grant
for
be

as at



*x** exerpts from Report on
Northern Region Mental Health
Program submitted to 14th
Legislature on SD 520

Table 3
SIX MONTO PREVALENCE RATES FOR GENERAL U.S. POPULATION
1
Disorder by Gender by Age (Percent)
MEN WOMEN
0-17 18-24 25-44 45-64 65+ 0-17 18-24 25-44 45-64 65+
0.2V £-.1.9/ ii.39 1.39 0.31 u.6u 4.67 5.66 3.10 1.3U
Bereaveirent E 0 0.07 0.13 0.26 —_— 0.19 0.16 0.20 0.91
‘Manic o Cr o PR o0 92 0 nfts 117 0 96 0 33 0
. u i
Dysthyinia 0.29 1.81 2.38 1.92 0.92 0.57 2.27 5 13 4.72 1.89
Panic 0.65 0.70 0.71 0 0.83 1.70 0.84 0.23
Obs. Comp. _— 1.53 1.42 0.99 0.80 — 2.70 2.47 1.14 1.00
Alcohol Abuse 0.86 9.98 12.21 6.72 3.30 0.16 3.37 1.77 0.93 0.19
Drug Abuse 3.82 7.75 3.49 0.06 0 2.40 4.78 1.35 0.03 0.05
A ntisocial 3
Personality 2.57 2.24 2.37 0.27 0.32 0.45 0.76 0.50 0 0
Cogn. Impair.
Severe 0.23 0.35 0.28 0.89 5.58 0.11 0.53 0.30 1.07 4.31
Cogn. Impair.
Mild 2.,82 1.73 7.07 14.53 777 1.44 1.88 5.71 14.73
Schizophrenial
1.30 0.61 80. '1.01
ISchizophreniform 0.50 ' 0.94 ' = 0 0. . ' y 2.10 0.63 0. 34
1
Data are combined incidence rates for three reporting sites in NIMH (Oct. 1984).
Combined rate has been weighted proportional to number of respondents per site.
Data for ages 0-17 are hybridized estim ates as reported in Table 10 of the University
of Alaska's report. These numbers are highly speculative.
Fbr ages 0-17 these fiqures reflect all personality disorders. For ages 18+, only
antisocial personalities are reflected.



Table 4
ESTIMATE) SIX MONTH PREVALENCE RATES: DISORDER BY GENDER BY AGE
FOR NORTHERN ALASKA (Usiivy differential national rates for
1
age by gender by disorder)
F 16,05(5 7250 15,559 5520 1386 45,771
N M 8850 19,908 88 26 1581 54,6"6
0-17 18-24 25-44 4?-7&4 65+ TOTAL
Major Im pression F ~6 m 88 1 . 18 1-Sus
w /o Bereavement M 45 174 478" 95 5 795
TUIAL 141 *313 "1337" 286 23 2300
1 136 85 149 18 0 388
Manic M 149 78 163 17 "‘TT"‘ 427
TO'AL 285 163 332 35 0 815
F I 92 165 es 3(51r 26 1347
Dysthym ia M 51 135 474 15 831
"TUI'A T 143 325 1272 392 41 2 173
F 26 244 27. 31 '3 399
Alcohol Abuse M 150 883 2131 ' 4bo 62 39 /b
5-|--|-u1
TOI'A I 176 f127 2706 — 55 4575
F 385 347 210 2 1 943
Drug Abuse H 668- 695 4 J 2053
TOTAL 1053 1033 905 6 1 2998
A ntisocial 3 F 72 55 78 0 0 205
Personality M 450 198 472 18 5 1143
TOTAL 522 1 253 550 18 5 1348
Severe Cogn. F 18 38 47" kB? 60 222
Impairment M 40 31 56 68 276
TUIAL 8 69 U 3 120 146 498
Schizophrenia & F 128 70 327 33 5 566
Schizophreniform M 87 115 187 42 0 431
TUI'AL 215 188 514 77 5 999
1
Incidence rates for disorders by gender and age (Table XO, are m ultiplied by popula-
tion figures, also broken down by gender and age (Table X3 and X5). As those figures
are based on Six month estim ates, totals for disorders can be compared to column 3
of Table 13 of the University of Alaska's report.
Estim ates for ages 0-17 are highly speculative, based on estimated incidence rates
of Table W2 of the University of Alaska's report. The rates likely reflect lifetim e
rather than six month prevalence.
For aqges 0-17 this includes any personality disorder, for 18+ it refers only to

antisocial

personality

disorder.
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Table 5 - Conversion of lifetime disorder prevalence to six-month
Utilization rates.
1 Estimated
Lifetim e Chronicity Six-Month Disorder six-month Six-Month Six-Month
disorder ratio prevalence to primary incidence utiliza- utiliza-
prevalence per 100 diagnosis for prim - tion coef- tion rates
per 1ICO population expectancy ary diag - ficients per 100
population nosis/100 population
Alco Abu 13.63 .369 5.0 .818 4.115 .138 0.568
Drug Abu 5.63 .358 2.01 .323 0.651 .138 0.090
Sczphnia 1.51 .604 0.91 1.000 0.911 .463 0.422
Sczpform 0.17 .813 0.14 1.000 0.136 463 0.063
Mar.ic Ep 0.92 .670 0.62 .329 0.203 .314 0.069
Maj Depr 5.23 .561 2.93 .614 1.801 .314 0.612
Dvsthym 2.99 1.000 2.99 1.000 2.986 314 0.938
4
Anxiety 16.11 .610 9.82 .790 7.762 201 1.56
Ar.tisoc 266 .319 0.35 .126 0.107 231 0.025
Cogn Imp 1.21 1.000 1.21 790 0.952 061 0.058
1
Cnronicity ratio is based on reported lifetim e prevalence rates and six month prevalence rates from
NIMH (Oct. 1984).
2
Disorder to Primary Diagnosis Expectancy is based on interpolation from <co-occurrence coefficients
reported in NIMH (Oct. 1984) and on ranking of disorders according to composite chronicity coefficient
(Table 20 - of the UAF report). Assumption is that more recurrent disorder is the one which will
attract diagnosis.
3
Utilization coefficients are based on mental health visits for disorder types as reported in NIMH (Oct
1984). Figures here are averages for reporting sites weighted by respondents per site. Subaisorders
are given same coefficient of general category to which they belong.
4
Anxiety includes phobia, panic, obsessive compulsive and som atization. Expectancy for anxiety and
severe cognitive impairment is based '<n simple overlap factor of .21 found for mean DIS disorders.

- 13 -



Table 5.1

Alcohol
Abuse
Drug
Abuse
Schizo-
phrenia
Scruzopnren -
i form
Manic
Episodes
Major

Depression

Dysthymia
Anxiety
Disorders
A ntisocial
Personality
Severe Cogn

Deficit

1

From Table

2

Coefficients for chronicity, diagnosis and

Estim ate
of Lifetim e
Disorders

Northern Cbhronicity

Alaska Ratio
15,259 .369
5,303 .353
1,465 .604
136 .813
1210 .670
3664 .561
2, 153 1.000
13,566 1.000
4225 .319
536 1.000

7

A nticipated

Northern
Disorder, and

Demand

Estim ated

Six

Months

Prevalence

5631

1898

885

111

2055

2153

8275

1348

536

utilization cane

Alaskan

Diagnosis

for Mental Health Services
2 Estim ated
Primary
Diagnosis by Primary

Coefficient

for

.818

.323

1.000

1.000

329

.614

1.000

790

.126

.790

Table

Estimates:

Prevalence and

Prevalence

4606

613

885

111

268

1262

2153

6537

170

423

22 of the UAF

Diaanosis

Six Month

Utilization

Coefficient

138

.133

.463

.463

.314

.201

231

.061

A nticipated
Demand for Six

Kontn Period

For Mental

Health

Services if

A ccessible

636

es

410

51

84

396

676

1314

39

26

U %



In This Issue: » California and Texas Reform . Prevention. Homeless Research

. Major bipartisan legislation to help
thousands of homeless catirornians Nas
been introduced into the caLiFornia AS-
sembly (AB 2541). The bit!, known as
the cauirornia Mental Health Services
Reforrr, Act of 1985, establishes a system
of priorities and creates innovative ways
to serve the most severely ill adults and
children. In addition to the homeless, the
bill provides for programs to mentally ill
children, mentally ill petty offenders
who are often inappropriately placed in
local jails, mentally ill criminal offender:,
after release from prison, and mentally
il elderly.

The legislation is the product of the
Assembly Select Committee on Mental
Health's year-long study of mental
health care in cauirornia. Even though

the population has declined in caLiror-

nia's State hospitals from 35,000 to under
5000 today, state funding for county
"mental health programs has not increas-
ed. In fact, state officials note that state
fundin% for county mental health pro-
grams as dropped from an average of

16 per resident in 1978 to $13 today, a
decrease of SI150 million,

In a unique departure from current
practices, the bill proposes to create soc-
lal support agencies in communities
plagued with large numbers of i." home-
less mentally ill. State officials estimate
that approximately 40 percent of the
state’s homeless are severely mentally ill.

AB 2541 creates an innovative pro-
gram to provide basic social services
(housing, food, clothing) to the chronic-
ally mentally ill. The goals of these new
“social support agencies” would be
achieved through active local outreach to

these people (many of whom are now
homeless), redesigned financial struc-
tures to collect the Federal and state
monies due these people, and ongoing
advocacy on a continuous basis to help
the clients survive in the community and
to help them obtain mental health and
other social services as appropriate for
their individual needs.

Counties inteiested in developing
these programs for the homeless mental-
ly ill would submit a plan to the state de-
tailing who they would serve, what pro-
grams or organizations would be involv-
ed, and what services would be provided
clients. A county plan may include a cen-
tral role for a private or nonprofit com-
munity organization as well as for exist-
ing public agencies or programs. The
state would review these plans based on
the ability to deliver food, shelter, and
clothing to clients and the ability to stab-
ilize community living for the people
who are served.

Once a plan has been approved by the
state, the local social support agency
would directly receive state and federal
income benefits for all the clients they
serve.

With this money—which includes a
S504 per month SSI/SSP payment for
each client— the agency would purchase
or arrange for services needed by partic-
ular clients. In addition to basic living
needs, these may include counseling and
teaching in independen living skills,
transportation to medical or mental
health appointments, and recreational
and other activities for clients based on
individual needs.

AB 2541 also provides for programs

No. 15April/May 1935
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for mentally ill children and places the
county mental health officials at the cen-
ter of decision-making concerning how
and where to care for seriously emotion-
ally disturbed children and adolescents.
Currently, when a child is identified as
being seriously emotionally disturbed
and in need of some spec:'-;I placement, a
multi-agency tug-of-war takes place,
often without the input of mental health
officials. This measure requires the
county mental health director «o0 he noti-
fied whenever a child is first iaentificd as
having a serious mental health problem,
whether the child was first seen in the
schools or was a ward of the courts, ju-
venile justice, or social services.

AB 2541 rurther requires the cour.ty to
assisn a mental health case manager to
follow each child from the start, through
his or her treatment and back to the fam-
ily or other appropriate placement. The
bill also requires cour;.., nental health
departments to work with the schools in

their county to arrange foi more non-

hospital <*satment options for the
emotionally disturbed children they

serve. Up to S20 million has been re-

quested for the childrens programs.

Other measures included in the propo-

COJ CRADO is considering a measure

(Wr . 1 tWwint UFAMIrl ronuir/» tKnt

sal include the following:

* provides S12 million to counties to
divert the mentally ill petty offenders
from inappropriate placement in local
jails and to expand the mental health
treatment being provided in the jails;

* allows the Department of Correc-
tions to place mentallﬁ ill parolees in an
intensive mental health program to help
them make the transition back to the
community anc to reduce the threat of
danger to the community;

e provides the courts and mental
health facilities the option , f requiring
someone to receive outpatient mental
health treatment when they are being
held involuntarily for treatment under
CALIFORNIA'S civil commitment act. Cur-
rently, people are cither held in a locked,
inpatient hospital setting or completely
released, with no placement options
available between these two extremes;

* provides S2 million in funding to
counties to develop outreach and ser-
vices to the isolated elderly; and

* expands Medi-Cal coverage of out-
patient care.

In total, the bill appropriates in
$53 million for three years.

er

NEW YORK is considering a measure

Mintll rj rnnttirn tuUun «<*m aP



Legislation has been introduced in
texas that amends the Mental Health
and Mental Retardation Act to incorpor-
ate statutory changes recommended by
the Legislative Oversight Committee on
Mental Health and Mental Retardation,
established in June 1984, The Committee
was formed to heli) resolve a crisis facing
the mental health delivery system.
TExAs: System has been plagued by sever-
al concommitant problems: a federal
court order to improve the care and
treatment in state hospitals; the absence
of basic services in most communities
that assist individuals to avoid inapprop-
riate hospitalization and to function
optimally in the community; the failure
of the service delivery system to keep
pace with the growth of the population
of the state; and the most severe budget
limitations that has faced texas in
decades.

Volume 1 of the committee’s final re-
port makes over seventy recommenda-
tions related to planning, management,
funding, quality control, accountability,
and service delivery fo- the mental health
system. Some o1 me more significant
findings include:

* The first dollar spent for mental
health services in rexas must be for
screening and emergency services. A sur-

vey showed that many TEXAS communi-
ties are lacking in this capability.

« Case management must be imple-
mented as a fundamental method of ser-
vice delivery for clients with long term
and multiple needs.

« The organization and management
of the mental health service delivery sys-
tem must be strengthened to encourage
coordination and accountability at all
levels. Specific recommendations in this
regard include replacin(f; the current state
grant-in-aid system of funding commun-
ity mental health and mental retardation
centers with legally binding contracts, in-
crease coordination with substance
abuse provide; and stronger quality as-
surance moni:orii:«t.

« There is a lack of community resi-
dential alternatives throughout the state.
A goal of 60 alternative care beds per
100,000 population must be pursued.

« There is no operational long range
strategic plan that enables compliance
with provisions of the Settlement Agree-
ment in the R.A.J. vs. Miller federal
lawsuit. The texas Department of Men-
tal Health and Mental Retardation must
implement such a plan by August ii,
1985. Included in the plan must be the
setting of priority populations to insure
that those in greatest need receive ser-

State
Authority and
Local
Accountability
Strengthened
iIn Texas



of their own funds to the disease over the

last three years, including monies appro-

priated specifically for AIDS (in only
eight states) and monies from health
department budgets.

CALIFORNIA’S COncentration on the dis-

ease skews the totals, however. Of the
$40 million earmarked specificall /or
AIDS, for example, caLirornia I .cOUNT-
ed for an estimated $27 milli n, with
about half—S13.5 million—going for re-
search. Together, the states spent about

Two new programs in wmaine and
RHODE ISLAND @iM to prevent institution-
alization of chronically mentally ill per-
SONS. RHODE ISLAND's program provides a
subsidy torparents or guardians who care
for their friends or relatives at home,
while maine's program has set up respite,
crisis stabilization apartments in the
community to Frevent unnecessary psy-
chiatric hospitalization.

The wmaive Department of Mental
Health and Mental Retardation, under
the auspices of the Office of Community
Support, has launched a pilot crisis sta-
bilization program in three counties. The
basic objective of the Crisis Intervention
Program is to prevent or reduce the fre-
quency of inpatient hospitalization for
individuals undergoing a psychiatric or
situational crisis. In addition to the client
being served, the family, friends, or
neighbors who are involved in the crisis
may avail themselves of the program.

The Crisis Intervention Program ex-
tends the numerous psychiatric emergen-
cy services available during regular busi-
ness hours into evening and weekend
hours, and supplements existing services
with staff and respite beds. The program
?rowdes a viable and reasonable option
or people who are being considered for
admission to Augusta Mental Health In-
stitute or, who without this service, may
very soon present themselves for admis-
sion.

The services in the program include a
respite apartment in each of the three
areas bein% served, used as an alternative
to hospitalization; homemaker services
available through the respite apartment,
for the care and support of the person in
crisis; cai»and treatment from two crisis
intervention siaff members; family sup-
port for the relatives of the patient; in-
formation and referral to various com-
munity agencies; and follow-up services
and support. Screening, assessment and

$20 million for research.

Most of the re.t of the money was
spent for surveillai ve activities, labor-
atory services, public lucation and test-
ing. Funding request.- totalling more
than $8.5 million will be pending in at
least 10 states when their legislatures
convene in January.

Copies of the report are available
from IHPP for $10 prepaid. There is no
charge to government officials.

referral take place at the primary point
of access, which could be an emergencK
on-call person at the area mental healt
center, the medical center emergency
room, or the program’s local office.

The Crisis Intervention Program
strives to offer the maximum amount of
treatment in the least restrictive setting
possible. The targeted, priority clients
are the young adult chronic population.
They are 18 to 40+ years old, have a his-
tory of two or more admissions in the
last 12 months, have a recent history
(within the last 24 months) of psychiatric
hospitalizations with a liajor mental
health illness, or have had rml:iple emer-
gency psychiatric contactt in the com-
munity in the past 12 months. Other in-
dicators for involvement of the Crisis In-
tervention Program are that the person is
experiencing a situational crisis, com-
bined with an exasperation of psychiatric
symptoms, and needs either security (but
not hospitalization) or emergency hous-
ing supports; the person displays a need
for help but is unable or unwilling to ob-
tain it; the person may not be currently
involved with a mentai health agency,
private provider, or other involved agen-
cy or the provider is unable to respond.
Other considerations for referral to the
program are that the person is free of
acute medical problems or infectious dis-
eases. is ambulatory, capable of self-
preservation, able to care for his own
physical needs, not seriously under the
Influence of alcohol or nonprescription
drugs, and voluntarily accepis referral
and the limitations for residency in the
respite and transitional services.

The legislature has appropriated
§200,000 for the program, which state
officials anticipate will help decrease in-
appropriate and unnecessary admissions
and readmissions to psychiatric inpatient
units. In addition, they believe the pro-
gram will lead to greater access to ser-

Model
Community
Programs

In Maine,
Rhode Island



New
Commitment
Standard
Proposed

vices for chronically mentally ill young
adults, and improved appropriateness,
continuity and quality of community-
basv.J services and supports.

rRHoDE 1sLanD taking a somewhat dif-
ferent approach, has established a pro-
gram that aims to reduce admissions to
state facilities as well as encourage
discharges from state facilities into the
community. reooe 1stano's law (Sec.
40.1-1-10.—40.1-1-10.1) will permit
parents or guardians of mentally disa-
bled persons to receive up to S75 a week,
including training, iu prevent admission
or allow discharge from any state institu-
tion operated by the Department of
Mental Health, Retardation, and Hospi-
tals. This legislation was fully supported
by the executive and legislative branches
of government and does not require an
additional appropriation since the direc-
tor of MHRH can shift funds from the
state institutions to this program.

The subsidy program makes available
care, trea:":ent and training to eligible
people in family homes rather than in
public ir titutions. The subsidy program
thereby furthers the provision of home-
and community-based care, treatment,
and training to eligible individuals.

When the law was first enacted in
1978, only mentally retarded residents
were eligible. A series of amendments
has broadened eligibility to indude pa-
tients in other i)ublic institutions (includ-
ing the mentally ill) as well as certain

wisconsin legislators have recent'y in-
troduced a hill SB 350, that would c. eate
a new commitment standard for people
who a*e not quite dange<ous, but yet re-
quire care to prevent further deteri-
oration. Under wisconsin's current law,
as well as under the laws in most other
states, a person may be involuntarily
committed for treatment only if it Is
found that the person is mentally ill,
drug dependent or developmentally dis-
abled, and the person is found danger-
ous to himself or others.

SB 350 would enable a person to be in-
voluntarily committed if it is found that,
due to mental illness, drug dependency
or developmental disability, there is
substantial probability that the person
will suffer serious mental deterioration
or develop chronic mental illness unless
he or shereceives immediate treatment,
as manifested by evidence of specific
overt behavior or conduct :hat indicates

people who have not yet been institution-
alized.

A “parent” is defined as a relative,
friend, court-appointed guardian or oth-
er person willing to care for a disabled
person. The purpose of this program is
to help defray expenses involvt ™ tar-
ing for a disabled person within a com-
munity setting. The fiscal subsidy is in
addition to any other payments the ap-
plicant or disabled person may be re-
ceiving.

A “home evaluator” determines eligi-
bility of the “ parent applicant” and the
suitability of placement of the disabled
person. The placement is supervised with
monthly visits for the first three months
and quarterly visits thereafter. There is
nc “ means test” for “ parent
applicants” except in the case of natural
parents whore annual income cannot ex-
ceed 400 percent of the federal poverty
guidelines (approximately $21,000 per
year for a family of one).

Eligibility requires that the disabled
person has been a resident or patient in a
state institution for more than 90 days,
or would likely be eligible for such place-
ment lasting more than X) days. An an-
nual contract is established between the
parent applicant and the Department of
Mental Health, Retardation and Hospi-
tals. Geriatric, Alzheimer’'s, mental
health, mental retardation, developmen-
tal disabilities, and substance abuse
populations are eligible.

the person suffers from a significant dis-
order that substantially impairs his or
her behavior or judgment.

SB 350 also creates a new standard for
emergency detention, including transfer
of certain chiloren from juvenile correc-
tional facilities, taking a child into cus-
tody, or admission of a minor to an ap-
proved inpatient facility. Under this
standard a law enforcement officer or
other person authorized to take a child
into custody under the Children’s Code
may take an individual into custody if,
due to mental illness, drug deﬁendency
or develo?mental disability, there is a
substantial probability that the person
will suffer serious mental deterioration
or develop chronic mental illness unless
he or she receives immediate treatment,
as manifested by evidence of specific re-
cent overt hehavior or conduct that indi-
cates the person suffers from a signifi-'
cant disorder that impairs substantially



States can b e divided into fovc: groups according to the methods they

use to fund com munity mental health program s:
States w ith no form al criteria; allocations are made drrectly
by the state legislature.

[ States w ith minimum gualifying criteria in the form of admin-

istrative rules and grant application form s.

[ I States that wuse service and program goals of the state mental
health agency as the principle criteria for distributing funds

among providers or sub-state regions.

V. States that make use cf a formula to determ ine the allocation cf
funds among counties, regions, or individual community mental

health program s.

The methods wused by states in the last two groups have beer, described
briefly wherever possible. For more complete inform ation on the practices
0| these states, copies of sections of documents from selected states have

been attached.

Karry ¢C. Sc'nnibbe M ichael W. Bulger

Executive Director - Program A dm inistrator

1001 Third St., S. VLt~ WnshingJon, D C. 20024 Phone 554-7807
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FUNDING CRITERIA FOR

%
COMMUNITY MENTAL HEALTH SERVICES

l. 1. 1I. V.
No Formal Minimum Services and
State Criteria Criteria Program Goals Formulas

Alabama X
Alaska X
Arizona X

Arkansas

Colorado

Connecticut

Dist. of Col.

Georgia

Illinois

Indiana

lowa X 0
Kansas
Kentucky
Maine
Maryland
Massachusetts
Michigan
Minnesota
Missouri X
Nebraska X

Nevada X
New Hampshire

New Jersey X
New Mexico

New York

North Carolina

North Dakota X

Ohio

Oklahoma

Oregon

Pennsylvania

Rhode Island - X
South Carolina X

Tennessee - X
Vermont X

Virginia

Washington

West Virginia

Wvomin?2 X

>$

X & X



AGroup

Group |

Grouyp

*

*

*

COMMUNI

STATE L

MINIM UM QUALIFYING CRITERIA AS THEY ARE SET CUT BY ADMINISTRATIVE
RULES, STATE LAWS, AND GRANT APPLICATION FORMS:
(2) Georgia (6) Vermont
(3) Kansas (7) Wyoming
(4) Kentucky (8) District of Col'—his
(5) Nebraska
ALLOCATIONS MADE"' TO PROVIDER GROUPS OR REGIONAL BODIES BASED ON
SERVICE PRIORITIES DETERMINED BY THE STATE MENTAL HEALTH AGENCIES:
(9) Arizona (16) M issouri
(10) 1llin ois (17) Nevada
(11) Indiana (rs) New Jersey
(12) low a* (19) Ohio
(13) Maryland (20) Oklahom a
(14) M assachusetts (21) Oregon
(15) M ichigan (22) South Carolina
Brief Descriptions of State Funding Methods*=*
Indiana:
The Department of Mental Health allocates funds to the State's
30 CMHCs through an intensive review of each center's budget,
w hich involves a careful analysis of the services provided and
com parison of costs among centers.
low a:
The Department of Mental Health has separated into 8 categories
the kinds of services it w oill consider funding. The agency and
its board determ ine which of these categories are high priority
areas, and programs are funded-on uhe basis of how successfully
Copies of documents describing the methods of these states are attached.

Based on

TY MENTAL HEALTH SERVICE FUNDS ARE ALLOCATED DIRECTLY BY THE
EGISLATURE WITH NO FORMAL CRITERIA:
(1) North Dakota

state-provided documents.-



they w ill provide the desired services. I'n addition, three

other rectors are considered in allocating funds:
0 the unique needs of individual CMHCSs;
s} tne quality of the proposals;
0 the decree to which the proposals w ill involve close

coordination with the state agency andl/or two or tore

CMHCs.
M assachusetts: A
A llocations are made to catchment areas within the State through
a central budgetary process requiring legislative action . A fter
the budget is approved, the directors of each catchment area
allocate funds based c¢n the extent to which
9
° the services provided are needed to com plete a balanced
network of residential and non-residential services to
citizens at risk in the catchment area:

o the'services Drovicea are needed to mrever.t adm ission and
A * .

reacm ission to state-operated inpatient units;

o the services and service providers have demonstrated in

the past a high degree of efficiency and effectiveness.

M issouri:

The Department of Mental Health contracts directly w ith individual
commun:ty service providers. The Department has divided CMHCs
into three groups according to the range of services offered. The
three categories are: "core services," "interm ediate services,k"
and “fu Il services." The Department establishes its priorities
based on the general goal of funding a |1 26 service areas at the
"interm ediate" or “full™" services level.

Nevada:

The D ivision of Mental Hygiene nnd M ental Retardation allocates
funds on tne basis of a needs assessment and budget review for

each CMHC.



O hio:

Through lin e item s ir. the budaet the State Lecis! > W cn »
funds to be spent both on general mental health services and on
specific services, pcpulacicr.s, and service providers. The

service and program priori* _es

Oklahom a:

The Department of Mental Health awards funds for alcohol service
to local agencies based on budgets that are developed by
community-based programs and submitted to regional planning
bodies and then a state advisory council. State funds for drug
abuse services are allocated in a sim ilar way, but most of the
money for these services comes from federal program s. s}
Funds for mental health services are allocated in much the sam e
way as alcohol services are with the exception that the Deparrme
requires each CMKC to provide a minimal level of care for the
Departm ent's highest priority population group— the seriously

m entally il A second priority of the Department is outpatient

services for 6 other specified deoer.cent cr disadvantaged crouos

South Carclina:

Tha Department of Health is striving to base its allocation cf
funds on a one-to-one m atching ratio of state-to-local money.
Currently, however, money is apportioned to individual centers
on the basis of need. M aintaining established programs and
providing services for the chronically m entally il are .the main

priorities of the Department.

Group IV . A . ORMULA IS USED TO DETERMINE THE FUNDING LEVEL FOR REGIONS AND

INDIVIDUAL COMMUNITY PROGRAMS:

(23) Alabama (32) New York

(24) A laska (330 North Carolina*
(25) Arkansas (34) Pennsylvania®*
(26) cCcolorado t35) Rhode Island
(27) Connecticut (36) Tennessee~*

(28) Maine (37) Virginia*

(29) M innesota (38) W ashington

(30) New Hampshire (39) West Virginia



BrierDescrioticns cf State Fundir.c Methods

Alabam a:

The Department of Mental Health allocates funds on a per capita

b asis to individual CMHCs.

AlJlLaska:

Funds are allocated on the basis of three criteria:

0 grant application (program proposal and budget request) ;
© evaluation of previous year's performance; .
o recom mendations of the State M ental Health Advisory

Council.

I'n addition, there is a matching fund requirement for the mental
health districts. The matching funds ratios are:
0 90% state funds to 10% local funds for poverty districts,;
5} 75% state funds to 25% locall funds for non-poverty

districts.

Colorado:

The legislature usually allocates the same amount of funds to
individual CMHCs each year, except for a small cost-of-living
increase and, occasionally, an additional amount to help make up
for declining federal funds for certain centers. W hen:iver there

are more funds than there were the previous year Colorado uses a
formula— which changes periodically — along with other criteria

to apportion than.

The factors used— some as parts of a form ula--in determ
funding levels have been: spending per capita, identified need,
declining federal funds, and p olitical’intervention by individual

legislators.

Connecticut:

When there are more funds available than there were the previous
year, the additional funds are distributed to each o f the State's

five regions on the basis of four criteria:



Needs Indicators Assicned W eights

Population 85%
Per capita income(inverse need factor) 7%
Unemployment 5%
State hospital adm issions 3%

M aine:
The follow ing-form ula is used to allocate funds to CMHCs:

a 30% o f the budget is allocated on the basis of population
(adjustm ents are made to allow for disproportionate
concentrations of pricij-fcy populations and for the
increased costs of serving large geographic areas with

low population density;

e 20% of the Bureau c¢f Community Mental Health Services'’3
budget is allocated on the basis of total mental health
resources ex isting in each area;

« . 50% 'of the Bureau's funds are allocated at the discretion
eof. the *Dirdcto’r, who bases h is decisions on tfya criteria
of high quality, ccst effectiveness, and the qualifications

of the providers.

M innesota:

Using a form ula, funds are awarded to counties in the form o f a

b lock grant for the areas of mental health, mental retardation,
alcoholism , crug abuse, and day care services. The counties are
lim ited in their use of these funds only by very general guidelines
established by the state legislature and th” Department of

Public Welfare.

The formula is designed to provide greater funds for counties with
a disproportionately high number of dependent citizens. It is
based on three factors, all of them weighted equally:
«* average number of people in the county who are recipients
o f: AFDC, state general assistance, and state m edical

assistance;

o county population;

per cent of people in the county over 65 years of age.



New Kam oshire:

The D ivision of Mental Health and Developmental Services uses
tw o form ulas to determ ine funding levels for each CMHC, one fc
allocating state funds and one for distributing federal block
grant money:
*
0 State funds are allocated on what is essentially a per

capita basis except for the condition that no center

receive less money than it did the year before.

. Federal block grant funds are allocated according to a
formula which rewards centers for reducing hospital

adm issions and treating more patients at the centers.

New M exico:

A formula is used by the 3ureau of Mental Health to determ ine
w hich proposals to provide services are to be funded. The

follow ing factors are part of the form ula:

. projected level of wutilization of services;
. expenditure rate;
® program performance as measured by:

- service to target populations;

- standards com pliance;

- contract reporting requirem ents.

o successful planning and budgeting as indicated by:
- proposal documentation ;-
- appropriateness of the budget level to the
proposed services level;

- consistency with 3ureau priorities

New York:

State funds: .n general, after careful review of their program s
and budgets, the O ffice of Mental Health allocates state funds to
county governments on a one-to-one m atching basis of state-to-loca

funds. The highest priority for the Department in allocating



both state and federal funds is adequate services for the

chronically m entally il

Federal block grant funds: For the present, federal bicck grant
funds are distributed by the State in much the sar.e way ¢that
they were under the CMHC Act. Federal funds are allccated to

three areas:

1. CMHCs that at or.e time received a grant from NIMH and
would have been eligib le to receive a continuation grant

h ad the CMHC Act remained in existence.

- The application and budget of each of these
m andated CMHCs w ill be carefully reviewed. However,
funds w ill generally be allocated on the basis cf

the old CMHC Act funding methodology.

2. CMHC's that, whether or not they were ever funded by NIMH,

row meet the new CMHC definitions.

- A llocations w ill be based upon the needs and
priorities as identified in the ACM block grant
and state and local plans.

3. A dm inistrative costs.
North Carolina:
A fter exploring a number of different options, 5. state task force
on area program funding recom mended that new mental health funds

be distributed to area programs on the follow ing basis:

s} 50% of new funds m a per capita basis to help defray

costs caused by in flation and salary increases;

o 50% on a per capita basis to programs which are below
the per capita statew ide mean in order to provide funds

tow ard equalization ;

» certain special pilot projects should continue to be

funded with cateaorical funds.

Pennsylvania:

A com plex form ula, which provides two separate scores, is used to

allocate funds to the counties.

1. The performance score is used to determ ine

cost-of-living increases.



The needs score provides the basis, together with ear:

county's annual plan ar.d budget, on which r.ew program
money is allocated
Rhcde Island:
The general priorities of the Department of Mental Health,
Retardation and Hospitals are set forth in the State Mental Health
‘lan . However, the funding process for community programs is

specially designed to direct resources to serving the

chronically m entally il
The funds allocation process is as follow s:

1. A 1l funds available for community mental health services
from the State Department of Mental Health and the

federal block grants are com bined.
o]

2. From this aggregate fund is set aside an amount su fficient
to pay for certain services for the chronically mentally
il the group home program, two currently ex isting
inpatient programs providing alternatives to the State
Hospital, 24-hour emergency services in each of the
State's eight catchment areas, and a pilot non-hospital

acute services program

3. Next, a-second amount of money is set aside to meet
state-to-local matching fund obligations. Currently,
$2.33 of state money is allocated for every $1.00 of

local funds spent.

4 . The rem aining money from the aggregate fund is allocated
to centers on the basis of catchment area population
levels with adjustm ents made according to characteristics
chosen by the Stace that are believed to indicate the

incidence of mental illness *

A fterthe m ental health funds are divided in this manner, separate

contracts are awarded by the Department of Mental Health,

Retardation, and H ospitals to groups providing the above services.
The one exception is that a little less than half of the State's
contribution in m atching funds is left to communities to

spend according to their priorities as long as they are consistent

w ith the State clan

Tennessee:

Funds are distributed to com munity programs principally on a per

capita basis. However, once a certain base-level cf funding is



achieved a formula is; used w hich crevices CMHCs with additional
funds by transferring then from state hospital budgets as
patients leave the hoscitals ar.d return to the com munity centers

to w hich they are assigned

Vircir.ia:

Funds are allocated to com munity services boards c¢n the basis cf

two sets of form ulas: one is used to distribute state funds, and
the other is used to determ ine minimum required local matching
funds. Because of lim ited funds, however, these formulas have
been only partially im plem ented. W hether or not these.form ulas
are used, the general goal of the Department of Mental Health

and Mental Retardation has been to m aintain the current level

of services, ensure that certain core services are provided, and

increase funds 10% each year.

0 Che form ula for determ ining allocation of state funds NS

based cn the following factors:
e« population (weighted 90%)
- relative need (weighted 10%)

9 The factors making up the formula to calculate minimum

required local matching levels are:
- relative tax effort,;
- relative ability to pay,; s

- statutory minimum of 10% m atch.

W ashincton:

Funds are allocated to counties on the basis of the following

form ula:

. each county receives $50,000 for staffing requirem ents,
if the money s available;
0 10% of tine funds are reserved for special projects;

e the rem aining funds are distributed on a osr caoita basis.



program the Division of Behavioral Health Services mahes the

follow inc calculations:

. ar.cunt of funds necessary to m aintain current services
(equals previous year's level of funding);

. amount of money needed to offset in flation (set at 80%
of the current inflation rate for the year and based cn
gross revenue as shown in contractee’s certified audit
of the previous fiscal year),;

. ncney needed to offset loss of federal funds (80% of the
actual less);

e funds necessary’ for ex pansion c f ex'sting program s (80%

of the amount requested for an aporoved new program )!.
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THE HOMELESS MENTALLY ILL: NO LONGER OUT OF SIGHT AND OUT OF MIND

INTRODUCTION

They’re a fTamiliar sight on many downtown street corners: challenging
the voices only they hear, demai ding answers from passersby. Since the ear—
ly 1960s, the increasing presence of the mentally ill among our nation’s
homeless has substantially changed the face of this troubled population.
Bewildered by the noise and confusion of the city, they huddle over grates,
trying to protect their bodies againstthe frigid cold. They wait in lines
for a hot meal or a place to spend the night. They rattle up and down back
alleys, riffling through dumpsters, sleeping in cardboard lean-tos. In the
shelters, the homeless mentally ill are preyed upon by the stronger members
of the homeless population. They area group neglected and forgotten by
society. Nationwide, according to the National Coaltion for the Homeless,
roughly 300,000 chronically mentally ill are homeless. (1, p 1). The rea—
sons behind their presence on the streets are complex, their future

uncertain.

OVERVIEW: THE VISION AND THE REALITY OF DEINSTITUTIONALIZATION

Today’s Problems: Looking Back After Twenty Years. Although the numbers
vary, between 25-50 percent of the nation’s homeless are mentally ill (2, p.
08). Between 20-40percent of the nation’s homeless men and between 50-85
percent of the homeless women are chronically mentally ill (1, p. 7). One
study indicates that roughly 15 percent of the nation’s total chronically
mentally ill population is homeless (1, p. 5). The study further reports
thfit, once homeless, only 15-30 percent will receive any kind of mental
health assistance (1, p. 6). In human terms, the meaning of these j>.,
centages 1is evident on the streets of America’s cities; 1in public poll
terms, the percentages demand reconsideration of a sound idea--the dt
institutionalization of the mentally ill--gone astray.

Deinstitutionalization not only changed the mental health service deliv—
ery system, but dramatically altered the lives of the chronically mentally
ill. The dream of deinstitutionalization, however, rarely equaled the re—
ality. While today’s chronically mentally 1ill are no longer relegated to
the back wards of the state hospitals, they are often isolated in the com-
munites; they hardly live lives of easy access to locally coordinated mental
health services. In short, the policies and practices of federal and state
deinstitutionalization efforts, as well as federal, state, and local housing
policies, have helped produce a tangle of interlocking problems that often
work together to encourage recidivism and homelessness.

0 Criminalization. Because the homeless mentally ill can be extreme—
ly disruptive and a public "eye sore,” many communities have begun
to insist that something be done toget them off the streets. Yet
the lack of community-basedl-v.mngand support services has left
to local jails the jobs of caring for and treating these indi—
viduals. Estimates range ashigh as34 percent of the county jail
residents sharing a common history of homelessness (2, p. 68).

0 The Revolving Door/Recidivism. The paucity of community-based ser—
vices has created a sub-group of mentally ill individuals who shut—
tle back and forth between the hospital and the community. Unable
to access the services that could help them lead more stable lives,
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the homeless mentally ill are particularly inclined to be caught in
this "revolving door." A recent study of admissions to a San Fran—
cisco general hospital’s emergency psychiatric unit indicated that
30 percent of the patients admitted were homeless (2, p. 94).

0 A New Category of Young Chronic Patients. Deinstitutionalization’s
checkered twenty-year history has helped spawn a generation of
young chronic patients who have, at most, been briefly hospitalized
or have received onl, marginal care and assistance in coping with
their illness. The high incidence of homelessness among this group
has significantly lowered the a<="-rap age of the mentally ill home—
less individual.

0 Inadequate Living Arrangements and Support Services. Within the
communities, the range of residential programs necessary to keep
the mentally ill off the streets simply does not exist. While
board and care facilities and single-room-occupancy hotels (SROs)
often mean the difference between an immediate home and homeless—
ness, these facilities lack the support programs and the supervi—
sion necessary to avert the future homelessness of a mentally ill
person 1in crisis.

Deinstitutionalization: The Promise. Prior to the deinstitutionaliza—
tion movement of the 1960s and the 1970s, the mentally ill had been largely
warehoused in state hospitals. Deinstitutionalization seamed to promise a

brighter future. New psychoactive drugs protected those in crisis against
one-way tickets to the state hospital. Community-based treatment promised
greater civil liberties and individualized care for the mentally ill and
greater financial freedom for the states, long since burdened with support—
ing their overflowing state hospitals.

Significant federal |legislation and changes in state commitment laws
accelerated deinstitutionalization efforts. Aid to the Disabled (AID) pro—
vided first time, categorical federal support to the mentally ill in the
community in 1963. In 1965 and 1974 respectively, the regulations governing
Medicare/Medicaid and Supple "ental Security Income transferred a large por—
tion of the state costs for the care of the mentally ill to the federal
government. The federal Mcnilal Retardation Facilities and Community Mental
Health Centers Construction Act of 1963 provided grants for the initial
costs of staffing the newly constructed centers. State commitment laws were
revised to protect the civil rights of the psychiatric client, rendering
involuntary commitment a more difficult and complex process.

Primary Causes for Homelessness: The Lack of Commitment to Deinstitu-
tional ization. While deinstitutionalization promised a bright future, few
disputed that the movement would have to be supported both by dollars and by
an ongoing public %licy commitment. Many mental health professionals, con—
sumers and advocates claim that this necessary, long-term support never
materialized. The areas are many in which the policies to implement de—
institutionalization were a far cry from the dream.

First of all, states lacked financial commitment to the deinstitution-
alization of the mentally ill. Dollars that could have followed the mental —
1y ill out of the state hospitals and into the community generally did not
follow. Even after many of their residents were gone, the state hospitals
coniinued to place considerable demands on the financial resources of the
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state mental health systems. New state funds specifically targeting com—
munity-based treatment programs were slow to come. In many states, state
hospital funds were cut without an accompanying increase in funding for com—

munity programs.

Secondly, the open, loosely structured settings of the community treat—
ment system were frequently not appropriate to the treatment needs of the
chronically mentally ill, who often deal poorly with stress, have trouble
negotiating service bureaucracies, and are frequently isolated from and sus—
picious of systems that have consistently failed to address their problems.
Left to fend for themselves in the community, the deinstitutionalized men—
tally ill were often unable to piece together a treatment program, even when
the necessary services existed. Moreoever, community service providers who
often misinterpreted this inability as a lack of motivation or an ambiva—
lence toward services, began to pass over the severely and chronically men—
tally ill in favor of populations seemingly more willing and receptive to

treatment.

Finally, the states did riot act to ensure an appropriate range of
residential treatment alternatives. Of the nearly half-million patients
released during deinstitutionalization, many simply ended up back with their
families. In some communitites, as many as one-third ended up in minimum-
service fTacilities such as board-and-care homes (2, p. 63); others were
forced to make do in single-room-occupancy (SRO) hotels and nursing homes,
which offered, at best, custodial care, when more extensive support services

were needed.

Additional Causes of Homels sness: 20 Years of Social Services and
Housing Strife. Many additional "factors have contributed to homelessness
among the mentally 1ill. The gereral erosion of mental health and social
services on both state and federal levels has increased competition for ex—
isting services, already inaccessible to many homeless mentally ill.
Federal dollars going to state blr>ck grants for community mental health ser—
vices have been reduced. Changes in federal and state aid policies that
have traditionally affected the underprivilegedill have also encouraged

homelessness among the mentally ill.

0 The eligibility requirements for Social Security Disability In—
surance are time-consuming and complicated. Applications for Sup—
plemental Security Income, for example, can require eight to 24
months for a determination, with 80 percent of the applicants ini—
tially turned down (3, p. 6).

0 In 1981, administrators of the Social Security Disability Insurance
program were ordered to begin regularly reviewing the eligibility
of beneficiaries. As a result, benefits were terminated for a
large number of mentally ill individuals who were dependent on the
income to meet basic needs.

Moreover, the inadequate housing market available to the mentally ill
has been further depleted. Rent increases, the destruction of housing, the
increased demand for public housing, the elimination of many public housing
programs and the preference extended to other disabled populations over the
mentally ill have all contributed to the problem.
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0 In the past 10 years, median rent has increased at a rate signifi—
cantly greater than the average income.

0 Over a million single-rcom-occupancy (SRO) hotels, nearly half the
total stock, were destroyed between 1970 and 1982. An estimated 33
percent of the hotel rooms were rented to the chronically mentally

il (@, p. 4).

0 Federal Section 8 housing subsidies and public housing program
funds have gone from $26.7 billionin 1980 to $8.6 billion in 1983.
In 1983, no funds were allocated for construction of new public
housing, as compared to $3.7 billion in 1980 (3, p. 4).

0 Board and care facilities find it makes better financial sense to
serve other disabled populations over the mentally 1ill. For a
developmentally disabled client, a board/care facility would
receive S525-S840, whereas a flat rate of $476 would be offered for

a mentally ill person (2, p. 64).

GENERAL LEGISLATIVE GUIDELINES

The mentally ill homeless are a fundamentally different group from the
homeless who are not troubled by a mental 1illness. They also differ from
the chronically mentally ill who have homesand who are involved in treat—
ment programs in that they tend to be more isolated from friends and family
and to reject the structure of most mental health programs.

The American Psychiatric Association (APA), in its task force report on
the mentally ill homeless, maintains that this uniquely troubled population
requires a carefully integrated and comprehensive system of both general a.id
specialized services. (The Community Support Program provides one model for
meeting the complex needs of this population: see California case study for
further information on the CSP.)

In brief, a comprehensive system of care for the homeless mentally ill
would include the following components:

0 A framework for meeting the basic needs of food, shelter and
clothing;

0 A range of housing opportunities from minimal supervision and
structure to a high level of supervision and structure;

o

A system of adequate mental health services combined with psycho—
social rehabilitation services such as job training;

0 Access to general medical treatment;
0 Crisis stabilization and intervention;
0 A system of ongoing case management;

0 Access to general social services.
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The AI'A maintains that states can also focus their attention in several
additional areas, if they wish to stem the growing tide of homelessness

among the mentally ill:
0 Make adequate community-based care a right of the mentally ill;

0 Fund additional research into the causes of mental illness and
homolessness;

0 Ensure a coordinated effort among service providers that spares the
homeless mentally 1ill the task of negotiating different service

bureaucracies;

0 Pruvide ar :dequate number of community-basec mental health profes—
sionals and para-professionals for the care of the chronically men—
tally ill;

0 Spend additional money for the development of long-term solutions

to the problems of homelessness among the mentally ill.

In addition, the APA recommends that states reserve some part of the
former state hospital system for the ongoing institutional care of that
small percentage of the chronically mentally ill who, unable to care for
themselves even with adequate residential options and community support ser—
vices, often end up on the streets.

THE STATES” RESPONSE IN RECENT YEARS

A few states have attempted to address comprehensively the needs of the
homeless mentally ill. In general, however, state legislation addresses a
discrete problem that feeds into the larger problem of homelessness, such as
the lack of affordable housing and support services for the chronically men—
tally ill living in the communities.

Comprehensive Service Efforts. At least two states--California and New
York--have attempted to address the needs of the homeless mentally ill in a
comprehensive fashion. California’s efforts to help the mentally ill home—
less are detailed in the case study accompanying this State Legislative Re—
port (see page 9). New York has attempted to combat homelessness among the
mentally ill by passing various interlocking pieces of legislation over the

last decade.

New York began by providing local governments with 100 percent state
reimbursement of the n."t operating costs for services to persons who had
been patients in a state psychiatric facility for five years or more, and
who were consequently released (1974 N.Y. Laws, chap. 620), and for public
assistance and care, such as AFDC and home relief, provided to discharged
state hospital residents (1974 N.Y. Laws, chap. 621). The state subsequent—
ly provided full reimbursement for medical assistance provided to indi—
viduals eligible for such assistance because of a mental disorder (1983 N.Y.

Laws, chap. 816).

In 1984, the legislature authorized the commissioner of mental health to
establish a continuum of community residential services for the mentally ill
through state aid to local governments and voluntary agencies for up to 100
percent of the operating costs and up to 50 percent of the capital costs of
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such residences (1904 N.Y. Laws, chap. 290). In 1985, the legislature au-
thorized a third state-approved residential program for the mentally ill,
also eligible for 100 percent reimbursement: a "residential care center for
adults,”" targeted at those homeless mentally ill who cannot handle the
stress of more structured programs but who need more than a place to stay
(1985 New York Laws, chap. 351). In 1983 New York also created the Homeless
Housing and Assistance Program, establishing separate funds for housing as-
sistance to the homeless and for shelter facilities for homeless individuals

(1983 N.Y. Laws, chap. 61).

The Lack of Affordable Housing and Support Services. While not exhaus-
tive, the following state examples illustrate approaches to the problems of
housing and support services for the homeless mentally ill.

New Jersey enacted the Prevention of Homelessness Act (1984 N.J. Laws,
chap. 180) to provide temporary rental or other housing assistance to per-
sons who are homeless or in imminent danger of homelessness, to authorize
special subsidies and loans to assist iIn the establishment of low income
housing, and to provide medical support services for homeless individuals.

Illinois and Maryland, respectively, established special shelter pro-
grams TfTor homeless youth (S.B. 1018) and homeless women (1980 Md. Laws,
chap. 851, 1985 Md. Laws, chap. 151). Maryland also established (1984 Md.
Laws, chap. 777) a 'shelter, nutrition, and service program fc. homeless
individuals"™ to provide crisis and transition shelter, proper nutrition and
basic services to homeless individuals.

Ohio considered two bills during 1985 that would help ease the housing
crunch for the homeless mentally ill by providing grants to private, non-
profit organizations for emergency shelters and transitional housing.
In addition, Ohio Governor Richard Celeste has convened a state-level
"cabinet-clu™ter” involving agencies with overlapping responsibility for the
homeless mentally ill. Actions of cabinet-cluster agencies thus far include
reactivating 'seed money" loan funds to provide interest free loans for Irv

or moderate income housing developments.

General efforts to provide adequate community-based housing for the
mentally ill also help the homeless mentally ill.

o] Arizona (1984 Ariz. Sess. Laws, chap. 389) now requires on.y a 25
percent local match for residential treatment programs for the men-
tally ill andhas mandated the development of astatewide plan for
a community residential treatment system.

o] Hawaii provided guidelines for a statewide system of residential
treatment programs that will provide a range of alternatives to
institutional care (1980 Hawaii Laws, act 211; 1985 Hawaii Laws,

act 219).

o] Indiana (1984 Ind. Laws, p.l. 40) established the state community
residential care program and mandated appropriate placement of the
mentally ill in community residential facilities.
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o] Louisiana (1981 Louisiana Laws, act 770) developed a Community
Residential Program Development Fund to provide loans to cover ini-
tial expenditures related to starting community residential
programs.

o] Texas requested interagency cooperation in developing incentives
for both public and private community residences, established the
goal of 60 community beds per 100,000 population and mandated the
development of a plan for reimbursement of rehabilitative residen-
tial programs in lieu of more costly programs (1985 session, S.C.R.
62 and S.C.R. 63).

o] Nearly half the states have enacted pre-emptive zoning laws that
facilitate placement of community group homes by Hlimiting Ilocal
zoning authority in s ’ting matters.

Legislation Aimed at Creating A Safety Net for the Mentally 1JJ. Again,
while not exhaustive, the following states provide useful exa..(hles of the
safety nets that can help the homeless mentally ill.

Illinois (1985 111. Laws, pub. act 894-918) acted to keep the tem-
porarily rehospitalized or soon-to-be-discharged individual off the street
by providing for +he continuation or the immediate restoration of benefits
and by requiring interagency agreements to expedite applications for public
aid prior to a patient’s release.

Other states have created a safety net uy coordinating their general
mental health services.

o] Florida’s Community Mental Health Services Act involves a com-
prehensive and coordinated effort to establish a state-wide network
of servicedistricts for the treatment of mental illnes”™ and sub-
stance abuse, overseen by a network of local planning councils
(Fla. Stat. § 394.65-394.81 (Supp- 1984)).

o] Oregon new requires agreements between community mental health pro-
grams and "“he state hospitals to ensure a continuum of services for
patients admitted to and discharged from the state hospital (1981
Or. Laws, chap. 750).

o] Washington has now defined the roles and coordination responsibili-
ties of state, county and individual mental health _service pro-
viders in the provision of services to most-in-need populations
anrng the mentally ill (1982 Wash. Laws, chap. 204).

o Nevada and Texas, respectively, established a state commission on
mental heal+l" and mental retardation and a state-wide coordinating
council to oversee coordination of mental health services in the
state (1985 Nev. Statb., chap. 672; 1983 Tex. Gen. Laws, chap.
:0S).

Federal Legislation. One federal effort to ease the plight of the
homeless involved the creation of the the EmergencyFood and Shelter Pro-
gram, to be administered by the Federal Emergency Management Agency, in
March 1983. Although originally slated as a one time assistance program to
help recently unemployed workers, Congress has twice appropriated additional
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program funds for the National Board Program. Initially, funds were also
made available to the states. Cumulatively, the FEMA program has provided
$210 million in food and shelter aid for the homeless.

FUTURE IMPLICATIONS AND DIRECTIONS

At besl, c" ~unity-based treatment programs have helped the chronically
mentally ill meet basic food, shelter and treatment needs. At worst, these
programs have been so poorly organized and inadequately funded that they
have encouraged the mentally ill to take to the streets. Moreover, many
individuals Feel that temporary programs set up to meet the iIimmediate needs
of the homeless mentally ill often block the process of effective long-range

planning.

The recent rash of television and newbpaper reports have helped bring
into public Focus the brutality and the hopelessness of life on the streets
For the chronically mentally ill. Yet these same reports have sometimes
obscured the larger issues of homelessness. The mentally ill are on the
streets because the communities simply do not have the community support
systems that would help them help themselves. Addressing one homeless indi-
vidual’s immediate ,,eed for a meal or a place to sleep does not keep another
mentally ill individual from taking to the streets and perpetuating the

cycle.

Without facing squarely the task of providing adequate services for the
mentally 1ill living in the community, states can expect continued problems
with homelessness. On economic grounds alone, proposals to reinstitutional-
ize the mentally ill are untenable. But if the policies of the last twenty
years are not significantly improved, states can expect to pay dearly for
the mentally ill that end up in the jails, the emergency rooms, and the
limited beds in the remaining state mental hospitals.

In order to deal with the population’s immediate and often desperate
needs fTor food and shelter and to prevent further homelessness, nental
health planners, policy makers .nd providers should focus long-range plan-
ning activities in the following areas:

o Improving community mental health and rehabilitation systems so that
the basic and the specialized needs of the mentally ill are comprehen-
sively addressed before they can become homeless;

o Improving the emergency and transitional shelter network to provide
the homeless mentally ill with appropriate emergency mental health ser-
vices, as well as linkages to the formal mental health, housing and so-

cial service systems.
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CASE STUDY: CALIFORNIA

INTRODUCTION

In October 1983, California Assembly Speaker Willie Brown created the
Assembly Select Commi LLee on Mental Health, chaired by Assemblyman Bruca
Qronzau. The Committee was slated to review California’s mental health sys-
tem and make recommendations to the legislature on how to improve it.

During 1984, the committee generally researched and gathered information
on the state’s mental health 1issues, conducted public hearings, visited
treatment program®™ and facilities and communicated with key members of the
mental health community. In December, the committee released a report pres-
enting its preliminary findings and suggestions for change.

In March 1985, the committee introduced the California Mental Health
Services Reform Art (AB 2541), which addresses many of the problems outlined
in the committee” report, including the homeless mentally ill. Primarily
authored by Assemblyman Bronzan and Assemblywoman Sunny Mojonnier, this
pending legislation proposes to establish at least six '"social support agen-
cies" for the homeless mentally ill and to provide coordinated support ser-
vices specifically addressing the population’s needs. The legislation would
also provide funds to develop alternatives to the local county jail for
those homeless mentally ill who have committed minor rimes, and to develop
Vietnam veteran outreach programs for homel .ss veterans who are suffering
from post-traumatic stress disorders.

Members of the Senate also participated iIn this mental health effort.
Senator Jan McCorquodala authored Senate Bill 822, which would have apropri-
ated money for pilot projects to provide case management services +0 home-

less mentally ill persons. S.G 822 was vetoed by the governor. Senator
Lekoy Greene authored Senate Bi 942, which wv/ould have provided emergency
funds Tfur deferred payment loans for housing for the mentally ill. S.B.

failed in the Senate Appropriations Committee.

In 1984, California enacted legislation (1984 Cal. Stat., chap. 1691)
establishing separate funds for emergency shelter programs and for the pres-
ervation and creation of low-income housing. It required inclusion in state
and local housing plans of housing policies and goals affecting the home-
less, and made 1illegal zoning regulations that effectively discriminate

against shellers.

To address specifically California’s issues and concerns regarding the
homeless mentally 1ill, the NCSL Mental Health Project agreed to provide the
state willi a technical assistance program in August 1985. Members of the
Assembly Select Committee on Mental Health and other involved legislators
and staff provided information on the problems of the homeless mentally ill

in California.
THE HISTORY OF THE MENTALLY ILL HOMEI.ESS IN CALIFORNIA

Lack of commitment to the deinstitutionalization of the severely mental-
ly ill. Fifteen years ago, following passage of the Laterman-Petris-Short
Act, California largely abolished 1its practice of indefinitely committing
the mentally Pl to state hospitals. Between 1967 and 1984, the number of
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menially ill people iIn California state hospitals dropped from 37,500 to
5,000 (B, p- 2). Thousands of patients who would have been sent to a state
hospital remained in their communities. Yet the community mental health
centers could not inert the treatment needs of those who were left behind.

Inappropriate/inadequate strutture and services. Since California’s
early days of deinsiifutionalization, the community mental health system has
not been able to meet adequately the treatment and support needs of the
state’s chronically mentally ill. Brief appointment-based psychotherapeutic
services, combined with outpatient r,adication monitoring, comprised the
standard communitytreatment program. The essentials of effective
treatment--continuity of care, flexibUity of resources, and the ongoing
participation of the client--were scarce. Additional problems within the
system exacerbated lhose posed by the lack of an appropriate framework for

basic services.

o] The mentally ill are the Ilowest priority population for shelters
and ""ther public social services.

o] The state’s complex service system lacks the transportation, infor-
mation and advocacy programs that would make it more accessible.

o] There 1is no systematic approach to the provision of psychiatric,
medical, welfare or housing services.

o] A mentally ill person without resources may wait 10 to 14 days to
receive general assistance, and up to eight to 24 months for
federal assistance.

Erosion of mental health and social services. During the 1970s, Cal-
ifornia decreased Lax revenues and funding for many programs, while infla-
tion drove up program costs. State funding fur county mental health pro-
grams has dropped from an average of $15 per resident in 19/8 to $13 today,
a derrease of $150 million &, p- 1). If California woie still supporting
the 37,500 people originally housed in the state hospital, it would cost the
state $2.5 billion per year. Instead, the state now gives $500 million per

year for services to the mentally ill G, p.- 2). Subsequently, California’s
mentally ill have had to face the elimination or reduct tor of many support

services.

Moreover, national policy changes in the administration of SSDlI pro-
grams and a cooling economy set the stage for a decade of reductions in the
level of funding for social programs. Federal block grants to states for
community mental health services were reduced. In 1980, Social Security
officials were ordered to review the eligibility of each beneficiary at
least once every three years. From 1981 to 1983, the benefits of 54,000

disabled Californians were terminated. Half were reinstated upon appeal (G,
p- 3). At present, a single person living on his/her own can receive a
maximum of $206 per month of state general assistance and : "6 per month

from SSI to cover his expenses (3, p- 5)-

Lack of affordable housing. Housing has become almost aluxury for many
of California’s chronically mentally ill. Over the past 10years, Califor-
nia rents have more than doubled. From 1970 to 1980, the median rent paid
in California rose from $113 to $253 per month (3, p- 3). The number of
low-income households seeking rental units vastly outnumber the available
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units; subsidized housing projects have burgeoning waiting lists. Single-
room-occupancy hotels have been destroyed as part of downtown renovation
efforts. In Sacramento alone, the number of SRO hotels has been depleted by
two-thirds (@G, p- 3). Federal support for low income housing has also been

significantly reduced.

A POSSIBLE SCENARIO FOR CALIFORNIA: COMMUNITY SUPPORT PROGRAMS FOR THE HOME-
LESS MENTALLY ILL

Anne Lezak, Coordinator, Program for the Homeless Mentally 111, National
Institute of Mental Health, presented this model for addressing the problems
of the homeless mentally ill in California (6). The suggestions presented
are not necessarily those of the NCSL Mental Health Project.

A Modified Community Support Program. In 1977, the National Institute
of Mental Health, recognizing that the patchwork of community-based mental
health services was offering the chronically mentally ill limited opportuni-
ties for growth, spearheaded the development of the Community Support Pro-
gram (CSP). The CSP is a modestly funded federal demonstration project that
recognizes both the mental health and social welfare needs of the mentally
ill. Hie program provides grants to state mental health agencies. Slate
officials and community support staff assist local communities in developing
‘community support systems'™ (CSS): networks of integrated mental health and
social rehabilitation/support services for the chronically mentally ill
living in the communities.

The 1ideal community support system has 110 essential components that
could oe used to establish a local CSS for the homeless mentally ill. In
addition, the state could act to create a climate favorable for CSS develop-
ment while still allowing for local responsiveness to the needs of the home-

less mentally ill in a given area.

The ideal community support system provides the following 10 services:
1) outreac..; 2) assistance in meeting the basic needs of food, clothing and
shelter; 3) adequate mental health care; 4) 24-hour crisis assistance; 5)
comprehensive psycho-social services; 6) a range of rehabilitative and sup-
portive housing options; 7) back-up support, assistance, consultation and
education for community support systems workers and volunteers, as well as
the conmunity at large; 8) lecognition and involvement of natural support
systems; 9) establishment of grievance procedures and mechanisms to protect
client rights; and 10) facilitation of use by clients of formal and informal

helping systems.

By adopting this model at the local level and by supplementing essential
services, California could evelop a pro< "am within its existing mental
health system that could more effectively address the underlying problems of
homelessness among the mentally ill.

Outreach. Outreach efforts suitedto the target population would be
necessary to locate and 1identify mentally ill homeless clients andto link
them to potential services. Outreach staff could go into alleys, shelters
and soup kitchens, build a relationship with the potential client by ap-
proaching him or her 1in a non-threatening way--offering coffee or sand-
wiches--over a period of months, and offer to help the client link up to
other available resources. New York City’s Project Help offers outreach and
basic assistance to the homeless mentally ill. Project Help finds clients
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by cruising the city in a mobile outreach unit and by taking referrals from
a hotline and provides its clients with crisis medical and psychiatric

services.

Assistance in meeting basic needs. Many argue that basic needs for
food, shelter and clothing must be met before any other treatment needs of
the homeless mentally ill areconsidered. Few homeless mentally ill will
ask for assistance 1in meeting basic needs. To overcome this reticence, a
trusted friend, or a non-threatening environment, such as a downtown "drop-
in center,” where few questions are asked in return for a meal, a good
night’s sleep or a hot shower, will generally produce the best results. The
outreach worker who has gained the homeless individual’strust is an ideal
person to offer assistance in meeting basic needs.

Adequate mental health care. Many homeless mentally ill shun the formal
mental health system. Mental health service providers dealing with the
homeless mentally ill may do best to provide initial mental health services
in shelters or soup kitchens. They can also be provided in conjunction with
mobile outreach programs, or in non-threatening settings such as '"community
living rooms,”™ which offer a comfortable place to relax as well as a link to
the maze of formal services. Los Angeles” Downtown Women®s Center, serving
homeless women, provides them with meals, a place to go during the day, and
psychiatric and medication services.

Twenty-four hour crisis assistance. As the homeless mentally ill may
require crisis assistance in places like shelters or soup kitchens, which
generally lack mental health professionals, such professionals can help the
para-professionals and volunteers working iIn these places by providing
crisis intervention training. Mental health professionals can also work
with criminal justice professionals to develop appropriate alternatives for
the person in crisis and to develop mechanisms for brief psychiatric
hospitalization.

Comprehensive psycho-social services. In conjunction with having their
basic needs met, the homeless mentally ill can also benefit from basic voca-
tional rehabilitation services, case management, residential services and
socialization programs. Once these initial services have been provided, the
client may be drawn into a more long-term psycho-social rehabilitation pro-
gram that provides training in the living, national and social skills that
are essential to the success of future residential placements.

A range of rehabilitative and supportive housing options. The chroni-
cally mentally ill require a range of living arrangements with varying de-
grees of supervision and structure. In addition to providing an adequate
range of living arrangements for the chronically mentally ill, a community
support system specifically targeting the homeless mentally ill would need
to provide for emergency shelters, as an immediate alternative to life on
the streets and, perhaps more important, for transitional housing as an op-
portunity to plan for more long-range treatment and rehabilitation efforts.
The Buckelew Housing Program in San Rafael, California, provides an array of
housing opportunities--from the highly structured and supervised program, to
the largely independent apartment--to help bridge the gap between the hospi-
tal and the community.
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Back-up support, assistance, consultation and education. Because the
homeless mentally ill suffer the dual stigma of mental illness and homeless-
ness, they become targets for discrimination and ostracism. Those involved
in a community support system or in other advocacy groups could act as advo-
cates and assistants for all who ooine in contact with the homeless mentally
ill--landlords, employers, social support workers, families--to help them
understand this complex population. The Los Angeles Skid Row Development
Corporation combines outreach to and involvement in the local business com-
munity with the Corporation’s efforts to meet the housing and employment
needs of the homeless individuals in the Skid Row area.

Recognition and involvement of natural support systems. While churches,
local businesses, neighborhood organizations and voluntary agencies are al-
ready working to combat, homelessness, a community support system for the
homeless mentally ill should involve natural support programs for the men-
tally ill. The COMPEER program, for example, in Rochester, New York,
matches mentally ill individuals with community volunteers who assist in
many of the functions of case management.

Establishment of grievance procedures and mechanisms Lo protect client
rights. General biases against the mentally ill and the homeless mentally
ill person’s propensity for unusual behavior combine to make this troubled
population much more susceptible to criminalization, hospitalization and
bovh overt and covert discrimination. Support systems staff and other com-
munity advocates could work to establish grievance procedures under which
the rights of the homeless mentally ill could be ensured: the right to shel-
ter, the right to entitlements, the right to treatment, etc.

Facilitation of the use by clients of formal and informal helping sys-
tems. Very often, the homeless mentally 1ill need help in identifying and
accessing housing and support services. Ideally, one person should be ap-
pointed to help the homeless mentally ill person through the maze of helping
systems. Los Angeles” Mental Health Skid Row Project patches together men-
tal health services for use in shelters. TheProject uses a team approach
with other agencies, enabling them to offerfood, shelter, clothing and
medical and psychiatric care iIn a coordinated fashion.

OVERCOMING THE ROADBLOCKS TO A COMMUNITY SUPPORT SYSTEM FOR THE HOMELESS
MENTALLY ILL

While the 1implementation of the community support system for both the
chronically mentally ill and the homeless mentally ill may promise a
brighter future for these often-neglected populations, California may want
to consider changes in several key areas to help ensure success of the CSS

approach, according to Lezak.

The need for leadership. Many service providers will have to contribute
to the effort of getting the homeless mentally ill off the streets. Mental
health professionals will need to demonstrate leadership that will serve to
inspire other human service workers. On a program level, mental health pro-
fessionals can identify, document and evaluate the success of innovative
program models that deal with the homeless mentally ill and share the
results of such program successes with others working with the homeless men-
tally ill. On a research level, professionals can continue to explore the
causes of homelessness so that service providers can anticipate emerging

service needs.
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The need for improved financing. The community support program approach
requires a“"broad financial base combining traditional mental health and dis-
ability 1iirurance with 1innovative financing mechanisms. The traditional
Social SecurilLy disability programs, Supplemental Security Ircome (SSI) and
Social Security Disability Insurance (SSDlI), can be critical to the disabled
person trying to Tfind and maintain adequate housing. To ensure that these
disability programs support the CSP, California could work with necessary
federal and state officials to achieve the following goals: 1) developing
special outreach programs for getting the homeless enrolled in such benefit
programs; 2) adopting standards for quick determination, including presump-
tive disability assessment to obtain income maintenance fTor obviously dis-
abled homeless individuals as soon as possible; and 3) developing procedures
for maintaining housing payments for SSI1/SSDlI recipients who are briefly
hospitalized, as a way to prevent homelessness.

Medicare and Medicaid also play key financing roles. Mental hea"bh care
under Medicare is largely limited to inpatient care and partial reimburse-
ment Tor non-hospital services. Under Medicaid, neither standard nor state
optional benefits typically cover the case management, adult dav treatment
and psycho-social rehabilitative services required by a chronically mentally
ill person. However, under the "Home and Community-Based 2176 Waiver’s Pro-
gram,”™ a stale can obtain a waiver for Medicaid benefit restrictions if it
can demonstrate '"budget neutrality'--i.e. it can provide a mix of alterna-
tive services for no more total dollars than those spent on traditional ser-
vices. Such a waiver could provide flexibility lo reimburse services pro-
vided through a community supp. rt program for the homeless mentally ill.
California is presently planning to submit its third proposal for such a

waiver.

Another key “lenient ’n the financing of a CSS involves the transfer to
community-based programs A the funds spent on the state hospitals. A state
must provide adequate community-based mental health and psycho-social
rehabilitat on services Iif it hopes to prevent homelessness among the men-

tally ill.

The need for better coordi®ation among service providers. At present,
responsibility for the services that might begin to address the problems of
the homeless mentally ill is scattered among various health, housing, and
human service agencies, creating service discontinuities and funding gaps.-
Mental health professionals must begin aligning themselves with other pro-
fessionals to ensure a united voice in obtaining more affordable housing and
adequate support services within the reach of the state’s disabled

populations.
CONCLUSION

California, along with many other states, 1is at a critical crossroad
with respect to the homeless mentally ill. California must decide if it
wants to continue focusing its efforts on emergencv -"acures like shelters
and soup kitchens, or if it wants to begin the task == orking its mental
health system to prevent homelessness among the menU. ill. Assemblyman
Bronzan’s proposal to establish social support agencies for the homeless
mentally ill could begin to address this central problem. Yet the state
will have to remember that, iIn the words of Assemblyman Bronzan, ™"it has
taken two decades of neglect for the problems of the mentally ill to become
as severe as they are.” One or two bills will not correct the damange.
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TECHNICAL ASSISTANCE PROGRAM TAPES AND BACKGROUND MATERIALS

Available through the NCSL Mental Health Project are edited tapes of
the actual technical assistance program presented for California in August
1985, as well as the background materials distributed at the program.

The technical assistance program tapes are introduced by Louisa Stark.,
President, National Coalition for the Homeless, who presents an overview of
the problem of homelessness among the mentally ill. Ms. Stark is followed
by Anne Lezak, National Institute of Mental Health, who discusses the
feasibility of adapting the model of the community support program to f°I
the needs of the homeless mentally ill. A panel discussion follows Ms.
Lezak. The members of the panel are California state Assemblyman Bruce
Bronzan, Ohio state Representative JoAnn Davidson, Texas state Senator Ray

Farabee, and Seattle Mayor Charles Royer.
Backgroi nd materials relating to homelessness among the mentally ill
include a sunmary of select state legislation, a discussion of model pro-

grams, a bibliography, and a checklist that interested legislators and staff
may return for copies of legislation and bibliographic materials.

If you wish to receive .oan copies of these tapes, or the background
information distributed at thf> technical assistance program, please fill out
and return the form below to the Mental Health Project, NCSL, 1050 17th

Street, Suite 2100, Denver, CO 80265.

Name:
Title:

Address:

Requesting loan copies of tapes background materials
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MENTAL HEALTH PROJECT

PROJECT OVERVIEW

In February 1985, the National Institute of Mental Health (NIMH), U. S. Department of
Health and Human Services, awarded a contract to th® National Conference of State
Legislatures (NCSL) to conduct technical assistance programs for state legislators on
mental health policy issues.

The goal of the NCSL1s Mental Health Project is to improve the decision-making ability
of state legislators on mental health policy by providing specific assistance to chosen
states and disseminating information surrounding mental L,.ilth issues.

Through this fourteen month program, the Mental Health Project can respond to specific
issue"and format needs of legislators. By involving the Panel of Experts, a group
composed of legislators and persons with mental health experience, expert consultants,
and state policy makers, programs will be developed to provide a variety of services
to states, including testimony, special workshops and seminars, and staff assistance.

Based upon input from the state legislatures, ten states were chosen to receive techni-
cal assistance with state-specific mental health issues. Along with the programs,
background materials, audio tapes, and a State Legislative Report will be developed for
each issue area and are available free of charge to requesting parties. The scheduled
technical assistance programs include:

South Carolina Invoi jntar.y Civil Commitment May 10, 1985
California Mentally 111 Horn-less August 7, 1985
Missouri Mental Health Services Coordination September 24, 1985
Kentucky Mental Health Sem\ "o for Adolescents October 3-4, 1985
Pennsylvania Revolv®™ :Dcor Syndrome of Mental Health Services October 23, 1985
Virginia Housi:* or the Mentally 111 November 18, 1985
Oklahoma Community Care for the Chronically Mentally 111 December 4-5, 1985
New Hampshire Hanuated Mental Health Insurance/ January S, 1986
Mental Health Services for the Elderly
Michigan Mentally 111 Offender January 28, 1986
Oregon Mental Health Services Funding March 4, 1986

The Mental Health Project Manager is Rebecca T. Craig, who may be contacted at NCSLI1s
Denver office (303) 523-7800. The federal project officer is Lee Dixon, Office of
Policy Development, Planning, and Evaluation, National Institute of Mental Health,

at (301) 443-3175.
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effective ;es must.,form a continuum in the true sense of the word,
al, not only must components be added to the system, but
F<proposed components should be closely linked, to ensure
eas"eair” &< JyrtN.rmQre. personnel -must be acquired,to act
as '‘case, Who will facilitate individualized program planning for
every cTil

In defining the service needs for the chronically mentally ill, the Subc"-1-
mittee adopted severa

) progra’ vhtch assures the maximum®adaptive -Jewvel jof
S fe-te

nuumas his/her needs change; 51 oppor-

m\/ M) easy access®, to

rvices to account for varying regional arid

of normalization underlies all planning

Other guiding principles include: involvement of the client and family in
treatment planning; strong emphasis on case management; the need for
attention to aftercare and service follow-up and regular involvement
educating the family and in some cases other members of the rlient"s
community about the client®"s illness and appropriate means to aid in their
treatment.

The Subcommittee has 1identified a range of services necessary tomeet the
needs of chronically mentally ill adults in the northern region.At this
time, available funds are insufficient to address all the needs. There-
fore, the State, with direction from the Resource Committee for SB 520, has
selectej the following components for development in FY 1986 and FY 1987:

Al Supervised Apartments (Client Capacity -- 161.
B. Group Home with Crisis Beds (Client Capacity -- Tfive beds

in the group home section, with two additional beds reserved
for short-term crisis situations).

C. Multi-purpose Center ~Client Capacity -- 30 per day or 50
per week).
D. Vocational Education Workshop (Client Capacity -- 15 per

day on site).

Each of these components is elaborated ui der Part 111, Section 3-3 below.

2-2_ DEFINITION OF CLIENT POPULATION
Re"pondents must confine their services to the chronically mentally ill. A

"chronically mentally ill person” is Someone who is eighteen years of age
cr older and who satisfies two or more of the following criteria:
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A. Is diagnosed as having a schizophrenic, major affective, or
paranoid disorder (DSM-11l1 diagnosis of 295.1, 295.2, 295.3,
295.4, 295.6, 295.7, 295.9, 296.2, 296.3, 296.4, 296.5,
296.6, 297.1, or 297.3) or another severe mental disorder,
with a documented history of persistent psychotic symptoms
other than those caused by substance abuse.

B. Has imnaired role functioning in at least, one of the follow-
ing:

1. Social role —- an inability to function indepen-
dently in the role of worker,, student, or
homemaker .

2. Daily living skills -- an inability to engage
independently 1in personal care (e.g., grooming,

personal hygiene, etc.) or community living
activities (e.g., handling personal finances,
using community resources, performing household
chores, etc.).

3. Social acceptability — an inability to exhibit
appropriate social behavior, which results in
demand for intervention by the mental health
and/or judicial system.

C. Is a danger to self or others.

Clients will include persons whoshow sporadic improvement as well as those
who experience occasional outbreaks of severe pathology. Many clients will
vary from day to day and month tc month in their service requirements.
Therefore, programs should be designed flexibly to ensure tailoring of
services to changing individual needs.

«2-3. CLIENT APPROPRIATE SERVICES

Due to the range of different cultural, ethnic, age, gender and other
distinctions in the population to be served, services proposed should be
sensitive and appropriate to the maximum extent possible to the individual
client needs. These include but are not limited to: treatment, setting,
staff, activities and food.

2-4_. WORK TO BE PERFORMED

Work to be performed consists of tactical program planning, start-up, and
implementation of the Tfour service components of supervised apartments,
group home, multi-purpose center, and vocational education workshop. A
great deal of the effort in the first six months (January 1, 1986 - June
30, 1986) is expected to be of an organizational nature, including precise
program design, hiring of staff, and formalizing policies and procedures.

However, grantee(s) are expected to provide direct services in each compo-
nent. Respondents whose proposals demonstrate ability to bring direct
services on line quickly will have an advantage during proposal evaluation



Articles of Incorporation
Bylaws
Board of Directors Roster

Organization Charts (for the existing organization, each
proposed component, and the "new" organization following
the award of a grant.

Accountants Report/Audit Report from most recent fiscal year
or other audit period
Position Descriptions and Resumes of Key Personnel

Agency Budget “overall) (f different from the proposed
budget)

Personnel Policies
Business Licenses
Proof of public Non-Profit Status.

Documentation of Community Support and Interagency
Coordination . (This section shall contain signed memoranda
of agreement with key organizations to assure
non-duplication of services and continuity”™ of care for
clients. Letters of support are also helpful®™ but Iless
essential.)

Names and Addresses of References (if the respondent is an
individual or has never before provided services within the
State of Alaska™"

3-3. GUIDELINES FOR THE TECHNICAL PORTION OF PROPOSALS

The following material describe? the State®s perspective on each component
of services addressed under this RFP. Services and hours proposed and
numbers of clients to be served are minimums. Respondents are encouraged
to expand services and hours of operation based on their resources.

A

Supervised Apartments Component

Supervised apartments will provide residential services for
chronically mentally ill adults who need minimal support.
Residents will share an apartment with up to three other
chronically mentally ill adults in a family-like setting.

living arrangements shall encourage social interaction
provide minimal supervision geared toward helping

residents function W as normal a capacity as possible
within the community. The program shall emphasize living
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skills, such as budgeting, shopping, pacing bills, and
working at appropriate levels of functioning.

By July 1, 1986, the State intends to build or purchase a
six-unit block of apartments, with four units for clients,
one unit for the live-in resident managers, and one unit for
a fTamily hostel (a place for out-of-town family members to
stay while visiting with and/or participating in the treat-
ment of any client receiving state supported mental health

services. All the apartments will have double-occupancy
bedrooms. The apartments must be able to house a minimum of
sixteen chronically mentally ill clients. For this RFP

however, the respondent must find and lease space and be
responsible for all programming. The respondent must budget
for lease payments and related fixed costs. The respondent
is expected to serve a minimum of sixteen clients and must
locate space which will support the services outlined under
this RFP.

The respondent shall incorporate the Tfollowing ideas into
the program plan:

1. The  apartments should encourage social
interactions among residents.

2. Residents of any one apartment should plan
meals and eat together regularly.

3. A live-in manager should serve as the case
manager for residents unless residents have
des"gnated case managers within the mul-
ti-purpose center or elsewhere iIn the mental

health system. In the latter case, the
live-in manager should work closely with the
case manager. The apartment manager should

maintain daily contact with each resident;
assist residents in "normalizing activities”
(e.g., paying bills, shopping, pursuing jobs
or training, etc.); counsel residents with
routine problems and projects; and, schedule
occupancy of the family hostel. The manager
should also coordinate closely with other
mental health services and programs.

4. The manager should be a paraprofessional- or
professional-level mental nealth worker.

5. A manager or a designated alternate should be
available 24 hours per day.

6. Residents/clients should be assisted as
needed to obtain the range of services

necessary from a variety of agencies to
enable them to maintain viable functioning in
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the community. The respondent must show
proof that clients are eligible for services
provided by all- other components of the
services continuum Tfor chronically mentally
ill adults fsee Part 111, Section 3-5 below!.

Multi-Purpose Center

The multi-purpose center shall provide on-going assessment
and treatment for chronically mentally ill adults in order
to allow them to maintain themselves in the community. This
center, envisioned as the hub for services for chronically
mentally clients, will eventually be built and owned by the
State and operated by thegrantee. It will be Ilocated
adjacent to the Adult "roup Home, which will also eventually
be built and owned by theState.In this grant award,
however, the respondent must locate appropriate space and
budget for lease payments and related fixed costs.

Services shall include day treatment, group therapy, case
management, individual counseling, psychological and psychi-

atric evaluations, and dayrespite. Average client load
should be a minimum of thirty cli nts per day or TfTifty
clients per week. In other words, although approximately

fifty individuals clients will receive service each week,
only about thirty clients will be served on any given day.
While some clients may attend daily, others may come to the
center only once or twice a week.

Respondents shall include provisions for ordering, storage,
and dispensing of psychotropic medications, as well as
protocols for drug monitoring.

Activities shall be planned for each individual client in
accordance with his intelligence, Tfunctional, skill, and
interest levels. The program must be flexible enough to
accommodate differences between clients, as well as differ-
ences within clients over the course of time.

The respondent should plan to provide all but the most, spe-
cialized services with in-house staff. The core team of
in-house professionals should be supplemented through
consultation or contractual services on a case-by-case
basis. Because cf the diverse treatment and therapy needs
anticipated in the target population, the respondent should
consider a multi-disciplinary team approach as generally the
mos; effective treatment mode.

Grantees are encouraged to cultivate team management rela-
tionships with a variety of private practice professionals.

While the Department is currently planning the center to be
a forty-hour-per-week operation, respondents are encouraged
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to extend hours as much ?s possible. It is widely recog-
nized that there is a need for this TfTacility to provide
24-hour services. Around-the-clock operation is the goal,
when and if additional funds become available.

The respondent shall incorporate the following ideas into
the program plan:

1. The multi-purpose center should be the
location of the case management team for the
entire service delivery system for chronical-
ly mentally ill adults in Fairbanks.

2. The multi-purpose center should be the huh
serv s for chronically mentally ill adults.

3. Programming should encourage social inter-
action but also provide for various degrees
of privacy.

4. All  programming should be client centered,
with individualized treatment plans.

5. One of the main functions of the multipurpose
center should be to evaluate psychological
functioning of the clients. Assessments
should be done both formally and informally.

6. Possible staff for the multi-purpose center
include: 1" a clinician/director; 2 an
administrator; 3> case managers: 4! a psychi-
atric nurse; 5) social workers; 6) other
professional staff as needed; and 7) support
staff as needed.

7. Day treatment activities should include group
therapy, recreation, skill building, group .
meetings, and occupational therapy. Pro-
vision should also be made for crisis inter-
vention.

8. A typical therapeutic regimen for a client

might include one hour per week with a case
manager, one hour per month with a psychia-
trist, and one hour per day with a case
manager or psychiatrist during a crisis.

9. Although clients may spend some of their free
time at the center, the facility is not to be
merely a drop-in center. Therapy and group

activities shall be scheduled.

C. Group Home with Crisis Beds
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Like the multi-purpose center, the group home will eventual-
ly be built and owned by the State. In this grant award,
however, the respondent must Jlocate appropriate space and
must budget for lease payments and related fixed costs.
Respondents should be mindful of the State"s intention to
co-locate the group home and multipurpose center when these
facilities are constructed. Proposals in response to this
RFP should aim toward this eventuality to the extent possi-
ble.

The adult group home shall provide intensively supervised
voluntary residential services for five chronically mentally
ill adults. Residents should be encouraged to participate
under supervision in household activities such as cooking,
cleaning, self-care, anJ other activities of daily living.
The group home should emulate a fTamily-like lifestyle in
accordance with the philosophy of normalization. Both sexes
should live in the home and should be encouraged to partici-
pate in activities that promote self esteem.

As a place of residence, the group home must be designed to

incorporate normal features of community living. For
example, provision could be made for residents to have pets
and/or a garden. Residents should also be encouraged to

participate in appropriate recreational activities.

In addition to normal residential pursuits, residents should
be involved in structured therapy and vocational programs,
as appropriate, which are to be provided through other
components of this RFP and which are otherwise provided in
the community. The proximity to the multi-purpose center
will help to ensure use of therapy by group home residents.
The respondent should design other measures to ensure client
involvement in community services and social and vocational
opportunities.

Within the group home but structurally separate from the
ma:n residential areas, two crisis beds shall be available
on a 24-hour basis for persons who have short-term problems
which require immediate, iIntensive care but which can be
managed outside of a hospital setting. Although group home
residents may use the crisis beds periodically, these beds
should be available primarily for the Ilarger community.
Group home staff should cover the crisis component but
should have a plan to call for additional help as needed.
Memoranda of agreement with other community services,
including Fairbanks Memorial Hospital, are essential for
this component. Proposals must include admission and
discharge criteria and protocols for these crisis beds.

Group home staff might include a program coordinator on all
shifts and a program aide during the evening and night
shifts. Since some residents will be participating Iin
activities at the multi-purpose center or other Ilocations
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during the day, one program staff member at the group home
will probably be sufficient during the aay time. Additional
staff may be needed for extra coverage during times of the
day when intensive activity occurs. The respondent should
develop and justify an appropriate staffing pattern. The
respondent shall incorporate the following ideas into the
program plan:

1. Residents must not be -discharged until such
time as they no longer need the help of this
facility. Programming should be flexible
enough, with individual case planning, to
accommodate the varying needs of individual
clients within the larger parameters of group
home capabilities.

2. Because of the nature of the clients”
disabilities, staffing and programming should
be planned to provide almost constant super-
vision.

3. Adequate staffing is very important to client
outcome and stability. It will probably be
necessary to have at least two staff on duty
at all times when clients are present.

4. Protocols should be developed to ensure
back-up for group home staff when crises
occur or the client mix requires higher
staff-to-client ratios.

5. Clients, with appropriate supervision from
staff, should plan, shop for, and prepare
their own meals. = Residents should eat
together family style.

6. Programming should attempt to integrate
clients into the mainstream of community life
as much as possible.

Vocational Education Workshop

Vocational services shall be provided in space leased or
owned by the grantee; the respondent must include costs for
any Teasel"s) in the proposed budget, along with maintenance,

utilities, insurance, and other, such costs.

This component shall serve a minimum of fifteen clients at a

time. The grantee must develop placements in community
businesses and other work sites to accommodate clients for
whom such placements are appropriate. Proposals must

include plans for developing and supervising these place-
ments.
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Vocational educational workshop services, as envisioned
under "his RFP, should help chronically mentally ill adults
maintain, transition, or retransition into the labor market.
The overall goal for this component is to provide meaningful
employment appropriate to the individual®s level cf func-
tioning, in a sheltered workshop environment and through

on-the-job assistance and support. Coordination with
existing services as well as integration with community
businesses is encouraged. The program shall complement

existing community programs and should provide new options
and opportunities for clients on a "no failure" basis.

The vocational program shall feature individual assessment
of client needs and capabilities and development of tai-
lor-made training programs. The program shall attempt to
create or enable as normal a work environment for the client
as possible. The respondent should recognize that clients
will have widely differing capabilities and needs and should
plan accordingly.

Education and training opportunities shall be provided to
every client at his or her own pace and within his or her
own level. The educational/training experience should be
meaningful . It should be a learning experience which will
provide income as well as give a feeling of personal
achievement.

For a client who would benefit from academic education
instead of or as an adjunct to vocational training, the
program shall assist the client to participate in existing
community-based programs and college courses.

The vocational training environment and services shall be
specific for people with chronic mental illness. However,
the respondent should explore opportunities to share some
services, purchasing, or Tacilities with existing agencies

or businesses in ways which will promote cost savings.

The respondent shall incorporate the Tfollowing ideas into
the program plan:

1. Chronically mentally ill adults with all
levels of disability should be incorporated
into vocational training if they are in need

of such service. Program planning should
allow for a great diversity of abilities and
interests.

2. Work is a normal activity for adult Ameri-
cans. Therefore, this program should provide
vocational and training opportunities that
will constitute real work and preparation for
real work, not "make work."
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3. The program should be decentralized into
existing businesses and other normal work
sites as much as possible and on an individu-
al basis.

4. The staff of the vocational program should
have both psychology skills and work-
shop/vocational training experience. Anyone
providing academic instruction should be
trained iIn adult education as well as his or
her subject matter.

Case Management Services

Respondents shall make provision for case management ser-
vices, whether they propose to provide one component under
this RFP or all four. Because many of the clients will be
involved with services beyond- those offered by the grantee
the respondent shall develop relationships with other
providers which will enable non-duplicative, comprehensive
services and continuity of care and follow-up for each
cl ient.

For clients from communities outside of. the iImmediate
Fairbanks area, provisions should be developed for -case
managers to provide follow-up to clients and their support
systems when the clients return to their home communities.

Management/Administration

All  four components under this RFP require administra-
tive/management support services. However, because of the
State®"s intention that programs be client centered and
because of the desire to provide the most direct services
possible with Qlimited funds, the Department encourages
respondents to keep the number of administrative and support
staff as low as possible while maintaining quality. Respon-
dents should make every attempt to promote cost savings in
the administrative area. Respondents proposing to provide
more than one component should document cost savings in
administrative areas that would accrue as a result of
providing more than one component.



C. Program Evaluation

All proposals shall include a description of the client
populations or sub-populations to be served under the
proposed compcnentfs) and an analysis of expected benefits
for these populations. In addition, all proposals must
detail a plan for program evaluation.

3-4. SUPPORTING FACILITIES, EQUIPMENT, AFID SUBCONTRACTORS

Each proposal shall describe where services will be offered and how such a
facility will be obtained. Proposals must address any anticipated problems
in obtaining a facility and discuss alternative solutions to these prob-
lems. Any planned subcontracts must be defined as a part of the proposal.

3-5. EVIDENCE OF COORDINATION

All proposals shall demonstrate development, expansion, or direct linkage
to existing mental health and counseling programs and providers and to
existing social rehabilitation programs such as day treatment programs,
soci . clubs, or other models for social rehabilitation that are demon-
strated to be effective for chronically mentally ill persons. Proposals
shall demonstrate efficient utilization of existing treatment and reha-
bilitation resources. If new programs are proposed or existing programs
expanded, evidence must be provided that there are direct linkages among
existing components of the system and that need exists to expand services.

It is of utmost concern to the State that services provided in accordance
with this RFP complement rather than duplicate existing programs and
services. The four components to be provided under this RFP must fill gaps
in community services and promote comprehensiveness and continuity of care
for clients.

In the case that a respondent is a consortium of agencies and organiza-
tions, written memoranda of agreement between the consortium members must
accompany the proposal. Written memoranda of agreement with unaffiliated
agencies and organizations with whom close working relationships and
transfer arrangements are essential to continuity of care should also be
included to the extent possible. The respondent shall include a Dlan for
developing formal relationships and memoranda of agreement which are
essential but which have not been practical to date. These memoranda must
document agreements regarding criteria of admission and eligibility for
services. The criteria shall be designed to ensure that clients of each
component of the continuum of services for the chronically mentally ill are
eligible for services provided by all other components, whether or not
particular components are operating in response to the RFP. Finally, the
respondent may wish to attach letters of support from more ™"peripheral™
service providers, agencies, organizations, and consumers.

During proposal evaluation, a heavy weighting will be given to interagency
coordination and avoidance of unnecessary duplication.
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JHause of “pesentattiies

House iudiciary Committee

MEMO : Jan. 24, 1986
TO: Rep. Max Gruenberg
Rep. Niilo Koponen
Co-chairmen, House HESS Committee
FROM: Rep. M. Mike Miller\
Sponsor
RE: SS HB 412

Chronically Mentally 111

The bill before you has been
of the needs of the chronically mentally ill.
has received short shrift, not just here in Alaska but al
country. Enclosed you will find an article from a recent
NEWSWEEK which 1is to the point in addressing a national

Also enclosed in your packet
assessment recently completed by the Juneau Allitnce for
111, which indicates the severity of the problem locally.
Juneau is behind the rest of the state
chronically mentally ill, and Alaska has been said to be
behind the rest of the nation.

This
not been addressed adequately by the Alaska Legislature,
issue and the people that should be better served
out for attention.

This bill,
health programs of the state
time | started work on this bill), 1is
discussion of an issue which 1 hope whose time has come.

The mental health lands
Psychiatric Institute also are ones which must be weighed
this or any alternative
this session.

I look forward to working with you
bill

indicates that the needs of the chronically mentally

leading to better treatment of the chronically mentally

re
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Juneau, Alaska 99811
(907) 465-4990

introduced to bring forth discussion
This group

is one which
I across the
issue of

tragedy.

is an executive summary of a needs

the Mentally
Unfortunately,

in addressing the needs of the

ten years

ill have
and that the

literally cry

combined with the recently released audit of mental
(which was requested by me at the same
intended to be the start of

issue and recent problems at Alaska

along with

legislation and funding which may be considered

in helping to develop a good





